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Abstract: Background: Ampicillin resistant and glycopeptide susceptible Enterococcus faecium blood-
stream infection (GSEF-BSI) incidence has risen. However, the treatment of choice remains unknown.
Daptomycin use for the treatment of enterococcal infections has increased, despite effectiveness
and safety concerns. The objective was to compare the effectiveness and safety of daptomycin and
glycopeptides in the treatment of GSEF-BSI. Methods: This was a single-centre, retrospective obser-
vational cohort study performed at Hospital del Mar (Barcelona, Spain), from January 2006–May
2018. The primary outcome was clinical cure at the end of the therapy, and secondary outcomes
included 14-day, 30-day, in-hospital mortality, and length of stay. Results: From a total of 192 patients
with GSEF-BSI, 54 (28.1%) were treated with glycopeptides and 17 (8.9%) with daptomycin. Patients
treated with daptomycin presented a lower clinical cure than patients treated with glycopeptides
(58.8% vs. 83.3%, RR 0.416 (95% CI 0.189–0.915)). After controlling for confounding variables
by means of multivariate analysis the significative difference was confirmed (aOR 4.313, 95% CI,
1.053–17.660). The need for treatment discontinuation due to adverse events was similar. Conclusions:
Patients with GSEF-BSI treated with glycopeptides showed a higher clinical cure than those treated
with daptomycin.

Keywords: Enterococcus faecium; bloodstream infection; bacteraemia; daptomycin; glycopeptides; van-
comycin

1. Introduction

Enterococci are ubiquitous Gram-positive bacteria that have been isolated from a
wide variety of places, including the gut microbiota [1]. Although these microorganisms
are considered commensal organisms of the gastrointestinal tract, they can cause serious
infections such as bloodstream infections (BSI) or endocarditis, and have emerged as im-
portant nosocomial pathogens [1,2]. They are the second most common cause of healthcare
associated infections in Europe and the United States of America (USA) [1].

Currently, there are two main species among enterococci that can cause infections:
Enterococcus faecalis and Enterococcus faecium [1]. Although E. faecalis is more virulent and is
the main enterococci involved in human infections, the incidence of E. faecium infections is
rising [1]. Concerning enterococcal bacteraemia, its incidence is increasing, especially that
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of E. faecium, which presents a worrisome annual increase of 19% in Europe [3]. Enterococcal
BSI mortality ranges from 14–50%, being higher in the case of E. faecium compared to
E. faecalis [2,4,5]. Specifically, ampicillin resistant and glycopeptide susceptible E. faecium
(GSEF)-BSI mortality is 25–35% [6], whereas vancomycin resistant strains present a higher
mortality [7].

Among the potential reasons for their success in the hospital remain their intrinsic
resistance to many antimicrobials, their capacity to acquire new resistant traits, their ex-
traordinary capacity to survive in hostile environments (they can survive for long peri-
ods on medical equipment, bed rails and doorknobs) and their genome plasticity [1,8].
They are in fact tolerant to disinfectants, heat, chlorine and some alcohol preparations [8].
Enterococci are resistant to many antimicrobials, including clindamycin, trimethoprim-
sulfamethoxazole or aminoglycosides [1]. Whereas E. faecalis is normally susceptible to
beta-lactams as ampicillin, E. faecium presents a higher antimicrobial resistance, being nor-
mally resistant to beta-lactams [1]. One of the concerns of E. faecium is its resistance to
glycopeptides, which varies across the world [1]. In 2019, 86.8% of E. faecium isolates were
ampicillin-resistant in Spain, whereas only 1.2% showed vancomycin resistance [9].

Despite this increasing incidence and high mortality, the treatment of choice of GSEF-
BSI has not yet been elucidated. Vancomycin remains the first-line therapy based on its
bactericidal action, although it presents important drawbacks: the need of intravenous
infusion and therefore limitation of treatment in outpatient setting, therapeutic drug mon-
itoring (TDM), side effects (mainly nephrotoxicity, but also red-man syndrome) and a
slow bactericidal activity [10,11]. Although its bacteriostatic action, linezolid is a potential
alternative although evidence on its use is scarce [6]. This oxazolidinone can be admin-
istered through oral route, although it also needs for TDM and shows an unfavourable
safety profile (thrombocytopenia, anaemia, neuropathy) especially in long treatments [10].
Daptomycin is an appealing option in the treatment of bacteraemia given its rapid bacteri-
cidal action [12]. However, although daptomycin use has risen for enterococcal infections,
data on the use of this antimicrobial for the treatment of GSEF-BSI are lacking [1,13,14].

Daptomycin has been mainly studied in the treatment of vancomycin-resistant E. fae-
cium BSI, showing controversial results when compared to linezolid [7,13,15]. Daptomycin’s
breakpoints, its optimal dose and the risk of resistance development along the treatment
are some of the concerns associated with this antibiotic [14,16]. The European Committee
on Antimicrobial Susceptibility Testing (EUCAST) Steering Committee recognized the
remaining uncertainties of daptomycin in the treatment of enterococcal infections, advis-
ing an increased vigilance even with the use of high-dose daptomycin due to efficacy and
safety concerns [14].

Therefore, the treatment with daptomycin for enterococcal infections may not be as
effective as expected. Due to the concerns of potential treatment failures with this antibiotic,
the objective of this study was to assess the effectiveness and safety of daptomycin in the
treatment of GSEF-BSI compared to glycopeptides.

2. Results

A total of 192 patients presented a positive blood culture with GSEF during the study
period (Table 1).

One hundred and twenty-one patients were excluded as they did not receive an
active treatment (29, 24.0%), received antibiotics less than 48 h (35, 28.9%), or were treated
with other antibiotics (57, 47.1%). Finally, 71 (37.0%) patients were treated either with
glycopeptides (54, 28.1%) or daptomycin (17, 8.9%) and were included in the final analysis.
From the 54 patients treated with glycopeptides, 6 (11.1%) received teicoplanin, while the
rest were treated with vancomycin. Figure 1 summarised the study flow chart.
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Table 1. Baseline and clinical characteristics of the 192 patients diagnosed of Enterococcus fae-
cium bacteraemia.

