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Patients with suspected enteric (typhoid and paratyphoid) fever are predominantly managed as outpatients in endemic regions.
Nonspecific clinical presentation, lack of accurate diagnostic tools, and widespread antimicrobial resistance makes management
challenging. Resistance has been described for all antimicrobials including chloramphenicol, amoxycillin, trimethoprim-
sulfamethoxazole, ciprofloxacin, ceftriaxone, and azithromycin. No significant differences have been demonstrated between
these antimicrobials in their ability to treat enteric fever in systematic reviews of randomized controlled trials (RCTs).
Antimicrobial choice should be guided by local resistance patterns and national guidance. Extensively drug-resistant typhoid
isolates require treatment with azithromycin and/or meropenem. Combining antimicrobials that target intracellular and
extracellular typhoid bacteria is a strategy being explored in the Azithromycin and Cefixime in Typhoid Fever (ACT-SA) RCT,
in progress in South Asia. Alternative antimicrobials, such as the oral carbapenem, tebipenem, need clinical evaluation. There is

a paucity of evidence to guide the antimicrobial management of chronic fecal carriers.
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Enteric (typhoid and paratyphoid) fever is a significant cause of
febrile illness in regions of the world where the population lack
access to clean water and adequate sanitation [1]. It is also a
sporadic problem in those returning from travel to these areas.
Enteric fever affects more than 14 million people globally each
year, predominantly children and young adults, including an
estimated 7 million living in South Asia [2]. Antimicrobials
transform this prolonged febrile illness, with a mortality that
varied between 10% and 30%, to a treatable syndrome in which
symptoms resolve within 1 week and a mortality of <1% [1].
This paradigm is challenged by the relentless emergence of re-
sistance to all currently used antimicrobials [3].

WHAT IS THE DISEASE AND HOW IS IT DIAGNOSED?

Enteric fever is caused by infection with the human restricted
bacteria Salmonella enterica serovar Typhi and S. enterica sero-
var Paratyphi A with transmission arising from human to hu-
man by the fecal-oral route [1]. Symptoms typically start 1 to 2

Correspondence: Christopher M. Parry, BA (Hons), MB, BChir, PhD, FRCP, FRCPath, DTM&H,
Clinical Sciences, Liverpool School of Tropical Medicine, Pembroke Place, L3 5QA, Liverpool, UK
(christopher.parry@Istmed.ac.uk); Buddha Basnyat, MD, Oxford University Clinical Research
Unit-Nepal, GPO Box 3596, Kathmandu, Nepal (bbasnyat@oucru.org).

Open Forum Infectious Diseases®

© The Author(s) 2023. Published by Oxford University Press on behalf of Infectious Diseases
Society of America. This is an Open Access article distributed under the terms of the
Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted reuse, distribution, and reproduction in any medium, provided the original
work is properly cited.

https://doi.org/10.1093/ofid/ofad179

weeks after exposure (range, 3-60 days). The incubation period
for paratyphoid fever is shorter than typhoid but the disease
symptoms are comparable. A fever of gradual onset reaching
39°C-40°C after 5-7 days is typical. Associated symptoms
may include diarrhea, nausea, vomiting, and poorly localized
abdominal pain, headache, cough, and malaise [4]. Most pa-
tients are treated with antimicrobials as an outpatient at this
stage and will recover. In the smaller number of patients who
do not get effective treatment, the illness continues after the
first week, with persistent fever, weakness, weight loss, and a
clouded mental state occurs. Complications may develop
such as gastrointestinal bleeding, nephritis, hepatitis, intestinal
perforation, and encephalopathy and hospitalization is re-
quired [4]. In recent systematic reviews of enteric fever reports,
the pooled prevalence of complications estimated among pa-
tients hospitalized with typhoid fever was 27% (95% confidence
interval [CI], 21%-32%) [5], and the mean overall case fatality
was 2.49% (95% CI, 1.65%-3.75%) and 4.45% (95% CI, 2.85%—
6.88%) in patients who were hospitalized [6]. The decision to
refer to hospital and use intravenous rather than oral treat-
ment depends on a clinical assessment of the patient.
Indications might include whether a patient is vomiting and
unable to take oral medication, is clinically unstable, or has de-
veloped complications or instances in which the diagnosis is
uncertain [4].

