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ABSTRACT & COMMENTARY

The Mediterranean Diet Keeps 
the Mind Sharp
By Joseph E. Scherger, MD, MPH
Core Faculty, Eisenhower Health Family Medicine Residency Program, Eisenhower Health Center, La Quinta, CA; 
Clinical Professor, Keck School of Medicine, University of Southern California, Los Angeles

Dr. Scherger reports no financial relationships relevant to this field of study.

SYNOPSIS: Italian seniors who ate a high-quality Mediterranean diet exhibited better cognitive function than those who did not.

SOURCE: De Amicis R, et al. Mediterranean diet and cognitive status in free-living elderly: A cross-sectional study in Northern Italy. 
J Am Coll Nutr 2018;37:494-500.

A group of Italian investigators from Milan, Pavia, 
and Brescia, Italy, performed a cross-sectional  
  study that included 279 seniors ≥ 65 years of 

age. The authors specifically studied subjects’ diet and 
cognitive function. The Mediterranean diet was assessed 
using a 14-item questionnaire. Cognitive function was 
assessed with the Mini-Mental State Examination 
(MMSE). In sum, 30.1% of subjects met the criteria for 
a healthy Mediterranean diet. The authors suspected 
mild cognitive decline or observed signs of such in 
13.6% of subjects. Adherence to the Mediterranean 
diet was associated with a lower risk of cognitive 
impairment (odds ratio [OR], 0.39). The authors also 
observed this effect when subjects consumed more than 
three glasses of wine per week (OR, 0.37). Researchers 
did not observe any association for other food groups.

n COMMENTARY
These findings are consistent with the work of other re-
searchers who found that adhering to a Mediterranean
diet is one of the factors that may lead to better cogni-
tive function.1-3 However, what constitutes a proper and
healthy Mediterranean diet is confusing and may mean
different things to physicians and the public. Listing the
14 items from the Mediterranean diet questionnaire is
instructive:
• Using olive oil as the primary cooking fat;
• More than four tablespoons of olive oil daily;
• More than two servings of vegetables daily;
• Three or more daily servings of fruit;
• Less than one daily serving of red or processed meat;
• Less than one daily serving of butter, cream, or
margarine;
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• Less than one sugar-sweetened beverage
per day;
• Three or more glasses of wine per week;
• Three or more servings of legumes per
week;
• Three or more servings of fish/seafood per
week;
• Fewer than three commercial and confec-
tionary sweets per week;
• One or more servings of nuts per week;
• More white meat than red meat;
• Using soffritto, a mixture of slowly cooked
carrots, onions, and celery that is used as
a base to add flavor to sauces, soups, and
stews. Sometimes, carrots, onions, and
celery are called the “holy trinity” in Italian
cuisine.4

Importantly, pasta is not mentioned as 
part of a healthy Mediterranean diet. 
With its emphasis on olive oil, vegetables 
(including avocado), nuts, and seafood, the 
Mediterranean diet includes healthy fats and 
protein as its main macronutrients and is low 
carbohydrate. Carbohydrates are obtained 
only from whole foods such as fruit. A 

healthy Mediterranean diet has stood the 
test of time as possibly the healthiest way to 
eat.5,6 It should be standard medical advice 
for anyone not adhering to a whole food, 
plant-based diet.  n
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ABSTRACT & COMMENTARY

Limited English Proficiency  
Associated With Significant  
Differences in End-of-Life Care
By Betty Tran, MD, MSc
Assistant Professor of Medicine, Pulmonary and Critical Care Medicine, Rush University 
Medical Center, Chicago

Dr. Tran reports no financial relationships relevant to this field of study.

SYNOPSIS: In a retrospective cohort study, patients with limited English proficiency had lower rates of do 
not resuscitate orders, comfort measures orders, and advance directives; higher rates of receiving certain 
types of life support; and longer hospital stays compared to their English-speaking counterparts.

SOURCE: Barwise A, et al. Differences in code status and end-of-life decision making in patients with limited 
English proficiency in the intensive care unit. Mayo Clin Proc 2018;93:1271-1281.