Whole Cohort (n = 192)

Age, years 69.0 (64.0–78.0)
<50 years 19 (9.9)
50–75 years 105 (54.7)
>75 years 68 (35.4)

Female 54 (28.1)

Weight, kg 68.6 (59.0–80.2)
Body Mass Index, kg/m2 24.6 (23.0–29.1)

Medical/surgical status
Medical status 114 (59.4)
Surgical status 78 (40.6)

Means of acquisition
Community acquired 17 (8.9)
Healthcare acquired 35 (18.2)
Nosocomial 140 (72.9)

Comorbidities
Charlson comorbidity index 2.0 (0.0–2.0)
Diabetes Mellitus 77 (39.6)
Arterial hypertension 114 (59.4)
Cardiopathy 53 (27.6)
Liver cirrhosis 19 (9.9)
Solid tumor 58 (30.2)
Renal transplantation 11 (5.7)
Immunosuppression 86 (44.8)
Chemotherapy 33 (17.2)
Corticosteroids 72 (37.5)
Chronic kidney disease 36 (18.8)

Clinical presentation
Septic shock 56 (29.2)
SOFA score 3.0 (1.0–6.0)
SOFA > 2 124 (64.5)
Vasoactive drugs 52 (27.1)
Mechanical ventilation 47 (24.5)
Pitt bacteraemia score 2.0 (1.0–3.0)
Creatinine, mg/dL 0.9 (0.6–1.4)
Glomerular filtration rate, mL/min/1.73 m2 79.1 (46.0–99.3)
Albumin, g/dL 2.7 (2.2–3.2)

Source of bacteraemia
High risk 110 (57.3)
Abdominal 62 (32.3)
Unknown 25 (13.0)
Respiratory tract 10 (5.2)
Endocarditis 1 (0.5)
Thrombophlebitis 4 (2.1)
Skin and soft tissue 8 (4.2)
Low risk 82 (42.7)
Urinary tract 18 (9.4)
Catheter related 26 (13.5)
Biliary 38 (19.8)

Data are represented as median (Q1–Q3) or in absolute numbers (percentage).
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Figure 1. The study flow chart in line with the STROBE: 192 patients were initially assessed for eligibility, of which 121
were excluded. Finally, 71 patients were analysed, 54 in the group allocated to glycopeptides and 17 in the group allocated
to daptomycin. All patients completed the follow up. STROBE: (Strengthening the Reporting of Observational Studies in
Epidemiology).

Table 2 showed the baseline and clinical characteristics of analysed patients. The me-
dian age was 68.0 (56.0–78.0) years, most of the included patients were male and hospi-
talized in medical wards. Charlson Comorbidity Index was 2.0 (0–2.0), with both groups
presenting similar comorbidities excepting for a higher incidence of chronic kidney disease
in the daptomycin group (9.9% vs. 47.1%, p = 0.005).

Concerning clinical presentation, 8 (11.3%) patients were diagnosed of septic shock and
10 (14.1%) were mechanically ventilated. SOFA and Pitt bacteraemia scores were 3.0 (1.0–5.0)
and 1.0 (0.0–2.0), respectively. No differences were found in the clinical presentation,
apart from a worse creatinine and glomerular filtration rate in the daptomycin group.
Most of the bacteraemia were of high risk, being the main sources of infection intra-
abdominal, biliary and catheter related.

The incidence of polymicrobial bacteraemia was similar among groups (27.8% vs.
35.3%, p = 0.556). The main concomitant microorganisms were Enterobacterales, (66.7%
vs. 50.0%, p = 1.000), followed by other gram-positive cocci (20.0% vs. 0%, p = 1.000)
and Candida spp. (0% vs. 1%, p = 0.105). All these patients received adequate in vitro
antimicrobial therapy to treat these microorganisms.

No differences were found in the inadequate empirical treatment rate between both
cohorts (72.2% vs. 52.9%, p = 0.200), nor in the time until appropriate treatment: 2 (1.0–4.0)
vs. 2 (0–4.0) days (p = 0.907).
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Table 2. Baseline and clinical characteristics of patients diagnosed of Enterococcus faecium bacteraemia treated with gly-
copeptides or daptomycin.

Glycopeptides (n = 54) Daptomycin (n = 17) p Value

Age, years 67.5 (55.0–74.5) 74.0 (62.5–84.5) 0.166
<50 years 8 (14.8) 2 (11.8)
50–75 years 33 (61.1) 7 (41.2)
>75 years 13 (24.1) 8 (47.1)

Female 17 (31.5) 7 (41.2) 0.559

Weight, kg 65.0 (58.0–80.0) 70.0 (61.0–80.0) 0.350
Body Mass Index, kg/m2 24.6 (21.0–29.0) 25.2 (21.1–31.2) 0.450

Medical/surgical status 0.572
Medical status 36 (66.7) 10 (58.8)
Surgical status 18 (33.3) 7 (41.2)

Means of acquisition 1.000
Community acquired 2 (3.7) 0
Healthcare acquired 12 (22.2) 4 (23.5)
Nosocomial 40 (74.1) 13 (76.5)

Comorbidities
Charlson comorbidity index 2.0 (0.3–2.0) 1.0 (0–2.0) 0.222
Diabetes Mellitus 18 (33.3) 9 (52.9) 0.164
Arterial hypertension 29 (53.7) 11 (64.7) 0.577
Cardiopathy 12 (22.2) 7 (41.2) 0.207
Liver cirrhosis 7 (13.0) 2 (11.8) 1.000
Solid tumor 20 (37.0) 6 (35.3) 1.000
Renal transplantation 2 (3.7) 2 (11.8) 0.241
Immunosuppression 25 (46.3) 8 (47.1) 1.000
Chemotherapy 11 (20.4) 4 (23.5) 0.745
Corticosteroids 22 (40.7) 5 (29.4) 0.745
Chronic kidney disease 11 (9.9) 8 (47.1) 0.005

Clinical presentation
Septic shock 7 (13.0) 1 (5.9) 0.670
SOFA score 3.0 (1.0–5.0) 2.0 (1.0–6.5) 0.724
SOFA > 2 28 (51.9) 9 (52.9) 1.000
Vasoactive drugs 7 (13.0) 3 (17.6) 0.694
Mechanical ventilation 6 (11.1) 4 (23.5) 0.237
Pitt bacteraemia score 1.0 (0–2.0) 2.0 (0.5–3.5) 0.181
Creatinine, mg/dL 0.8 (0.6–1.0) 1.2 (0.7–2.1) 0.009
Glomerular filtration rate,
mL/min/1.73 m2 86.3 (66.6–104.4) 59.0 (25.3–90.6) 0.018

Albumin, g/dL 2.7 (2.3–3.3) 2.6 (2.1–3.4) 0.842

Source of bacteraemia
High risk 33 (61.1) 7 (41.2) 0.160
Abdominal 22 (40.7) 1 (5.9)
Unknown 5 (9.3) 4 (23.5)
Respiratory tract 1 (1.9) 0 (0)
Endocarditis 1 (1.9) 0 (0)
Thrombophlebitis 2 (3.7) 1 (5.9)
Skin and soft tissue 2 (3.7) 1 (5.9)
Low risk 21 (38.9) 10 (58.8)
Urinary tract 1 (1.7) 4 (23.5)
Catheter related 7 (13.0) 3 (17.6)
Biliary 11 (20.4) 3 (17.6)

Data are represented as median (Q1–Q3) or in absolute numbers (percentage).

