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Eradication therapy for early Pseudomonas aeruginosa

infection in CF: many questions still unanswered
A.M. Jones

P
seudomonas aeruginosa remains the most common and
significant pathogen for people with cystic fibrosis
(CF). Strategies to prevent or delay the onset of chronic

P. aeruginosa infection should be an essential component of the
clinical care from CF centres, as the development of chronic
P. aeruginosa infection is associated with a progression in the
decline of lung function [1, 2] and chest radiograph scores [2],
increased treatment requirements [3] and a decrease in
survival for patients with CF [3–6]. In this issue of the
European Respiratory Journal, TACCETTI et al. [6] report the
experience of a large CF centre in Florence (Italy), which
involved early eradication treatment for P. aeruginosa infection
using a protocol first developed at the Copenhagen CF Centre
(Denmark) [5]. Their study is a reminder of the potential long-
term benefits of early eradication therapy for P. aeruginosa
infection in people with CF.

The study by TACCETTI et al. [6], however, is not original and
adds to, rather than increases, the current literature of
eradication therapy for early P. aeruginosa infection in CF. It,
like many of the previous studies, is limited by problems in
methodology. Principally, it is a retrospective evaluation of the
policy of the Florence CF Centre (Italy) since 1992 for treating
early P. aeruginosa infection and (due to ethical limitations)
lacks a suitable control group.

Previous studies of eradication therapy for early P. aeruginosa
infection have examined the use of nebulised antibiotics alone
[7–10], or in combination with oral [5, 11] or intravenous anti-
pseudomonal antibiotics [12]. The duration of therapy has
varied from a minimum of 3 weeks [5, 11] to 12 months [8, 9].
Only three previous prospective trials have included a control
group [8, 10, 11], of which only two were placebo controlled [8,
10]. All three trials contained only small numbers of patients,
with between 21–26 patients in each study. No large,
prospective, multicentre trial of eradication therapy has been
published. Still, a consensus statement from the committee of
the European Cystic Fibrosis Society accepts that antibiotic
therapy for early P. aeruginosa infection can prevent persistent
infection [13]. The findings of TACCETTI et al. [6] support the
previously published experience of the Danish CF centre team
(Denmark) in highlighting the potential clinical benefits of
eradication therapy for patients with CF [5, 6]. In addition,

TACCETTI et al. [6] are the first to report the economic benefits
and cost-effectiveness of such a policy.

Many questions, however, remain unanswered. The optimal
antibiotic combination, dosages, modes of delivery and
duration of therapy all remain unresolved. Whether the same
regimen should be applied again or another antibiotic
combination substituted if P. aeruginosa is grown from the
respiratory secretions of a patient who has previously received
eradication therapy is unknown. Similarly, how often should
cultures be obtained during eradication treatment to evaluate
its success? If cultures remain positive, should the same
regimen be continued for a longer period or should it be
changed to a different antibiotic combination? If cultures
become negative, when should the antibiotic treatment be
discontinued? Should it be stopped at all? Of the 47 patients
studied by TACCETTI et al. [6] who cleared P. aeruginosa, 24
(51%) eventually became re-infected during the 9-yr follow-up
period, with a mean (SD) of 25.2 (21.7) months between isolated
episodes of infection. The Vienna paediatric CF centre team
(Austria) has published the results of a retrospective evalu-
ation of their practice to give prophylactic nebulised genta-
micin continuously to CF patients deemed as high risk for
acquisition of P. aeruginosa infection [14]. They reported that 12
patients who had taken prophylactic gentamicin for 3 yrs had
avoided P. aeruginosa infection, whilst seven out of 16 patients
who had stopped their treatment for a variety of reasons had
developed P. aeruginosa infection.

Currently, other prospective studies of eradication regimens
are being conducted, including a European study of the
efficacy of 28 days or 56 days continuous treatment with
preservative-free high dose nebulised tobramycin solution
(Chiron Corporation, Emeryville, CA, USA). Other strategies to
prevent P. aeruginosa infection are also being evaluated,
principally the use of Pseudomonas vaccines.

It can be questioned whether aggressive antibiotic therapy
merely suppresses rather than eliminates early P. aeruginosa
infection in CF. By the inclusion of molecular fingerprinting of
individual bacterial isolates, TACCETTI et al. [6] and a previous
study by MUNCK et al. [12] have demonstrated if re-infection
occurs that it is usually by a different strain, providing
evidence that in the majority of cases treatment truly
eradicated the initial infection [6, 12].

During early infection in CF lungs, the P. aeruginosa
phenotype resembles that of environmental isolates, demon-
strating a nonmucoid phenotype, smooth lipopoysacharide
and sensitivity to usual anti-pseudomonal antibiotics. The
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change from a nonmucoid to a mucoid exopolysaccharide
alginate-producing phenotype is associated with an
increased inflammatory response and clinical deterioration
[4]. At this stage, P. aeruginosa adopts a biofilm mode of
growth with microcolonies embedded in an exopolysacchar-
ide matrix that provides a formidable barrier to antibiotics,
such that it becomes impossible to eradicate the infection. It
is estimated that the conversion from a nonmucoid to a
mucoid phenotype can occur as early as 3 months from
initial onset of infection [15]. Prompt eradication treatment at
the very onset of infection intuitively would seem advanta-
geous, since success is only likely prior to the transition to a
mucoid variant. All CF centres should practice pro-active
surveillance for early infection in P. aeruginosa-negative
patients, with sputum or throat swab samples screened for
growth of P. aeruginosa at a minimum frequency of every 3
months. CF centres should create an alternative way for their
patients who attend at intervals .3 months to deliver
specimens, such as using appropriate kits for postal delivery
of microbiological specimens.

The success in the prevention or delay in chronic
P. aeruginosa infection for patients with CF is dependent
on a number of factors, including good hygienic practice
and infection control. Previously, it was thought that
P. aeruginosa cross-infection was rare among CF patients,
except siblings. A number of recent studies from the UK
and Australia have provided evidence that this is no longer
the case [16–21]. In the absence of appropriate infection
control measures, transmissible strains of P. aeruginosa pose
a threat to P. aeruginosa-negative CF patients through
exposure to an increased risk of acquisition of infection.
Clinical experience also suggests that early infection with
transmissible multiresistant strains may be more difficult to
eradicate than sporadic strains of P. aeruginosa [17].
Implementation of infection control measures, screening
and aggressive eradication of early P. aeruginosa infection
has reduced the prevalence of chronic P. aeruginosa infection
from 24.5% in 1990 to 4.3% in 2000 for children ,11 yrs of
age at the Leeds Regional Paediatric Cystic Fibrosis Centre
(UK) [22]. With an increasing number of CF patients who
have remained free of chronic P. aeruginosa infection at
transition from paediatric to adult centres, it is crucial that
paediatric and adult CF teams alike receive the importance
of this message.

The successes of eradication regimens for early P. aeruginosa
infection have varied from 81–93% in most studies with follow-
up for over 1 yr [5, 6, 9]. Given the apparent success of
eradication treatment for P. aeruginosa, should the same ethos
of aggressive antibiotic therapy for eradication of early
infection also be applied to other known pathogens for patients
with CF, such as organisms of the Burkholderia cepacia complex?

In summary, Pseudomonas aeruginosa remains the most com-
mon and significant pathogen for people with cystic fibrosis.
The study by TACCETTI et al. [6] emphasises that eradication
regimens remain an important and cost-effective part of the
armamentaria of the cystic fibrosis multidisciplinary team
against this pathogen [6, 13], although the optimal antibiotic
combination, dosages, modes of delivery and duration of
therapy remains unresolved.
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