Limited English proficiency (LEP) has
 been associated with longer hospital 

stays, higher rates of readmission, less health 
education, worse interpersonal care, and 
lower patient satisfaction.1-3 In addition, in 
the ambulatory setting, patients with LEP 
often engage in lower quality goals-of-care 
discussions and experience poor end-of-life 
symptom management, especially when 
professional interpreters are not used, which 

often is the case.4 In the context of these 
prior findings, Barwise et al sought to close 
knowledge gaps regarding the effect of LEP 
on life support and end-of-life decisions in 
the ICU. In this retrospective cohort study, 
27,523 adults who were admitted to any of 
seven ICUs were analyzed. LEP was defined 
as primary language other than English as 
captured in the electronic medical record. 
The primary outcomes included code status 
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on ICU admission, code status on ICU discharge, change 
in code status during ICU stay, use of life support (e.g., 
invasive and noninvasive mechanical ventilation, dialysis, 
vasopressors, cardiopulmonary resuscitation), presence 
of advance directives, and implementation of an insti-
tutional comfort measures only order set. Secondary 
outcomes included use of restraints, documentation of 
a family conference, presence of symptoms, ICU and 
hospital length of stay (LOS) and mortality, and hospi-
tal discharge location. Overall, patients with LEP were 
younger, more likely to be uninsured (14% vs. 2.1%; 
P < 0.001), scored lower on the APACHE III scale (54 
vs. 58; P < 0.001), less likely to report Christian religion 
(38.3% vs. 77.3%; P < 0.001), or be high school gradu-
ates (18.9% vs. 30.7%; P < 0.001). After adjustment for 
APACHE III score, sex, educational level, and insurance 
status, patients with LEP were less likely to have advance 
directives on ICU admission (odds ratio [OR], 0.23; 95% 
confidence interval [CI], 0.18-0.28; P < 0.001), a do not 
resuscitate (DNR) order on ICU admission (OR, 0.30; 
95% CI, 0.11-0.80; P = 0.02), DNR on discharge (OR, 
0.60; 95% CI, 0.45-0.79; P < 0.001), or change from 
full code status to DNR during their ICU stay (OR, 0.62; 
95% CI, 0.46-0.82; P < 0.001).

For those who experienced a change in code status, this 
took 3.8 days longer (interquartile range, 1.9-5.6 days) 
compared to patients without LEP (P < 0.001). Docu-
mentation of a family conference was higher for patients 
with LEP (OR, 2.53; 95% CI, 1.86-3.43; P < 0.001). 
Patients with LEP were more likely to receive invasive 
mechanical ventilation (OR, 1.26; 95% CI, 1.07-1.48; 
P = 0.005), but less likely to receive noninvasive me-
chanical ventilation. They also were more likely to be 
restrained (OR, 1.36; 95% CI, 1.11-1.65; P = 0.003), 
despite lower rates of nurse-assessed delirium, agitation, 
and pain. Patients with LEP were less likely to have a 
comfort measures only set ordered; for those who did, 
it took 19.1 days longer to place the order compared 
to patients without LEP. ICU and hospital LOS were 
significantly longer for patients with LEP (0.6 days and 
2.5 days, respectively), and patients with LEP were more 
likely to be discharged home. There were no differences 
between groups in terms of ICU or hospital mortality or 
rates of palliative care consultation.

n COMMENTARY
This is the first study to highlight that code status, 
advance directives, life support decisions, patient 
symptoms, and end-of-life care in the ICU are different 
for patients with LEP compared to patients who 
speak primarily English. The findings that patients 
with LEP demonstrate lower rates of and delayed 
initiation of DNR orders and comfort measures before 
death could imply either that more patients with LEP 
desire to die with full support rather than withdraw/
withhold life support or that communication and 
other barriers exist that prevent healthcare providers 

from effectively assessing and implementing comfort 
care measures for LEP patients at the end of life. In 
reality, both scenarios may be true depending on the 
patient/surrogate involved. The factors that support 
the study’s findings are likely complex and intricately 
interconnected. Patients with LEP are a heterogeneous 
group regarding cultural norms, religious tenets, and 
languages. Given this wide range, it is likely inevitable 
that communication barriers will surface, especially 
in end-of-life discussions, which already are unique, 
multifaceted, and emotional. 