Among the 71 isolates, 4 (5.6%) were susceptible to ampicillin but were treated with
either with glycopeptides (2, 50.0%) or daptomycin (2, 50.0%). The median minimum
inhibitory concentration (MIC) of daptomycin was of 1.0 (0.5–2.0) mg/L (clinical breakpoint
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of EUCAST: insufficient evidence [14]), whereas that of vancomycin was 1.0 (0.5–2.0) mg/L
(clinical breakpoint of EUCAST: 4 mg/L [17]).

Daptomycin dosage was 500.0 (375.0–700.0) mg/day [7.8 (5.8–9.2) mg/kg/day] and
was prescribed for a total of 6.0 (3.5–11.5) days. Vancomycin was administered at a
dose of 2000 (1625–2000) mg/day [29.9 (19.4–34.2) mg/kg/day] for 12.0 (6.0–14.8) days.
Vancomycin through levels were 10.8 (8.2–17.6) mg/L. All patients in the teicoplanin
group received 6 mg/kg/12h three doses and then 6 mg/kg/24h. Teicoplanin dosage
was 400.0 (400.0–650.0) mg/day (6.4 (5.0–9.7) mg/kg/day), with a treatment duration of
9.5 (8.8–18.0) days.

From a total of 5 patients diagnosed of urinary-tract GSEF-BSI, 4 cases (all in the
daptomycin group) presented an indwelling catheter on the day of the episode and was
removed in all of them. Similarly, line was removed in all the patients diagnosed of
intravenous line-related BSI. Concerning intra-abdominal, biliary, and wound infections,
there were no differences in the surgical source control among groups (p = 1.000).

2.1. Clinical Outcomes

Patients treated with daptomycin presented lower clinical cure compared to those
treated with glycopeptides [10 (58.8%) vs. 45 (83.3%), relative risk (RR) 0.416 (95% CI,
0.189–0.915), p = 0.048]. In the multivariate analysis, after adjusting for chronic kidney
disease, creatinine, and infectious foci (high versus low risk), the clinical cure was signifi-
cantly higher with glycopeptides (aOR 4.313, 95% CI, 1.053–17.660). Main outcomes were
summarised in Table 3.

Table 3. Comparison of clinical outcomes according to treatment group in patients diagnosed of vancomycin-susceptible
Enterococcus faecium bacteraemia.

Glycopeptides (n = 54) Daptomycin (n = 17) Relative Risk (95% CI) p Value

Clinical outcomes 45 (83.3) 10 (58.8) 0.416 (0.189–0.915) 0.048
Clinical cure at the end
of therapy
Time to defervescence,
days 1 (0–2.0) 1 (0–2.0) - 0.881

Mortality
14-day mortality 1 (1.9) 2 (11.8) 0.331 (0.132–0.827) 0.140
30-day mortality 7 (13.2) 4 (23.5) 0.606 (0.242–1.516) 0.443
In-hospital mortality 12 (22.6) 6 (35.3) 0.645 (0.275–1.467) 0.346

Microbiological data
Eradication 51 (94.4) 11 (64.7) 3.758 (1.852–7.624) 0.005
Relapse 3 (5.6) 2 (11.8) 0.568 (0.178–1.816) 0.587
Superinfection 27 (50.0) 11 (64.7) 0.628 (0.261–1.512) 0.404

Hospital LOS, days 39.0 (21.8–61.3) 48.0 (29.0–112.5) - 0.133
Readmissions 18 (34.0) 6 (35.6) 0.957 (0.403–2.269) 1.000

Data are represented as median (Q1–Q3) or in absolute numbers (percentage). CI: confidence interval; LOS: length of stay.

The reason for treatment failure was the lack of clinical improvement according to the
responsible physician criteria in all the cases. No differences were found in terms of time
to defervescence, 14-day, 30-day, and in-hospital mortality, although 14-day mortality was
lower in the glycopeptides group (1 (1.9%) vs. 2 (11.8%), RR 0.331 (95% CI 0.132–0.827)).

Patients treated with glycopeptides showed higher microbiological eradication com-
pared to those treated with daptomycin (51 (94.4%) vs. 11 (64.7%), RR 3.758 (95% CI,
1.852–7.624), p = 0.005). These results were maintained in the multivariate analysis after
adjusting for chronic kidney disease, creatinine, and infectious foci, with an aOR of 14.766
(95% CI 2.305–94.588). Hospital length of stay in patients treated with daptomycin was
higher [39.0 (21.8–61.3) vs. 48.0 (29.0–122.5), p = 0.133], although did not achieve statis-
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tical significance. No other differences were found concerning relapse, superinfection,
or readmissions.

2.2. Safety

Glycopeptides and daptomycin presented a similar rate of adverse events or need
for treatment discontinuation. Patients treated with glycopeptides presented a higher
incidence of gastrointestinal side effects (nausea and vomiting: 5.8% vs. 0%, p = 1.000;
diarrhoea 7.7% vs. 0%, p = 0.566). The incidence of nephrotoxicity (16.0% vs. 6.3%,
p = 0.436), thrombocytopenia (28.0% vs. 31.3%, p = 0.743), anaemia (8.2% vs. 0%, p = 0.565),
and creatinine phosphokinase elevation (33.3% vs. 0%, p = 1.000) was similar among groups.
No other rarer events as red-man syndrome, rhabdomyolysis or eosinophilic pneumonia
were reported. The incidence of side effects was shown in Table 4.

Table 4. Side effects by antimicrobial treatment for vancomycin-susceptible Enterococcus faecium bacteraemia.

Glycopeptides (n = 54) Daptomycin (n = 17) Relative Risk (95% CI) p Value

Any side effect 26/52 (50.0) 5/16 (31.3) 1.843 (0.718–4.734) 0.254

Discontinuation of
treatment 4/52 (7.7) 0 (0) - 0.566

Nausea and vomiting 3/52 (5.8) 0 (0) - 1.000

Diarrhoea 4/52 (7.7) 0 (0) - 0.566

Nephrotoxicity 8/50 (16.0) 1/16 (6.3) 2.368 (0.355–15.807) 0.436
R 6/50 (12.0) 0 (0)
F 1/50 (2.0) 0 (0)
L 1/50 (2.0) 1 (5.9)

Thrombocytopenia 14/50 (28.0) 5/16 (31.3) 0.889 (0.357–2.216) 0.743

Anaemia 4/49 (8.2) 0 (0) - 0.565

Creatinine
phosphokinase
elevation

1/3 (33.3) 0/3 (0) - 1.000

Data are represented in absolute numbers (percentage). CI: confidence interval; R: risk; F: failure; L: loss.