Other infections, such as malaria, influenza, COVID-19,
dengue, chikungunya, scrub and murine typhus, brucellosis,
and leptospirosis, may cause a similar initial illness.
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Distinguishing enteric fever from these other infections is dif-
ficult due to the nonspecific clinical presentation [7]. Although
a blood culture is the optimum method to confirm a diagnosis
of enteric fever, in a systematic review of published studies,
blood culture has a reported sensitivity of 61% (95% CI,
52%-70%) [8]. The reality in endemic areas is that the sensitiv-
ity of blood cultures is less than this value, and suitable micro-
biology facilities for conducting such tests are often
unavailable. Point-of-care serological rapid tests are available
but lack diagnostic accuracy [9]. Early antimicrobial treatment
to cover likely causes is therefore given empirically as an outpa-
tient in patients with fever for 3 to 4 days and suggestive symp-
toms. This inevitably leads to antimicrobial overuse and
potentially incorrect treatment.

WHAT ANTIMICROBIALS CAN BE USED TO TREAT
ENTERIC FEVER?

Most patients with enteric fever can be treated with an oral an-
timicrobial as an outpatient if treatment is started in the first
week of illness. Only approximately 1 in 10 patients require
hospital admission and parenteral treatment when danger
signs develop, such as persistent vomiting, altered conscious-
ness, or other complications [1]. Oral chloramphenicol, ampi-
cillin/amoxycillin, and trimethoprim-sulfamethoxazole were
commonly used and found to be effective before the 1990s.
Multidrug resistance (MDR), with plasmid-mediated resistance
to all these 3 options, appeared in the late 1980s and has spread
to many countries [1, 3]. The fluoroquinolone (FQ) class of an-
timicrobials, which includes ciprofloxacin, in turn became a
common choice to treat enteric fever, but low-level resistance
(indicated by resistance to nalidixic acid or pefloxacin) and
high-level resistance has become widespread in South Asia
and some areas of sub-Saharan Africa such that they are no
longer a reliable choice [1, 3]. Parenteral ceftriaxone and
oral cefixime are effective and particularly used in children.
Ceftriaxone has been considered a reliable option when resis-
tance to other drugs is uncertain. Azithromycin is a further
oral drug that has become commonly used drug for treating
enteric fever over the last 20 years. Sporadic reports of resis-
tance to azithromycin have been reported [10, 11].

Since 2016, confidence in ceftriaxone as a reliable option has
been dented by outbreak of extensively drug-resistant (XDR)
typhoid strain in Pakistan [12]. These organisms are resistant
to chloramphenicol, ampicillin/amoxycillin, trimethoprim-
sulfamethoxazole, ciprofloxacin, and ceftriaxone/cefixime.
The cephalosporin resistance is mediated by carriage of a
plasmid-mediated blacrx.p.;s extended-spectrum  beta-
lactamase (ESBL) gene [13]. These isolates have remained sus-
ceptible to oral azithromycin and parenteral meropenem.
Infections with XDR typhoid have been reported in other coun-
tries and are usually associated with returning travelers [14].

Sporadic isolates with resistance to ceftriaxone have also been
reported from locations outside Pakistan [15, 16], and there
have also been reports of S. Typhi isolates carrying the carbape-
nem resistance genes VIM and GES [17].

Resistance has been reported to all the commonly used anti-
microbials for treating enteric fever. The international spread
of resistance has been dominated by the H58 genomic haplo-
type of S. Typhi although other genotypes have also been impli-
cated [18]. Resistance is associated with treatment failure, an
increased risk of complications, and increased potential for
transmission due to prolonged fecal carriage [1, 19, 20].

Patterns of resistance vary by location and over time [3].
Treatment choices should take account of local resistance pat-
terns, if known, and national guidelines where available [21]. In
some areas, resistance to previously used antimicrobials, such
as chloramphenicol and trimethoprim-sulfamethoxazole, has
declined, and there have been calls to use these antimicrobials
again [1].

IS THERE EVIDENCE THAT ONE ANTIMICROBIAL IS
BETTER THAN ANOTHER?