Although the investigators adjusted for severity of 
illness, education, sex, and insurance status, other 
factors such as cultural concerns, religious beliefs, 
trust and perception of medical providers, and 
communication barriers likely contribute to the 
differences seen between the two groups. Future reforms 
in improving end-of-life care for ICU patients will need 
to recognize the group of patients with LEP distinctly; 
increase awareness and respect for religious, cultural, 
and health literacy variations that may influence care 
decisions at the end of life; and focus on ensuring 
appropriate language interpretation during all aspects of 
patient care, from assessment to decision-making.  n
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ABSTRACT & COMMENTARY

Exercise Improves Physical Function  
in Patients With Knee Osteoarthritis
By Jessica Orner, MD
Family Medicine Physician, Special Interest: Integrative Medicine, LGHP Family Medicine Quentin, Lebanon, PA

Dr. Orner reports no financial relationships relevant to this field of study.

SYNOPSIS: Tailored exercise therapy can improve physical functioning in patients with knee osteoarthritis and comorbid conditions.

SOURCE: de Rooij M, et al. Efficacy of tailored exercise therapy on physical functioning in patients with knee osteoarthritis and 
comorbidity: A randomized controlled trial. Arthritis Care Res (Hoboken) 2017;69:807-816. 

Osteoarthritis is recognized as a major cause of dis-
ability. It is estimated that knee osteoarthritis affects 

20-30% of American adults and is a leading cause of 
lower extremity impairment in older adults.1 Interven-
tions for knee osteoarthritis include pharmaceuticals, 
physical therapy, and surgical and nonsurgical proce-
dures. Although exercise therapy is recommended as an 
option in the management of knee osteoarthritis, patients 
with comorbidities often are excluded from pertinent 
clinical trials.2 This may lead to a reluctance to prescribe 
exercise therapy for those with comorbidities. There may 
be a concern about the therapy aggravating a condi-
tion or patients unable to tolerate the exercises. About 
68-85% of patients with osteoarthritis have a comorbid 
condition.3

De Rooij et al evaluated tailored exercise therapy for 
physical functioning in patients with knee osteoarthritis 
and some of the most common comorbidities, including 
cardiovascular disease, heart failure, chronic obstructive 
pulmonary disease (COPD), obesity, and type 2 diabetes 
mellitus.3 In this single-blind, randomized, controlled 
trial, 126 study participants were enrolled from 
December 2011 to January 2014. Participants were 
randomized to either 20 weeks of an individualized 
comorbidity-adapted exercise program or to a wait 
list with current medical care and then comorbidity-
adapted exercise after 32 weeks. Randomization was 
conducted with the MagMin, a web-based program that 
balances comorbid diseases and pain severity between 
the treatment and control groups.3  Inclusion criteria 
were diagnosis of knee osteoarthritis; at least one of the 
following comorbidities: coronary disease, heart failure, 
diabetes mellitus type 2, COPD, or a body mass index 
≥ 30 kg/m2 and Cumulative Illness Rating Scale (CIRS) 
score > 2.3 The CIRS is an assessment of 14 organ 
systems in which the severity of comorbidity in that 
system is graded from 0 (no problems) to 4 (extremely 
severe). A score > 2 indicates that the comorbidity 
affects daily activities and that the patient is receiving 
treatment for the disease. The CIRS score, which has 
been shown to be a reliable, valid instrument in primary 
care, can be performed by trained nurses.4 Exclusion 

criteria included absolute contraindication for exercise 
therapy, total knee replacement or plan for one in the 
near future, participation in exercise therapy for knee 
OA in the preceding three months, dementia, significant 
physical limitations, expectation of being lost to follow-
up, insufficient understanding of the Dutch language, 
psychological distress necessitating treatment, and refusal 
to sign informed consent. The authors did not indicate 
whether enrollees had received a diagnosis of bilateral 
or unilateral knee osteoarthritis. Also, they did not detail 
all the items that would qualify for an expectation of 
being lost to follow-up. However, one example was a 
planned change of residency. Regarding the psychological 
distress, it was not clear if the authors excluded those 
requiring cognitive or pharmaceutical treatment vs. those 
with more severe distress requiring hospitalization. The 
rehabilitation physician made the final determination 
on inclusion or exclusion. The intervention group 
received individualized 30- to 60-minute exercise 
therapy sessions twice weekly for 20 weeks. A physical 
therapist supervised the therapy sessions, which included 
muscle strength training, aerobic training, training on 
activities of daily living, and additional flexibility/stability 
exercises if needed. Comorbidity-related symptoms were 
monitored at each session, and any adaptations made 
to the therapy were dependent on the comorbidity.3 
The primary outcome the authors assessed was physical 
functioning, which was determined using the physical 
function subscale of the Western Ontario and McMaster 
Universities Osteoarthritis Index (WOMAC-pf) and the 
6-minute walk test (6MWT). The secondary outcomes 
were serious adverse events, knee-pain severity, and 
perceived effect. The perceived effect was split into 
improved or not improved.3 

