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Myth: No dose adjustment is needed for 
linezolid in patients with renal insufficiency

 Linezolid is administered as 600mg IV or orally (PO) twice daily (10mg/kg/dose q8h in 

pediatrics ), with no dose adjustment for renal dysfunction recommended in the 

package insert

 experiences of patients receiving short-course linezolid, incidence of 

thrombocytopenia was low (less than 3% )

 Interestingly, it was found that an increased linezolid exposure (defined by

total AUC or trough concentrations) was associated with thrombocytopenia among 
patients with renal dysfunction.

 It is  suggest empirical linezolid dose reduction to 300mg IV or PO every 12 hours (50% 

of therapeutic dose )provides the best balance of safety and efficacy among

patients with eGFR < 60mL/min



Myth: Linezolid must be avoided in patients 
receiving selective serotonin reuptake inhibitors 



Its reversible, nonselective inhibition of monoamine oxidase, an enzyme responsible for 
breaking down serotonin in CNS has led to cautious use in patients receiving serotonergic 
agents to avoid serotonin syndrome 

 FDA recommends an impractical 14-day (5-weeks for fluoxetine) washout period in patients 
receiving these agents .

 SS is exceedingly rare  (the incidences were 3/2208 (0.14%) )
even when linezolid is combined with serotonergic agents , Patients receiving serotonergic 

agents should be monitored closely while receiving linezolid, but it is not necessary to avoid 
concomitant administration of linezolid when required 

 linezolid plus citalopram, escitalopram, and methadone may be more likely to cause SS than 
other drug combinations 



Myth: Clindamycin is a first-line drug for prevention of surgical site 

infections in patients

with reported penicillin allergies 
 it does not share any chemical structure with betalactam antibiotics, making clindamycin the 

historically preferred choice for SSI prophylaxis in patients with reported penicillin allergies

 Cefazolin, is traditionally avoided in patients with reported penicillin allergies since historical 
references quote cross-reactivity rates of 5-10% between penicillin allergies and reactions to first-
generation cephalosporins.

 However, cefazolin does not share a side chain with any other beta-lactam antibiotic and the 
likelihood of cefazolin allergy in a patient with reported penicillin allergy is extremely rare

 Indeed, in a meta-analysis of 77 studies yielding 6,147 patients, the frequency of dual allergy, 
including penicillin and cefazolin, was 0.7%.

 Additionally, clindamycin resistance has increased amongst methicillin-resistant S. aureus
(MRSA) isolates globally. In the United States, Streptococcus pyogenes resistance to
clindamycin reached 24.2% in 2018

 There were fewer SSIs (0.9% vs.3.8%, p < .001) including prosthetic joints infections amongst cefazolin-
treated patients 



MYTH: Doxycycline is contraindicated in pregnancy 

and pediatric patients less than 8
years old 

 Tetracycline is associated with maternal hepatotoxicity, inhibition of bone growth, and 

tooth discoloration with prolonged exposure in patients under age 8 .

 Doxycycline was developed later and contains structural

modifications that improve antibacterial activity, decrease calcium binding, and diminish 

adverse events compared to tetracycline. However, it carries the same FDA warnings as 

tetracycline due to the ‘tetracycline class effect’ established in 1970. 

 Case fatality rates for Rocky Mountain Spotted Fever and ehrlichiosis are significantly 

higher in children under 8 years of age compared to every other age

group 

 The American Academy of Pediatrics states that short-course doxycycline (≤21 days) is 

acceptable since it has been shown to pose minimal risk of dental staining 

The Pregnancy Team at the FDA stated, “while there are no controlled studies of doxycycline use in 

pregnant women to show safety, an expert review of published data on experiences with 

doxycycline use during pregnancy by the Teratogen Information System concluded therapeutic 

doses during pregnancy are unlikely to pose a substantial teratogenic

risk…but the data are insufficient to state that there is no risk 



MYTH: Oseltamivir dose or duration  should 

be doubled in severe flu

 Oseltamivir is a potent and selective inhibitor of influenza A and B 

neuraminidase enzymes and is approved for the treatment of influenza in 
adults and children ˃ 1 year in Europe and the United States

 Doubled dose are not recommended for severe flu

 Oseltamivir was well tolerated, with a trend toward a better 

safety/tolerability profile for conventional-dosing versus

double-dosing in this immunocompromised patient

population 

 





Myth :Antibiotic Durations of 7, 14, 21 

Days are Typically Necessary



Thanks for your attention 
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