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Vaisman and colleagues1 justify their
decision to deny the patient antibiotic
therapy based on prevalence-biased
diagnostic measures, low probability of
disease in a different (i.e., otherwise
healthy) population and by retroductive
inference.

Because the patient presented in a
shock state with evidence of urosepsis,
she required immediate treatment for
sepsis, including antibiotics, and, in our
opinion, treating her otherwise was
unacceptable.

Margaret J. Ackerman MD MEd,
Andrew Worster MD, Daren Lin MD
Emergency physician (Ackerman, Worster,
Lin), Hamilton Health Sciences, Hamilton,
Ont. 
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The authors respond
We thank Ackerman and colleagues1

for their discussion related to our arti-
cle2 and for taking the time to poll their
colleagues on how they would have
managed the patient in the clinical sce-
nario. Interpretation of positive urine
culture results has long been the subject
of passionate debate in the literature.3

Because we believe that a change in
clinical practice regarding urine culture
test ordering and management of posi-
tive results is needed, we are encour-
aged that our article has stimulated a
healthy discussion on the issue.

We agree with the use of early
empiric antibiotic therapy in reducing
mortality due to sepsis; however, in the
scenario presented, the patient did not
meet criteria for sepsis.4 Furthermore,
an alternate explanation existed for the

patient’s hypotension and tachycardia,
namely hypovolemia secondary to gas-
trointestinal fluid losses. Although the
patient had a fever 3 days before pre-
sentation, it was self-limited and there
was an alternate explanation — her
diarrheal illness in the setting of an
institutional outbreak. This also showed
that she could mount a febrile response
in the event of an infection. Therefore,
we disagree with Ackerman and col-
leagues’1 conclusion that the patient
had systemic inflammatory response
syndrome (SIRS) and septic shock and
required early antibiotic therapy.

If the patient had met the case defin-
ition for SIRS and sepsis, an additional
point to highlight would be that older
adults with sepsis without urinary
symptoms should not be assumed to
have a urinary infection based on find-
ings of urinalysis or culture results,
because this may lead to early diagnos-
tic closure and a failure to investigate
and treat for other causes of infection. 

Bacteriuria is present in up to 50%
of elderly women in long-term care
facilities; and 90% of those patients
have pyuria.5 Therefore, these abnor-
malities should not constitute a urinary
tract infection diagnosis in a patient
who can reliably report the presence or
absence of urinary symptoms, as in the
case presented.2

Our case highlights the importance
of appreciating clinical context when
both ordering urine cultures and inter-
preting results. In the absence of uri-
nary symptoms and the presence of an
alternate diagnosis, the positive culture
in the patient likely represented asymp-
tomatic bacteriuria, rather than a uri-
nary tract infection. Robust clinical lit-
erature, including many randomized
controlled trials, show the lack of bene-
fit of treating asymptomatic bacteriuria
with antimicrobial therapy across mul-
tiple patient populations.6–8 Further-
more, antimicrobial therapy for asymp-
tomatic bacteriuria has been associated
with harm. One trial showed an
increased risk of symptomatic urinary

tract infection in those who were
treated for asymptomatic bacteriuria.9

The practice is also associated with
adverse drug reactions and Clostridium
difficile infection.10
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