The WOMAC is a 24-item health status questionnaire 
specifically developed for use among patients with 
hip and/or knee osteoarthritis. It is divided into three 
subscales: pain, stiffness, and physical function. The 
physical function subscale (WOMAC-pf) includes 17 
items and assesses elements such as stair use, household 
duties, shopping, and ability to transfer in and out of the 
bath. The higher scores indicate worse pain, stiffness, and 
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functional limitations.5 The 6MWT measures the dis-
tance a patient can walk in six minutes. According to the 
American Thoracic Society guidelines, patients should 
walk alone and the test should not be administered on 
a treadmill where the patient can adjust speed or slope 
nor on an oval or circular track.6 WOMAC-pf, 6MWT, 
and pain scales were assessed at baseline, week 10, week 
20, and week 32 (12 weeks post-therapy). There was a 
statistically significant improvement in physical function-
ing for the intervention group. Three months after the 
intervention ended, mean improvement in the interven-
tion group was 11.6 points (33%) on the WOMAC-pf 
scale and 59 meters (15%) on the 6MWT.3 Unfortunate-
ly, P values and 95% confidence intervals (CI) were not 
provided for these data. However, the differences over 
time between groups favored the intervention group, 
with a decrease in the WOMAC-pf score and an increase 
in the walking distance on the 6MWT. WOMAC-pf 
change by -7.43 (95% CI, -9.99 to -4.87; P < 0.001) and 
the 6MWT increased by 34.16 meters (95% CI, 17.68-
50.64; P < 0.001). There were no serious adverse events 
reported that could be ascribed to the exercise therapy.

n COMMENTARY
Based on this trial, clinicians should consider exercise 
therapy for patients with knee arthritis and comorbidi-
ties. However, additional clinical trials including patients 
with comorbid diseases are needed. 

It is important for clinicians to ensure that the physical 
therapy group to which their patient is referred includes 
tailored therapy and monitors patients for signs of 
exacerbation of any comorbid condition, such as COPD 
or heart failure. This may help ensure the patient receives 
adequate therapy and that the intensity is not reduced to 
the point of ineffectiveness. It is unclear if physical thera-
pists are familiar with the exercise protocol developed in 
this study. Both this and the limited diversity of the Dutch 
population may reduce generalizability of the results.  n
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ABSTRACT & COMMENTARY

Nocturia: Does Salt Intake Play a Role?
By Chiara Ghetti, MD
Associate Professor, Obstetrics and Gynecology, Division of Female Pelvic Medicine and Reconstructive Surgery,  
Washington University School of Medicine, St. Louis

Dr. Ghetti reports no financial relationships relevant to this field of study.

SYNOPSIS: Researchers suggest that excessive salt intake can contribute to urinary frequency and nocturia.

SOURCE: Matsuo T, et al. Daily salt intake is an independent risk factor for pollakiuria and nocturia. Int J Urol 2017;24:384-389.