3. Discussion

The increase in the incidence of E. faecium bacteraemia as well as its high mortality
make the study of this disease essential [3]. In this work we tried to elucidate the existing
controversies about the use of daptomycin for GSEF-BSI. To the best of our knowledge,
this is the first study assessing the treatment outcomes of daptomycin in the treatment of
GSEF-BSI. In our study, the treatment with daptomycin showed a lower rate of clinical
cure compared to glycopeptides, mainly due to the lack of clinical improvement. However,
the mortality rate was similar between both groups.

Concerns about the effectiveness of daptomycin in the treatment of enterococcal bac-
teraemia have already been discussed based on available data with vancomycin-resistant
strains [14]. In two meta-analyses of retrospective observational studies comparing dap-
tomycin and linezolid for the treatment of vancomycin-resistant E. faecium bacteraemia,
linezolid seemed to present a lower 30-day mortality, but these results were challenged
in the highest retrospective observational study published where this oxazolidinone was
associated with a higher risk of treatment failure and 30-day mortality [7,15]. Unfortunately,
data on the outcomes of different treatments of GSEF-BSI are scarce, and the outcomes of
daptomycin in this setting have never been studied.

In our study, although the small sample size, a higher risk of treatment failure was
found in patients treated with daptomycin. Furthermore, a higher incidence of 14-day mor-
tality was observed, which was not statistically significant probably due to the low sample
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size. Several reasons may explain these findings: daptomycin dosage, the breakpoints,
and the risk of resistance development [14].

The optimal dosage of daptomycin for enterococcal bacteraemia remains unknown.
It is likely that even with high doses (10–12 mg/kg/day) required pharmacokinetic/phar-
macodynamic (PK/PD) targets are unachievable without safety issues with
MICs > 2 mg/L [14]. From a PK/PD perspective, a free drug area under the plasma
concentration–time curve to MIC ratio (fAUC/MIC) > 27.43 h.mg/L has been associ-
ated with 30-day survival in low acuity patients [18,19]. A dose of 6 mg/kg/day achieved
a probability target attainment (PTA) > 90% only with MICs ≤ 1 mg/L, whereas an optimal
PTA for a MIC of 2 mg/L could only be achieved with 12 mg/kg/day [18]. Higher rates
of microbiological failure and mortality have been reported in BSIs caused by E. faecium
strains with daptomycin MIC 3–4 mg/L when treated with daptomycin [20,21]. In fact, two
recent studies found that no dose presented an acceptable PTA against a MIC of 4 mg/L in
the Monte Carlo simulation [22,23]. When MICs of 2–4 mg/L were analysed, a fixed dose of
1500 mg daily was needed for ≥ 90% PTA, but this dosage carried an undue risk of toxicity
as was associated with an increased 24.5–80.5% risk of achieving a Cmin ≥ 24.3 mg/L [24].

Based on these data, the CLSI revised the daptomycin breakpoints for Enterococcus
spp. and established that all the MICs ≤ 4 mg/L should be reported as SDD (susceptible
dose dependent), based on a dosage regimens of 8–12 mg/kg/day [25]. The EUCAST
changed their breakpoints to insufficient evidence [14].

In our study the median daptomycin dose was near 8 mg/kg/day. Although this
dose could play a role in the outcomes as doses > 9 mg/kg/day were related to a sur-
vival benefit and the risk of emergence of resistance [16,26,27], the CLSI recommends
8–12 mg/kg/day [25]. In addition, the median MIC was 1 mg/L, so this dosage may have
been sufficient.

Another important drawback of daptomycin is the resistance development during
the treatment, mainly due to changes in the LiaFSR regulatory system [28]. Eighty per-
cent of E. faecium isolates with MICs between 3–4 mg/L harbour changes in this system,
whereas these substitutions are rarely found in strains with lower MICs [28]. The size of
the inoculum may also play a role [27].

To overcome these limitations, the use of combination therapy with β-lactams has been
recommended based on in vitro data [29]. The treatment with these family of antibiotics
may reduce the MIC to daptomycin, facilitating the achievement of optimal PK/PD indexes
even in daptomycin-resistant strains, through the use of lower doses with an acceptable
safety risk [28,29]. The addition of ampicillin to daptomycin resulted in bactericidal
activity event at lower doses of daptomycin (8–10 mg/kg) in an in vitro biofilm model [28].
A murine model found that the addition of ampicillin in continuous infusion (but no
ertapenem or ceftaroline) to daptomycin was effective, synergistic and prevented the
development of resistance in the treatment of multidrug-resistant E. faecium infections [29].
Caution is nevertheless advised since the benefits of this synergy may be strain dependent
and therefore not universal [28].

In our study, patients treated with vancomycin presented a higher incidence of side
effects, mainly due to gastrointestinal side effects and nephrotoxicity. However, the need
for treatment discontinuation was not different. The difference in the length of treatment
may have played a role in these differences.

Based on the results of our study daptomycin was associated with limitations, and un-
til evidence from randomised controlled clinical trials are available, vancomycin should
be preferred over daptomycin for the treatment of GSEF-BSI. In cases of intolerance to
glycopeptides, linezolid could be considered if a deep-seated infection (endocarditis, throm-
bophlebitis) is ruled out. Although some concerns have been raised due to its bacterio-
static activity, linezolid has proven to be similar to vancomycin in terms of effectiveness
and safety in the treatment of GSEF-BSI or Staphylococcus aureus bacteraemia [6]. Dal-
bavancin and oritavancin are other potential options although clinical evidence on their
use is still scarce [30–32]. Daptomycin should only be used in the treatment of GSEF-BSI
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when no treatment options (glycopeptides, linezolid) remain available or deep-seated infec-
tions occur. In these exceptional cases, doses of up to 12 mg/kg/daily, a close toxicity and
therapeutic drug monitoring, an appropriate MIC determination and combination with con-
tinuous infusion of ampicillin could be considered to try to optimize treatment outcomes.

This study presents several limitations. It consists of a non-randomised single-centre
retrospective observational study, which is subject to their typical drawbacks. The indi-
cation bias could be present, although no significant differences were found in baseline
characteristics excepting from renal function. We acknowledge that a propensity-score anal-
ysis would have improved the quality of our work, although the low sample size prevented
us from carrying out such analysis. The existence of other potential confounding factors
not registered must be also considered. As expected, a significant incidence of polymi-
crobial bacteraemia was observed which may have influenced the outcomes. However,
due to the difficulty of finding patients with monomicrobial bacteraemia a mixed analysis
was performed, with all the concomitant microorganisms appropriately treated. We also
acknowledge the small sample size. However, we were limited by the incidence of this
infection in our centre. The number of included patients was low compared to the number
of years studied, but only 192 patients had at least one positive culture during the studied
period. Of this population, 121 had to be discarded based on the exclusion criteria. Finally,
throughout the entire period only 17 patients were treated with daptomycin. Although the
power of the study is limited by its small sample size, the finding of statistically significant
results suggests that these findings could be maintained with larger samples.

