PossiBLE CASE OF BSE AGENT IN A UK GOAT THAT DIED IN 1990

Editorial team

Eurosurveillance Editorial Office

Published online 10 February 2005
(http://www.eurosurveillance.org/ew/2005/050210.asp#2)

Following the confirmation in January 2005 of a French goat
having a transmissible spongiform encephalopathy indistinguishable
from bovine spongiform encephalopathy (BSE) [1,2], the United
Kingdom Department for Environment, Food and Rural Affairs has
announced that a goat in the United Kingdom (UK), confirmed as
having scrapie in 1990, may have had BSE [3].

More sensitive testing methods have found that a sample from
the goat had traits similar to goats experimentally infected with BSE.
However, this single result is insufficient to confirm that the goat did
have BSE. Further testing, including bioassays, which take around 2
years to complete, are now necessary.

The year 1990 was the height of the BSE outbreak in cattle in the UK.
A ban on feeding meat and bone meal to ruminants was introduced
across the European Union in 1994. The TSE surveillance programme
of sheep and goats will be increased in the United Kingdom, in line
with the announced increases across the European Union.

The European Community TSE Reference Laboratory at the
Veterinary Laboratories Agency (http://www.defra.gov.uk/corporate/
vla/science/science-tse-rl-intro.htm) will complete the testing.
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There is increasing recognition that antibiotic consumption
provides a major selective pressure for the emergence and persistence
of antibiotic-resistant strains of bacteria. In 2001, a European Union
Council Recommendation stated that data should be gathered on
antibiotic use and antimicrobial resistance in European countries. The
Recommendation also laid out an eight point prevention action plan
to reduce the prevalence of antimicrobial resistance [1]. Subsequently,
the European Surveillance of Antimicrobial Consumption (ESAC)
project was established, to obtain comparable and reliable data on
antibiotic use in Europe [2, 3]. The ESAC project group is closely
linked to the European Antimicrobial Resistance Surveillance System
(EARSS, http://www.earss.rivm.nl/) [4]. Analysis of data from EARSS
showed that rates of antibiotic resistance are generally increasing, but
there is distinct variation between countries, with resistance levels in
central and southern Europe generally being markedly higher than
those in northern European countries.

ESAC data on outpatient antibiotic use were gathered during 1997
to 2002 in 26 European countries, and the calculated relationship of

antibiotic consumption to rates of antibiotic resistance has recently
been Published [5]. Although 32 countries take part in ESAC, the
analysis presented was restricted to those countries able to provide
internationally comparable data on antibiotic consumption derived
from prescription reimbursement schemes or sales data. This was
expressed as the number of defined daily doses (DDDs; the assumed
average maintenance dose per day for a drug used for its main
indication in adults) per 1000 inhabitants per day. The ecological
association between antibiotic use and rates of resistance were assessed
using Spearman’s correlation coefficients.

Rates of antibiotic use in primary care in Europe were found to vary
greatly between countries, with the highest rate in France (32.2 DDD
per 1000 inhabitants per day) being more than three times greater
than in the Netherlands, which had the lowest rate of antimicrobial
consumption, (10 DDD per 1000 inhabitants per day). In countries
with high rates of antimicrobial use, seasonal fluctuations were noted,
with increased consumption in the winter (mean increase equal to or
greater than 30% in the first and fourth quarters). This may be related
to the increase in respiratory infections seen in winter months and the
tendency of physicians in high prescribing countries to regard such
infections as bronchitis, while physicians in low prescribing countries
label them as common colds or influenza. Another trend noted in the
study was a shift from use of older narrow spectrum agents to newer
broad spectrum drugs.

The European prevalences of resistance to macrolides and 3-lactams
in Streptococcus pneumoniae, macrolide resistance in S. pyogenes
and resistance to quinolones and co-trimoxazole in Escherichia
coli were obtained from a number of national and international
surveillance studies, and compared with antimicrobial consumption
in the participating European countries. For all these organism-drug
combinations, significant correlations between levels of resistance and
antibiotic consumption were seen, particularly for S. prneumoniae,
i.e higher levels of antibiotic prescribing were associated with higher
levels of antibiotic resistance.

However, the authors rightly point out that further studies are
needed to fully establish and clarify the association between antibiotic
use and antibiotic resistance indicated in this group-level ecological
study. For example, the data on usage volumes expressed as DDDs,
allow comparisons but do not measure individual exposure to
antibiotics. In other words, are the patients receiving antibiotics
the same ones from whom antibiotic-resistant bacteria are isolated?
Also, if physicians in a country, which uses twice as many DDDs per
1000 people compared with another country, treat the same number
of patients (i.e patients in the first country receive two-fold higher
doses), it might be anticipated that there would be less resistance in
the high-user country because of the higher doses used. A further
factor that needs to be addressed is that DDDs reflect adult dosing
schedules, but estimates of antibiotic use will include drugs prescribed
for use in children. In a recent French study, children were the main
antibiotic consumers, with usage rates three times higher than that
of older patients [6]. Clearly in countries with higher proportions of
children, the total number of patients receiving antibiotics might be
higher than the figure inferred from data expressed in terms of DDDs
per 1000 people.

Further studies of factors that influence prescribing patterns may
provide useful information for assessing public health strategies aimed
at reducing antibiotic use and levels of antibiotic resistance
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