The objective of this study was to identify the 
relationship between daily salt intake and lower 

urinary tract symptoms. This was a cross-sectional study 
of patients with lower urinary tract symptoms admitted 
to Nagasaki University Hospital in Japan for nonurinary 
diagnoses. Patients with any condition that affects 
urinary function were excluded, including patients with 
a history of pelvic surgery, obvious bladder overactivity, 
benign prostatic hyperplasia, urethral stricture, pelvic 
organ prolapse, urological malignancy, and neurogenic 
bladder, as well as patients with end-stage renal disease 
or acute urinary tract infection. The main outcome was 
daily salt intake estimated by calculating sodium and 
creatinine concentrations of spot urine samples. Lower 
urinary tract symptoms were measured by the core lower 

urinary tract symptom score (CLSS) questionnaire, and 
average urinary volume and frequency was evaluated 
using a three-day frequency volume chart. Subjects 
included 728 participants (229 men and 499 women). 
Subjects were divided into a low salt intake group (L-salt 
group) and a high salt intake group (H-salt group) based 
on the median salt intake. Subjects in the L-salt group 
ingested < 9.2 g/day and subjects in the H-salt group 
ingested > 9.2 g/day. Subjects in the H-salt group were 
older, had higher body mass index, and were more 
likely to be hypertensive, but were less likely to have 
hyperlipidemia. Daytime and nighttime frequency, as 
well as diurnal and nocturnal urine volumes as measured 
by voiding charts, were significantly higher in the H-salt 
group compared to the L-salt group and were correlated 
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PHARMACOLOGY UPDATE

Omadacycline Injection and Tablets (Nuzyra)
By William Elliott, MD, FACP, and James Chan, PharmD, PhD
Dr. Elliott is Assistant Clinical Professor of Medicine, University of California, San Francisco.  
Dr. Chan is Associate Clinical Professor, School of Pharmacy, University of California, San Francisco.

Drs. Elliott and Chan report no financial relationships relevant to this field of study.

The FDA has approved a broad-spectrum antibiotic 
for the treatment of community-acquired bacterial 

pneumonia (CABP) and acute bacterial skin and skin 

structure infections (ABSSI). Omadacycline is a semisyn-
thetic derivative of tetracycline (aminomethycycline) but 
is active against traditional tetracycline-resistant bacteria. 

with daily salt intake. Daytime frequency and nocturia 
as measured by CLSS were significantly higher in the 
H-salt group. In multivariate analyses, salt intake and 
hypertension were independent factors for the daytime 
frequency and nocturia.

n COMMENTARY
Hashim and Drake1 summarized International Conti-
nence Society (ICS) recommendations on nocturia and 
reviewed definitions and guidelines regarding the evalu-
ation of nocturia. The symptom of nocturia refers to a 
patient’s report of waking at night to pass urine. The sign 
of nocturia is indicated by the number of times a person 
awakens. 

In reading the recommendations, I was intrigued by the 
authors’ brief summary of urine production and output 
volume. The ICS recommendations outlined that urine 
production rates increase when the following condi-
tions exist: diuresis, natriuresis, conditions in which 
large quantities of products are present in the glomerular 
filtrate (such as poorly controlled diabetes mellitus), or 
renal tubule dysfunction.1 Although my own evaluation 
of patients with frequency and nocturia frequently in-
volves considerations of diuresis, fluid intake, glucosuria, 
or diabetic control as well as renal function, it rarely has 
focused on natriuresis. Natriuresis is the process of so-
dium excretion in the urine. Surplus salt increases sodium 
excretion and urine production.

To date, little data exist on the relationship between salt 
intake, urinary frequency, and nocturia. The Matsuo et al 
study is one of the first reporting a positive relationship. 
The CDC’s 2015-2020 Dietary Guidelines for Americans 
recommend that Americans consume less than 2,300 
mg of sodium daily and state that, on average, most 
Americans consume at least 3,400 mg each day.2 
Sodium can add up quickly, since many foods, especially 
processed foods such as canned goods, salad dressings, 
deli meats, and snacks, contribute to high amounts of 
sodium. Interestingly in this study, the estimated daily 
sodium intake was 9,200 mg daily, with the median 

intake 7,400 mg in the L-salt group and 11,400 mg in 
the H-salt group. Unlike prior studies, Matsuo et al did 
not rely on self-report to determine salt intake but instead 
used a validated calculation of salt intake based on spot 
urine samples. It is unclear whether U.S. estimates of salt 
consumption are accurate or whether the relationships 
found in the study hold true in patients with lower 
salt intake. This authors were limited in their ability 
to fully explain the relationships between voiding and 
salt intake. Numerous confounding factors may affect 
these relationships, including the relationship between 
hypertension and salt intake, medical comorbidities 
(including sleep apnea, congestive heart failure, lower 
extremity edema), sleep quality, and diuretic use. In 
addition, the authors did not collect data regarding type 
and quantity of fluid consumption. 