4. Materials and Methods
4.1. Study Design and Setting

This was a retrospective observational cohort study conducted from January 2006 to
May 2018 at the Hospital del Mar, a 420-bed university tertiary care hospital located in
Barcelona, Spain. The hospital includes two different intensive care units (ICU) with a
program for renal transplantation. All patients were followed-up for 3 months by electronic
records after hospital discharge or death. This study was reviewed and approved by
the ethics committee of the institution and followed the Strengthening The Reporting of
Observational Studies in Epidemiology (STROBE) statement guidelines [33].

4.2. Participants

We identified all adult patients (>18 years) with at least 1 positive blood culture for
GSEF through computer-generated microbiological data. Thereafter, electronic records
were reviewed, and patients were selected if they were treated more than 48 h with gly-
copeptides (vancomycin/teicoplanin) or daptomycin according to the responsible physi-
cian criteria. Patients were excluded if they did not receive antibiotic therapy or if they
received another antibiotic against GSEF. In patients with multiple episodes only the first
episode was included.

Daptomycin, vancomycin and teicoplanin dosages were adjusted by the responsible
physician according to the weight and renal function, with the possible recommendation
of the infectious diseases’ pharmacist or physician. Vancomycin plasmatic levels were
performed throughout the study period and were adjusted by clinical pharmacists.

4.3. Variables and Data Sources

Epidemiological data included age, sex, body mass index, hospitalization ward (medi-
cal or surgical), site of acquisition (community-acquired, healthcare-associated or nosoco-
mial [34]), underlying diseases and their severity according to Charlson index score [35],
immunosuppression, neutropenia and presence of devices (vascular or urinary catheter,
drainages). Clinical data included the source of bacteraemia, severity of illness and antimi-
crobial therapy. Severity of illness was assessed through the Pitt bacteraemia score [36],
Sepsis-related Organ Failure Assessment [37], diagnosis of sepsis and septic shock ac-
cording to the 2016 definitions [38] and need for mechanical ventilation on the day of the
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episode. In terms of antimicrobial therapy, empirical therapy, definitive treatment, time to
adequate therapy, length of definitive treatment and antibiotic-related adverse events were
recorded. All the variables were obtained by reviewing the electronic chart records.

4.4. Definitions

Bacteraemia was defined according to the Centre for Disease Control and Prevention
guidance [39]. Immunosuppression was considered in patients receiving chemotherapy,
radiotherapy or other immunosuppressive drugs including corticosteroids during the
previous month. The source of bacteraemia was defined following both clinical and
microbiological criteria [39,40], and was classified into two groups: low risk (urinary tract,
vascular catheter and biliary tract) and high risk (all the others) [41].

Empiric therapy was deemed appropriate when at least one of the antibiotics was
active in vitro against E. faecium [41]. Time to adequate therapy was defined as the days
until receiving an appropriate treatment.

Clinical cure was considered when patients presented a resolution of signs and symp-
toms of infection [13]. For this purpose, we also evaluated laboratory parameters as
C-reactive protein, procalcitonin, leucocytes and neutrophils. Otherwise, treatment fail-
ure was defined as the need for treatment change due to the persistence of infection,
death or toxicity [13]. Microbiological eradication was recorded when the last blood cul-
ture drawn after initiation of therapy was negative [13] or, if not available, when clinical
cure/improvement were achieved [6]. Persistent bacteraemia was defined as the isolation
of GSEF in blood cultures after > 72 h of adequate treatment and relapse was defined as
the isolation of positive blood culture after documented clearance within 30 days of index
culture [6]. Readmissions were recorded up to 3 months after the discharge. Side events
were defined as the development of an adverse event proven or suspected to be related to
the agent used after the initiation of the therapy [13]. Side effects were recorded according
to the information available in the medical records or analytics. Renal toxicity was assessed
through the RIFLE criteria [42], whereas thrombocytopenia was defined as the decrease in
the platelet count to < 75% from the baseline [6]. Anaemia was considered when a reduc-
tion ≥ 2 g/dL in haemoglobin concentration was developed [6]. Creatine phosphokinases
(CPT) were measured at the discretion of the responsible physician. CPK elevation was
considered as an elevated value ≥ 3 times the upper limit of normal in those with normal
baseline CPK and ≥ 5 times the in those with elevated baseline CPK [24].

The primary outcome was the assessment of clinical cure at the end of the treatment.
Secondary outcomes included 14-day, 30-day and in-hospital mortality, time to deferves-
cence (time until fever returns to normal temperature), microbiological eradication, relapse,
and superinfection. Finally, hospital length of stay, readmission rates and treatment-related
side effects were also recorded.

4.5. Microbiology

Polymicrobial bacteraemia was considered when at least 1 non E. faecium species were
isolated from the same blood culture than the enterococci [43]. The appropriateness of
antibiotic therapy against these concomitant microorganisms was recorded, considering ad-
equate when was active in vitro.

The EUCAST clinical breakpoints were applicated to determine the susceptibility to
the different antimicrobials [17]. The full susceptibility test was performed by microdilution
(MicroScan©, Mahwah, NJ, USA). The MIC of vancomycin, teicoplanin and daptomycin
were confirmed by gradient diffusion (E-test, bioMérieux©, Marcy-l’Etoile, France).

4.6. Statistical Analysis

The sample size was limited by the low number of patients that received daptomycin
over the study period. After the normality test of Kolmogorov–Smirnov, all the statistical
analyses were performed with non-parametrical tests. In the case of categorical variables,
these were presented as absolute numbers (percentages) and were compared using Fisher
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exact tests. Continuous variables were described as median (Q1–Q3) and were analysed
by Mann–Whitney U test. Multivariate analysis was performed using a forward stepwise
logistic regression model.

A p < 0.05 was considered statistically significant in all the analyses. Statistical analyses
were performed with IBM SPSS Statistics 22.0 (IBM Co., Armonk, NY, USA).

5. Conclusions

Treatment with daptomycin compared to glycopeptides resulted in a lower clinical cure
for GSEF-BSI, results that persisted after adjusting for confounding factors in the multivariate
analysis. Treatment with this lipopeptide was also associated with a lower microbiological
eradication. Both treatments showed a similar safety profile. Randomised controlled trials
are needed to determine the role of daptomycin in the treatment of GSEF-BSI.