Three published Cochrane Systematic Reviews have studied
antimicrobial efficacy in enteric fever from the perspective of
the FQ (such as ciprofloxacin, ofloxacin, and gatifloxacin), azi-
thromycin, and cephalosporins (such as ceftriaxone and cefix-
ime) [22-24]. In these reviews, the authors found limited
evidence to make firm conclusions over the advantage of one
antimicrobial over another. The reviews all comment that
many of the randomized controlled trials (RCTs) were con-
ducted >20 years ago and some are of poor quality. Most trials
were not double-blinded, and many recruited small numbers of
trial participants for each comparison, leading to wide confi-
dence intervals for measured outcomes that make it impossible
to make firm conclusions on the presence or absence of impor-
tant differences. All studies have relied on blood culture to con-
firm the diagnosis, which lacks sensitivity and is not a perfect
reference standard. Most trials included only inpatients, which
does not reflect the outpatient setting where enteric fever cases
are usually treated. The changing pattern of resistance over
time, the paucity of data on post-treatment fecal shedding,
the lack of RCTs in severe enteric fever, and the lack of agreed
core outcome indicators are further limitations.

A systematic review of RCTs that included a FQ in at least 1
of the arms identified 26 RCT's with 3033 participants [22]. The
major fluoroquinolones studied included ciprofloxacin, ofloxa-
cin, and gatifloxacin; all were found to be effective in treating
enteric fever. A 7-day course of any FQ appeared to be at least
as effective as a 14-day course of chloramphenicol with respect
to clinical and microbiological clinical failures (8 trials, 916 par-
ticipants). Trials comparing trimethoprim-sulfamethoxazole
or amoxycillin with FQ were small and lacked adequate
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reporting of levels of resistance. Comparisons of 5-7 days of an
FQ with 3 days of ceftriaxone were also too small to demon-
strate important differences if they exist. Of note, the FQ gati-
floxacin was effective in treating enteric fever in areas with high
levels of low-level FQ resistance. However, concerns about ad-
verse events and the emergence of further resistance have
meant this FQ is no longer used.

The systematic review of trials that included azithromycin in
at least 1 of the arms identified 7 trials with 773 participants
[23]. Overall, the authors concluded that azithromycin ap-
peared to be as good as the other comparator drugs, including
chloramphenicol, ceftriaxone, and FQ, for most outcomes. An
analysis of 4 RCTs with 564 participants, when azithromycin
was compared with an FQ (ciprofloxacin, ofloxacin, and gati-
floxacin), favored azithromycin for clinical failures (odds ratio,
0.48; 95% CI, .26-.89]), but there was no statistical difference
for microbiological failure, relapse, and duration of fever.
These RCTs included participants infected with MDR
S. Typhi isolates and with low level-resistance to FQ.

A recent systematic review of the use of cephalosporins in en-
teric fever identified 27 trials with 2231 participants [24].
Ceftriaxone was an effective and well tolerated treatment for en-
teric fever with an efficacy that was similar to chloramphenicol
and FQs. Ceftriaxone has been compared with azithromycin in
3 RCTs involving 196 children. No significant difference in the
relative risk (RR) of clinical failure (RR, 0.40; 95% CI, .10-1.59)
or microbiological failure (RR, 1.98; 95% CI, .35-11.22) was de-
tected. Relapse at 30 days was found to be significantly more
likely in the ceftriaxone arm (RR, 11.9; 95% CI, 2.17-65.06).
The evidence for cefixime in treating enteric fever is mixed
and it may not perform as well as FQs.

The WHO Essential Medicines Expert Committee reviewed the
evidence for the comparative efficacy of different antimicrobials in
enteric fever in 2019 and concluded that ciprofloxacin, ceftriaxone,
and azithromycin should be considered first-choice treatments for
enteric fever on the core list of the Essential Medicines List (EML)
and EML for children [25]. Ofloxacin was not recommended be-
cause it demonstrated similar performance to ciprofloxacin, and
the evidence was not considered strong enough to recommend ce-
fixime. The Expert Committee also recommended that knowledge
of the local resistance patterns for S. Typhi and Salmonella
Paratyphi was critical for making empiric treatment choices in
the treatment of enteric fever. Ciprofloxacin is only recommended
as a first choice in settings with a low prevalence of FQ resistance.
A low prevalence was not defined in the document but is often
considered as less than 10%.

