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The author replies.

I thank Dr Widmer for his

interest in our study. I fear, how-
ever, that he has misread the paper
in a number of important aspects.

In answer to his questions,
the study was undertaken solely to
promote discontinuation of paren-
teral therapy (as indicated in the
title). The stated endpoint defining
physician compliance was cessa-
tion of parenteral antimicrobial
treatment within 48 hours of unso-
licited intervention, without regard
to initiation of oral antimicrobials.
All but one compliant physician,
however, did discontinue paren-
teral treatment in favor of oral
treatment.

Issues of sample size and
study power were addressed in
the discussion.

The multiple univariate com-
parisons set forth in Table 2 are for
group comparisons of as many
patient characteristics as can be
identified. This was done to evalu-
ate comparability of study popula-

tions and is essential to assess the
outcome of the randomization proc-
ess. A secondary question was
whether pertinent differences
existed between patients of com-
pliant or noncompliant physicians.
In this context, adjustments for
multiple comparisons are mean-
ingless; they would not increase
the number of differences between
various groups beyond the one
already noted, nor would adjust-
ment for unequal variances
change the findings to make for
longer treatment with cortico-
steroids in other patient sets.

I cannot fathom any biological
relation between a physician’s
choice of oral or parenteral antimi-
crobial therapy for patient man-
agement during hospitalization,
and posthospitalization occurence
in the same patient of a new aspira-
tion pneumonia or new lobar pneu-
monia at a new anatomic site, or
death unrelated to the original pul-
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monary infection. Such post-
hospitalization events can only be
chance occurrences. I remind Dr.
Widmer of the classic statistical
observation of Damon Runyan, the
chronicler of Broadway gamblers
and racetrack touts: “Life itself is
nine to five against.”

Characteristics of noncompli-
ant and compliant physicians were
fully explored and presented in
Table 3. No difference was evident.

I am mystified by any concern
for osteomyelitis and endocarditis,
first evident at 30 days after hospital
discharge, in an essentially non-
bactemmic  population of adults suc-
cessfully treated for pulmonary
infection. A 3CLday  posthospitaliza-
tion followup  is not only appropri-
ate, it is unique for this type of
published study.

The randomization process
was not influenced by physician
compliance.

Finally, I yield to no one in my
admiration of the publications of W.
Eugene Sanders, Jr., a distin-
guished physician-investigator and
former fellow Floridian. In fact, Dr.
Sanders and I are coauthors of two
scientific papers in press at the time
of this writing. Moreover, we cur-
rently are engaged in discussions of
a joint investigation to expand our
observations of antimicrobial man-
agement of patients with pneumo-
nia and to combine the unique
features of our published studies.

N. Joel Ehrenkranz, MD
Florida Consortium for Infection

Control
South Miami, Florida

Streptococcus
salivarius Meningitis
Following
Myelography

To the Editor:
DeJong and Barrs recently

reported two cases of Streptococ-
cus salivarius meningitis following
myelography.1 We wish to report a
similar case.

A 50-year-old  man had severe
low back pain radiating to the left
leg and ankle. A lumbar myelo-
graphy and lumbar epidural nerve
block were performed. Approxi-
mately 21 hours later, the patient
had a temperature of 39.7”C,  head-
ache, confusion, and vomiting. He
had a slightly stiff neck. The Ker-
nig and Brudzinski signs were
both positive. The cerebrospinal
fluid (CSF) contained RBC 2601
mm3, WBC 4,420/mm3,  97% neu-
trophils, protein 369 mg/dl, and
glucose 11 mg/dl. The gram stain
of CSF showed no organisms, but
culture subsequently grew S sali-
va&s. One of two blood cultures
grew S salivan’us.  The patient was
initially treated with vancomycin
and ceftazidime. As soon as the
infecting organism was identified,
therapy was changed to intrave-
nous penicillin G. The patient was
discharged uneventfully after a two-
week course of antibiotic treat-
ment.

There was no previous case of
bacterial meningitis following
myelography in our hospital. Inves-
tigation by the infection control
service revealed that face masks
were not routinely worn by per-
sonnel during myelography. A let-
ter was sent to all the neurologists
and neurosurgeons who per-
formed myelography requesting
that “everyone in the room wear a
face mask; sterile trays be opened
immediately prior to use; physi-
cians and/or assistants wear ster-
ile gloves and sterile gown.” This
request met with much opposition.
The neurosurgeons replied that
requiring a face mask and sterile
gown was an imposition and that
they did not intend to follow the
recommendation. Inquiries at sev-
eral large hospitals in the region

revealed that a face mask was not
required during the procedure of
myelography. All our ancillary per-
sonnel assisting myelography are
now wearing face masks. We have
not had another case of bacterial
meningitis following myelography
during the subsequent 18 months
to date.

Bacterial meningitis following
myelography is indeed a rare
event. In 1985, Schelkun and col-
leagues reported one case and
reviewed the literature; there were
14 cases including their own.2
Therefore, including our patient,
there are now 17 reported cases of
bacterial meningitis following
myelography. There were eight
cases caused by viridans strepto-
cocci, four caused by S salivarius,
one caused by Streptococcus san-
guis, one caused by Streptococcus
m&is,  one caused by group G strep-
tococcus, one caused by Strepto-
coccus bovis, and one caused by
Pseudomonas aeruginosa. The
majority were from normal oro-
pharyngeal flora. Therefore, it
seems that the source of contami-
nation is the mouths of personnel
in the room where myelography is
performed. Because streptococcal
meningitis following myelography
is so rare, it has been difficult to
persuade physicians who do the
procedure to wear a face mask.

Chatrchai Watanakunakorn,
MD, FACP, FCCP

Charlotte Stahl, RN, MSN, CIC
St. Elizabeth Hospital Medical Center

Youngstown, Ohio
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