The ICS recommendations regarding nocturia center 
around identifying patients’ symptoms and distinguishing 
these from bother, as well as evaluating signs of nocturia 
by physical examination (including post-void residual) 
and bladder diary. Together, these allow the distinction 
between 24-hour polyuria, which can result from dia-
betes, diabetes insipidus, or salt loss; nocturnal polyuria 
aggravated by sleep apnea and peripheral edema; lower 
urinary tract dysfunction; or sleep disturbance. Although 
additional studies are needed to determine the complex 
relationships between salt intake and daytime and night-
time voiding, when evaluating urinary frequency and 
nocturia, we might consider inquiring about our patients’ 
salt consumption alongside their fluid intake, medica-
tions, and medical comorbidities.  n
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Omadacycline, given a priority review, will be distributed 
in injectable and oral forms as Nuzyra.

INDICATIONS
Omadacycline is indicated for the treatment of adults 
with CABP caused by the following susceptible 
microorganisms: Streptococcus pneumoniae, 
Staphylococcus aureus (methicillin-susceptible isolates), 
Haemophilus influenzae, Haemophilus parainfluenzae, 
Klebsiella pneumoniae, Legionella pneumophila, 
Mycoplasma pneumoniae, and Chlamydophila 
pneumoniae.1 Omadacycline also is indicated for ABSSSI 
caused by the following susceptible microorganisms: S. 
aureus (methicillin-susceptible and -resistant isolates), 
Staphylococcus lugdunensis, Streptococcus pyogenes, 
Streptococcus anginosus group (including S. anginosus, S. 
intermedius, and S. constellatus), Enterococcus faecalis, 
Enterococcus cloacae, and Klebsiella pneumoniae.1

DOSAGE
For CABP, the loading dose is 200 mg by IV infusion 
once or 100 mg twice (every 12 hours) on day 1.1 The 
maintenance dose is 100 mg by infusion daily or 300 
mg orally once daily for seven to 14 days. For ABSSSI, 
the loading and maintenance doses are the same as for 
CABP. For oral administration only, the dose is 450 mg 
once daily on days 1 and 2, followed by 300 mg once 
daily for seven to 14 days. High-fat meals (both dairy 
and nondairy) reduce the absorption of omadacycline; 
therefore, a four-hour fast is recommended before taking 
the tablet and no food or drinks should be consumed 
for two hours after taking omadacycline. In addition, 
no dairy products, antacids, or multivitamins should be 
consumed for four hours after taking oral omadacycline.

POTENTIAL ADVANTAGES
Omadacycline has shown in vitro activity against bac-
teria carrying resistant genes to tetracycline and some 
carrying macrolide- and ciprofloxacin-resistant genes.1,2 
It is active against methicillin-resistant S. aureus (MRSA) 
and penicillin- and macrolide-resistant S. pneumoniae 
isolates.2 Both the injectable and oral forms can be given 
once daily.

POTENTIAL DISADVANTAGES
Food restriction due to food-drug interaction with the 
oral formulation may cause compliance problems. Using 
omadacycline during pregnancy may cause permanent 
discoloration of teeth, enamel hypoplasia, and reversible 
inhibition of bone growth in the child.1 Because of the 
structural similarity to tetracycline, omadacycline may 
share adverse reactions such as photosensitivity, pseu-
dotumor cerebri, and anti-anabolic actions.1 Generally, 
omadacycline is bacteriostatic but may be bactericidal 
against some isolates of S. pneumoniae and H. influen-
zae.1 The most frequently reported adverse reactions (> 
5%) were nausea (22%), vomiting (11%), and infusion 
site reactions (5.2%).1