Author Contributions: Conceptualization, D.E.-E., L.S., J.P.H. and S.G.; methodology D.E.-E., L.S.,
J.P.H. and S.G.; software, J.P.H. and S.G.; validation, J.P.H. and S.G.; formal analysis, D.E.-E. and S.G.;
investigation, D.E.-E., L.S., N.P., C.M.-O., J.P.H. and S.G.; resources, J.P.H. and S.G.; data curation,
D.E.-E. and S.G.; writing—original draft preparation, D.E.-E.; writing—review and editing, D.E.-E.,
L.S., N.P., C.M.-O., J.P.H. and S.G.; visualization, D.E.-E. and S.G.; supervision, L.S., J.P.H. and S.G.;
project administration, J.P.H. and S.G.; funding acquisition, J.P.H. and S.G. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Clinical Research Ethical Committee of Parc de Salut
Mar (CEIC Parc de Salut Mar, registration nº 2018/8372/I).

Informed Consent Statement: Patient consent was waived due to the retrospective observational
nature of the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy and ethical reasons.

Acknowledgments: This study is a part of a PhD program in Medicine of the Universitat Autònoma
de Barcelona.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. García-Solache, M.; Rice, L.B. The enterococcus: A model of adaptability to its environment. Clin. Microbiol. Rev. 2019, 32,

e00058-18. [CrossRef]
2. Pérez-García, A.; Landecho, M.F.; Beunza, J.J.; Conde-Estévez, D.; Horcajada, J.P.; Grau, S.; Gea, A.; Mauleõn, E.; Sorli, L.; Gõmez,

J.; et al. Enterococcal bloodstream infection. Design and validation of a mortality prediction rule. Int. J. Clin. Pract. 2016, 70,
147–155. [CrossRef]

3. de Kraker, M.E.A.; Jarlier, V.; Monen, J.C.M.; Heuer, O.E.; van de Sande, N.; Grundmann, H. The changing epidemiology of
bacteraemias in Europe: Trends from the European antimicrobial resistance surveillance system. Clin. Microbiol. Infect. 2013, 19,
860–868. [CrossRef]

4. Matsumura, T.; Nagao, M.; Nakano, S.; Yamamoto, M.; Matsumura, Y.; Ichiyama, S. Enterococcal bacteraemia: Predictive and
prognostic risk factors for ampicillin resistance. Epidemiol. Infect. 2018, 146, 2028–2035. [CrossRef]

5. Lester, C.H.; Sandvang, D.; Olsen, S.S.; Schønheyder, H.C.; Jarløv, J.O.; Bangsborg, J.; Hansen, D.S.; Jensen, T.G.; Frimodt-Møller,
N.; Hammerum, A.M. Emergence of ampicillin-resistant Enterococcus faecium in Danish hospitals. J. Antimicrob. Chemother. 2008,
62, 1203–1206. [CrossRef] [PubMed]

6. Echeverria-Esnal, D.; Sorli, L.; Prim, N.; Conde-Estévez, D.; Mateu-De Antonio, J.; Martin-Ontiyuelo, C.; Horcajada, J.P.; Grau, S.
Linezolid vs. glycopeptides in the treatment of glycopeptide-susceptible Enterococcus faecium bacteraemia: A propensity score
matched comparative study. Int. J. Antimicrob. Agents 2019, 54, 572–578. [CrossRef]

7. Britt, N.S.; Potter, E.M.; Patel, N.; Steed, M.E. Comparison of the Effectiveness and Safety of Linezolid and Daptomycin in
Vancomycin-Resistant Enterococcal Bloodstream Infection: A National Cohort Study of Veterans Affairs Patients. Clin. Infect. Dis.
2015, 61, 871–878. [CrossRef] [PubMed]

8. Arias, C.A.; Murray, B.E. The rise of the Enterococcus: Beyond vancomycin resistance. Nat. Rev. Microbiol. 2012, 10, 266–278.
[CrossRef]

http://doi.org/10.1128/CMR.00058-18
http://doi.org/10.1111/ijcp.12754
http://doi.org/10.1111/1469-0691.12028
http://doi.org/10.1017/S0950268818002479
http://doi.org/10.1093/jac/dkn360
http://www.ncbi.nlm.nih.gov/pubmed/18765412
http://doi.org/10.1016/j.ijantimicag.2019.08.018
http://doi.org/10.1093/cid/civ444
http://www.ncbi.nlm.nih.gov/pubmed/26063715
http://doi.org/10.1038/nrmicro2761


Antibiotics 2021, 10, 716 12 of 13

9. European Centre for Disease Prevention and Control. Data from ECDC Surveillance Atlas—Antimicrobial Resistance; European
Centre for Disease Prevention and Control: Stockholm, Sweden, 2021. Available online: https://atlas.ecdc.europa.eu/public/
index.aspx?Dataset=27&HealthTopic=4 (accessed on 28 May 2021).

10. Bassetti, M.; Carnelutti, A.; Castaldo, N.; Peghin, M. Important new therapies for methicillin-resistant Staphylococcus aureus.
Expert Opin. Pharmacother. 2019, 20, 2317–2334. [CrossRef] [PubMed]

11. Kollef, M.H. Limitations of Vancomycin in the Management of Resistant Staphylococcal Infections. Clin. Infect. Dis. 2007, 45,
S191–S195. [CrossRef]

12. Heidary, M.; Khosravi, A.D.; Khoshnood, S.; Nasiri, M.J.; Soleimani, S.; Goudarzi, M. Daptomycin. J. Antimicrob. Chemother. 2018,
73, 1–11. [CrossRef]

13. Balli, E.P.; Venetis, C.A.; Miyakis, S. Systematic review and meta-analysis of linezolid versus daptomycin for treatment of
vancomycin-resistant enterococcal bacteremia. Antimicrob. Agents Chemother. 2014, 58, 734–739. [CrossRef]

14. Turnidge, J.; Kahlmeter, G.; Cantón, R.; MacGowan, A.; Giske, C.G. Daptomycin in the treatment of enterococcal bloodstream
infections and endocarditis: A EUCAST position paper. Clin. Microbiol. Infect. 2020, 26, 1039–1043. [CrossRef]

15. Patel, R.; Gallagher, J.C. Vancomycin-Resistant Enterococcal Bacteremia Pharmacotherapy. Ann. Pharmacother. 2015, 49, 69–85.
[CrossRef] [PubMed]

16. Chuang, Y.C.; Li, H.Y.; Chen, P.Y.; Lin, C.Y.; Wang, J.T.; Chen, Y.C.; Chang, S.C. Effect of daptomycin dose on the outcome of
vancomycin-resistant, daptomycin-susceptible enterococcus faecium bacteremia. Clin. Infect. Dis. 2017, 64, 1026–1034. [CrossRef]
[PubMed]

17. Eucast Clinical Breakpoints. Available online: https://www.eucast.org/fileadmin/src/media/PDFs/EUCAST_files/Breakpoint_
tables/v_11.0_Breakpoint_Tables.pdf (accessed on 6 May 2021).

18. Avery, L.M.; Kuti, J.L.; Weisser, M.; Egli, A.; Rybak, M.J.; Zasowski, E.J.; Arias, C.A.; Contreras, G.A.; Chong, P.P.; Aitken, S.L.;
et al. Pharmacodynamic Analysis of Daptomycin-Treated Enterococcal Bacteremia: It Is Time to Change the Breakpoint. Clin.
Infect. Dis. 2019, 68, 1650–1657. [CrossRef] [PubMed]

19. Satlin, M.J.; Nicolau, D.P.; Humphries, R.M.; Kuti, J.L.; Campeau, S.A.; Lewis, J.S.; Weinstein, M.P.; Jorgensen, J.H. Development
of Daptomycin Susceptibility Breakpoints for Enterococcus faecium and Revision of the Breakpoints for Other Enterococcal
Species by the Clinical and Laboratory Standards Institute. Clin. Infect. Dis. 2020, 70, 1240–1246. [CrossRef] [PubMed]

20. Rello, J.; Campogiani, L.; Eshwara, V.K. Understanding resistance in enterococcal infections. Intensive Care Med. 2020, 46, 353–356.
[CrossRef] [PubMed]

21. Shukla, B.S.; Shelburne, S.; Reyes, K.; Kamboj, M.; Lewis, J.D.; Rincon, S.L.; Reyes, J.; Carvajal, L.P.; Panesso, D.; Sifri, C.D.;
et al. Influence of Minimum Inhibitory Concentration in Clinical Outcomes of Enterococcus faecium Bacteremia Treated with
Daptomycin: Is it Time to Change the Breakpoint? Clin. Infect. Dis. 2016, 62, 1514–1520. [CrossRef] [PubMed]

22. Butterfield-Cowper, J.M. A Pharmacokinetic-Pharmacodynamic Analysis to Dose Optimize Daptomycin in Vancomycin-Resistant
Enterococcus faecium: Is the Answer Fixed Dosing or Lowering Breakpoints? Ann. Pharmacother. 2021, 55, 846–855. [CrossRef]
[PubMed]

23. Santimaleeworagun, W.; Changpradub, D.; Thunyaharn, S.; Hemapanpairoa, J. Optimizing the dosing regimens of daptomycin
based on the susceptible dose-dependent breakpoint against vancomycin-resistant enterococci infection. Antibiotics 2019, 8, 245.
[CrossRef]

24. Bhavnani, S.M.; Rubino, C.M.; Ambrose, P.G.; Drusano, G.L. Daptomycin exposure and the probability of elevations in the
creatine phosphokinase level: Data from a randomized trial of patients with bacteremia and endocarditis. Clin. Infect. Dis. 2010,
50, 1568–1574. [CrossRef]

25. Humphries, R.M. The New, New Daptomycin Breakpoint for Enterococcus spp. J. Clin. Microbiol. 2019, 57, e00600-19. [CrossRef]
[PubMed]

26. Chuang, Y.-C.; Lin, H.-Y.; Chen, P.-Y.; Lin, C.-Y.; Wang, J.-T.; Chang, S.-C. Daptomycin versus linezolid for the treatment of
vancomycin-resistant enterococcal bacteraemia: Implications of daptomycin dose. Clin. Microbiol. Infect. 2016, 22, 890.e1–890.e7.
[CrossRef]

27. Kebriaei, R.; Rice, S.A.; Singh, K.V.; Stamper, K.C.; Dinh, A.Q.; Rios, R.; Diaz, L.; Murray, B.E.; Munita, J.M.; Tran, T.T.; et al.
Influence of inoculum effect on the efficacy of daptomycin monotherapy and in combination with -lactams against daptomycin-
susceptible enterococcus faecium harboring liasr substitutions. Antimicrob. Agents. Chemother. 2018, 62, e00315-18. [CrossRef]

28. Jahanbakhsh, S.; Singh, N.B.; Yim, J.; Kebriaei, R.; Smith, J.R.; Lev, K.; Tran, T.T.; Rose, W.E.; Arias, C.A.; Rybak, M.J. Impact of
daptomycin dose exposure alone or in combination with β-lactams or rifampin against vancomycin-resistant enterococci in an in
Vitro biofilm model. Antimicrob. Agents. Chemother. 2020, 64, 1–12. [CrossRef] [PubMed]

29. Kebriaei, R.; Stamper, K.C.; Singh, K.V.; Khan, A.; Rice, S.A.; Dinh, A.Q.; Tran, T.T.; Murray, B.E.; Arias, C.A.; Rybak, M.J.
Mechanistic Insights into the Differential Efficacy of Daptomycin plus β-Lactam Combinations against Daptomycin-Resistant
Enterococcus faecium. J. Infect. Dis. 2020, 222, 1531–1539. [CrossRef] [PubMed]

30. Johnson, J.A.; Feeney, E.R.; Kubiak, D.W.; Corey, G.R. Prolonged use of oritavancin for vancomycin-resistant enterococcus faecium
prosthetic valve endocarditis. Open Forum Infect. Dis. 2015, 2, 1–5. [CrossRef] [PubMed]

31. Mercuro, N.J.; Davis, S.L.; Zervos, M.J.; Herc, E.S. Combatting resistant enterococcal infections: A pharmacotherapy review.
Expert Opin. Pharmacother. 2018, 19, 979–992. [CrossRef] [PubMed]

https://atlas.ecdc.europa.eu/public/index.aspx?Dataset=27&HealthTopic=4
https://atlas.ecdc.europa.eu/public/index.aspx?Dataset=27&HealthTopic=4
http://doi.org/10.1080/14656566.2019.1675637
http://www.ncbi.nlm.nih.gov/pubmed/31622115
http://doi.org/10.1086/519470
http://doi.org/10.1093/jac/dkx349
http://doi.org/10.1128/AAC.01289-13
http://doi.org/10.1016/j.cmi.2020.04.027
http://doi.org/10.1177/1060028014556879
http://www.ncbi.nlm.nih.gov/pubmed/25352037
http://doi.org/10.1093/cid/cix024
http://www.ncbi.nlm.nih.gov/pubmed/28329222
https://www.eucast.org/fileadmin/src/media/PDFs/EUCAST_files/Breakpoint_tables/v_11.0_Breakpoint_Tables.pdf
https://www.eucast.org/fileadmin/src/media/PDFs/EUCAST_files/Breakpoint_tables/v_11.0_Breakpoint_Tables.pdf
http://doi.org/10.1093/cid/ciy749
http://www.ncbi.nlm.nih.gov/pubmed/30188976
http://doi.org/10.1093/cid/ciz845
http://www.ncbi.nlm.nih.gov/pubmed/31504338
http://doi.org/10.1007/s00134-019-05875-9
http://www.ncbi.nlm.nih.gov/pubmed/31792686
http://doi.org/10.1093/cid/ciw173
http://www.ncbi.nlm.nih.gov/pubmed/27045126
http://doi.org/10.1177/1060028020971216
http://www.ncbi.nlm.nih.gov/pubmed/33147997
http://doi.org/10.3390/antibiotics8040245
http://doi.org/10.1086/652767
http://doi.org/10.1128/JCM.00600-19
http://www.ncbi.nlm.nih.gov/pubmed/31092593
http://doi.org/10.1016/j.cmi.2016.07.018
http://doi.org/10.1128/AAC.00315-18
http://doi.org/10.1128/AAC.02074-19
http://www.ncbi.nlm.nih.gov/pubmed/32094136
http://doi.org/10.1093/infdis/jiaa319
http://www.ncbi.nlm.nih.gov/pubmed/32514561
http://doi.org/10.1093/ofid/ofv156
http://www.ncbi.nlm.nih.gov/pubmed/26677455
http://doi.org/10.1080/14656566.2018.1479397
http://www.ncbi.nlm.nih.gov/pubmed/29877755