COMMENTS
Researchers compared the safety and efficacy of omada-
cycline compared to moxifloxacin in adults with CABP 
in a randomized, double-blind, noninferiority study.1,3 
Sixty percent had pneumonia with severity index (PORT 
Risk) class III and 26% had class IV. Subjects were 
randomized to omadacycline 100 mg injectable every 
12 hours for two doses, followed by 100 mg injectable 
or 300 mg orally daily (n = 386), or moxifloxacin 400 
mg injectable or orally daily (n = 388). The total treat-
ment duration was seven to 14 days. Clinical success was 
assessed 72-120 hours after the first dose (early clinical 
response [ECR]) and five to 10 days after the last day 
of therapy (post-treatment response ([PTR]). Clinical 
success was defined as survival with improvement of 
at least one point from baseline on a four-point scale.4 
Symptoms included the frequency and severity of cough, 
sputum production, pleuritic chest pain, and dyspnea. 
ECR rates were 81.1% for omadacycline and 82.7% 
for moxifloxacin. PTR rates were 87.6% and 85.1%, 
respectively. The most common baseline pathogens were 
S. pneumoniae, M. pneumoniae, H. influenzae, and L. 
pneumophilia. For ABSSSI, omadacycline was evaluated 
in two randomized, noninferiority studies in patients 
with infections such as cellulitis, major abscess, or wound 
infections with a mean infected surface area of 399-498 
cm2.1,5,6 In study 1, subjects were randomized to 100 mg 
injectable omadacycline for two doses then 100 mg in-
jectable every 24 hours, with the option to switch to 300 
mg orally every 24 hours or 600 mg injectable linezolid 
every 12 hours and the option to switch to 600 mg orally 
every 12 hours. In study 2, subjects were randomized to 
oral omadacycline 450 mg once daily on days 1 and 2, 
followed by 300 mg daily or oral linezolid 600 mg every 
12 hours. ECR was assessed 48-72 hours after the first 
dose and PTR seven to 14 days after the last dose. Suc-
cess was determined as survival with ≥ 20% reduction in 
lesion size.7 ECR rates were 84.8% for omadacycline and 
85.5% for linezolid in study 1 and 87.3% vs. 82.2% in 
study 2, respectively. Corresponding rates for PTR were 
86.1% vs. 83.6% in study 1 and 83.9% vs. 80.5% for 
study 2. The most common baseline pathogen was S. 
aureus, with about 45% MRSA.

CLINICAL IMPLICATIONS
Omadacycline was found to be noninferior to moxifloxa-
cin in CABP and linezolid in ABSSSI. In both instances, 
the comparators were considered one of the first-line 
agents for CABP and ABSSSI involving MRSA.8,9 The 
drug appears to be active against MRSA, drug-resistant 
S. pneumoniae, and erythromycin-resistant Group A 
Streptococcus, organisms that the CDC considers serious 
or concerning threats.10 

Omadacycline is a potential new option for CABP and 
ABSSI caused by these drug-resistant strains of bacteria. 
Omadacycline should be used only to treat infections 
caused by bacteria that are proven or strongly suspected 
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• describe new findings in the differential diagnosis and treatment of various diseases;
• describe the advantages, disadvantages, and controversies surrounding the latest advances in the diagnosis 
  and treatment of disease;
• identify cost-effective treatment regimens;
• explain the advantages and disadvantages of new disease screening procedures.

1.  Which of the following is not part of a healthy 
Mediterranean diet?
a. Four or more tablespoons of olive oil daily
b. Up to two servings of pasta per week
c. Three or more glasses of wine per week
d. Three or more servings of fish per week

2.  In the study by Barwise et al, which of the fol-
lowing statements is true regarding patients with 
limited English proficiency (LEP) compared to 
those without LEP?
a. They were more likely to have existing ad-
vance directives prior to admission to the ICU.
b. They were more likely to have their code 
status changed to do not resuscitate in the ICU.
c. They were more likely to have comfort care 
measures orders placed while in the ICU.
d. They were more likely to receive mechanical 
ventilation while in the ICU.

3.  What was the primary outcome assessed in the 
study of tailored exercise for osteoarthritis? 
a. Pain
b. Physical functioning
c. Adverse events
d. Adherence 

4.  Which of the following statements is true based 
on results from the study on salt intake?
a. Subjects with high salt intake are healthier.
b. Higher salt intake is associated with increased 
daytime and nighttime frequency.
c. Hypertension is not associated with urinary 
frequency.
d. Subjects with higher salt intake have fewer 
lower urinary tract symptoms.

to be caused by susceptible bacteria. Oma-
dacycline is expected to be available in the 
first quarter of 2019.  n
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