Antibiotics 2021, 10, 716 13 of 13

32. Dahesh, S.; Wong, B.; Nizet, V.; Sakoulas, G.; Tran, T.T.; Aitken, S.L. Treatment of multidrug-resistant vancomycin-resistant
enterococcus faecium hardware-associated vertebral osteomyelitis with oritavancin plus ampicillin. Antimicrob. Agents Chemother.
2019, 63, 2622–2640. [CrossRef]

33. von Elm, E.; Altman, D.G.; Egger, M.; Pocock, S.J.; Gøtzsche, P.C.; Vandenbroucke, J.P. The strengthening the reporting of
observational studies in epidemiology (STROBE) statement: Guidelines for reporting observational studies. Lancet 2007, 370,
1453–1457. [CrossRef]

34. Cardoso, T.; Almeida, M.; Friedman, N.D.; Aragão, I.; Costa-Pereira, A.; Sarmento, A.E.; Azevedo, L. Classification of healthcare-
associated infection: A systematic review 10 years after the first proposal. BMC Med. 2014, 12, 40. [CrossRef] [PubMed]

35. Charlson, M.E.; Pompei, P.; Ales, K.L.; MacKenzie, C.R. A new method of classifying prognostic comorbidity in longitudinal
studies: Development and validation. J. Chronic Dis. 1987, 40, 373–383. [CrossRef]

36. Paterson, D.L.; Ko, W.-C.; Von Gottberg, A.; Mohapatra, S.; Casellas, J.M.; Goossens, H.; Mulazimoglu, L.; Trenholme, G.;
Klugman, K.P.; Bonomo, R.A.; et al. International prospective study of Klebsiella pneumoniae bacteremia: Implications of
extended-spectrum beta-lactamase production in nosocomial Infections. Ann. Intern. Med. 2004, 140, 26–32. [CrossRef]

37. Vincent, J.L.; Moreno, R.; Takala, J.; Willatts, S.; De Mendonça, A.; Bruining, H.; Reinhart, C.K.; Suter, P.M.; Thijs, L.G.; On Behalf
of the Working Group on Sepsis-Related Problems of the European Society of Intensive Care Medicine. The SOFA (Sepsis-related
Organ Failure Assessment) score to describe organ dysfunction/failure. Intensive Care Med. 1996, 22, 707–710. [CrossRef]

38. Singer, M.; Deutschman, C.S.; Seymour, C.W.; Shankar-Hari, M.; Annane, D.; Bauer, M.; Bellomo, R.; Bernard, G.R.; Chiche, J.-D.;
Coopersmith, C.M.; et al. The Third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3). JAMA 2016, 315,
801–810. [CrossRef]

39. Bloodstream Infection Event (Central Line-Associated Bloodstream Infection and Non-Central Line Associated Bloodstream
Infection). Centers for Disease Control and Prevention (CDC): Atlanta, GA, USA, 2018. Available online: https://www.cdc.gov/
nhsn/pdfs/pscmanual/4psc_clabscurrent.pdf (accessed on 6 May 2021).

40. Caballero-Granado, F.J.; Becerril, B.; Cuberos, L.; Bernabeu, M.; Cisneros, J.M.; Pachon, J. Attributable Mortality Rate and Duration
of Hospital Stay Associated with Enterococcal Bacteremia. Clin. Infect. Dis. 2001, 32, 587–594. [CrossRef]

41. Peña, C.; Suarez, C.; Ocampo-Sosa, A.; Murillas, J.; Almirante, B.; Pomar, V.; Aguilar, M.; Granados, A.; Calbo, E.; Rodríguez-
Baño, J.; et al. Effect of adequate single-drug vs combination antimicrobial therapy on mortality in pseudomonas aeruginosa
bloodstream infections: A post hoc analysis of a prospective cohort. Clin. Infect. Dis. 2013, 57, 208–216. [CrossRef]

42. Van Biesen, W.; Vanholder, R.; Lameire, N. Defining acute renal failure: RIFLE and beyond. Clin. J. Am. Soc. Nephrol. 2006, 1,
1314–1319. [CrossRef]

43. Conde-Estévez, D.; Sorli, L.; Morales-Molina, J.A.; Knobel, H.; Terradas, R.; Mateu-de Antonio, J.; Horcajada, J.P.; Grau, S.
Características clínicas diferenciales entre las bacteriemias por Enterococcus faecalis y Enterococcus faecium. Enferm. Infecc.
Microbiol. Clin. 2010, 28, 342–348. [CrossRef]

http://doi.org/10.1128/AAC.02622-18
http://doi.org/10.1016/S0140-6736(07)61602-X
http://doi.org/10.1186/1741-7015-12-40
http://www.ncbi.nlm.nih.gov/pubmed/24597462
http://doi.org/10.1016/0021-9681(87)90171-8
http://doi.org/10.7326/0003-4819-140-1-200401060-00008
http://doi.org/10.1007/BF01709751
http://doi.org/10.1001/jama.2016.0287
https://www.cdc.gov/nhsn/pdfs/pscmanual/4psc_clabscurrent.pdf
https://www.cdc.gov/nhsn/pdfs/pscmanual/4psc_clabscurrent.pdf
http://doi.org/10.1086/318717
http://doi.org/10.1093/cid/cit223
http://doi.org/10.2215/CJN.02070606
http://doi.org/10.1016/j.eimc.2009.06.011

	Introduction 
	Results 
	Clinical Outcomes 
	Safety 

	Discussion 
	Materials and Methods 
	Study Design and Setting 
	Participants 
	Variables and Data Sources 
	Definitions 
	Microbiology 
	Statistical Analysis 

	Conclusions 
	References