HOW SHOULD WE MANAGE EXTENSIVELY
DRUG-RESISTANT TYPHOID?

The appearance of XDR typhoid in Pakistan in 2016 created a
considerable challenge for local clinicians [12]. A retrospective

review of 81 patients with culture-confirmed XDR typhoid ad-
mitted at the Aga Khan University hospitals was reported in
2020 [26]. Most patients (n=45; 56%) were male and the
mean age of the cases was 8.03 years (with a range of 1-40).
A total of 66 of 81 patients were treated as an inpatient. Fever
and vomiting were the most common symptoms at the time
of presentation. The mean time to defervescence was 7.1
(95% CI, 5.5-8.6) days in 22 patients treated with oral azithro-
mycin with 1 treatment failure, 6.7 (95% CI, 4.7-8.7) days in 20
patients treated with intravenous meropenem alone with no
treatment failures, and 6.7 (95% CI, 5.5-7.9) days for the 39 pa-
tients treated with a combination of azithromycin and merope-
nem and 3 treatment failures. The authors did not discern any
important differences between each regimen. It is notable that
the average cost of treatment per day for azithromycin was US
$5.87, considerably less than the US $88.46 daily cost of
meropenem.

Because enteric fever is mostly treated with oral antimicrobi-
als in outpatients, the presence of susceptibility to only 1 oral
antimicrobial—azithromycin—has been a particular concern.
The carbapenems need to be given intravenously and are ex-
pensive. Giving intravenous meropenem treatment to an out-
patient would not be possible. Meropenem, with or without
azithromycin, has now been widely used for treating XDR en-
teric fever, and some imported infection case reports describe
patients who have not improved on meropenem alone, but
they have improved when a second agent is added [14, 21].
The use of meropenem for XDR enteric fever has yet to be as-
sessed in an RCT.

SHOULD WE BE USING MORE THAN ONE
ANTIMICROBIAL TO TREAT ENTERIC FEVER?

Studies in Vietnamese patients with typhoid fever have indicat-
ed that S. Typhi infection is a mixture of an intracellular and an
extracellular infection. In 365 patients with blood culture-
confirmed typhoid fever, the median number of S. Typhi bac-
teria in blood was 1 colony-forming unit (CFU)/mL (range,
<0.3 to 387 CFU/mL). A mean of 63% (95% CI, 58%-67%)
of bacteria was found to be intracellular, with the remaining
one third of bacteria extracellular [27]. In a subsequent study
in 167 patients with blood or bone marrow culture confirmed
typhoid fever, the median extracellular count of S. Typhi in
the bone marrow aspirate was 2.5 CFU/mL (interquartile range
[IQR], 0-10) and the intracellular count was 10.5 CFU/mL
(IQR, 2-42) [28].

These observations suggest that antimicrobials used to treat
enteric fever should target both intracellular and extracellular
bacteria. Azithromycin reaches very high intracellular concen-
trations but low extracellular concentrations [29]. Several RCT's
with azithromycin have demonstrated a slow microbiological
clearance, indicated by positive blood culture during treatment.
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It is possible that this occurs because the low extracellular
plasma levels do not clear the extracellular bacteria.
Cefixime is predominantly active in the extracellular com-
partment although in vitro evidence indicates some intracel-
lular activity [30]. The relative lack of intracellular cefixime
activity may be the reason for the variable treatment results
in typhoid. Similar considerations may also apply to other
beta-lactam antimicrobials such as amoxycillin, ceftriaxone,
and meropenem.

It is possible that a combination of both azithromycin, active
mainly intracellularly, and cefixime, active mainly extracellu-
larly, will be a better option for the treatment of enteric fever.

There is some clinical evidence supporting this combination.
The clinical response to treatment in 37 Israeli travelers return-
ing from Nepal with paratyphoid was significantly better when
azithromycin was combined with ceftriaxone in comparison to
ceftriaxone alone with the fever clearance times reduced from 6
to 3 days [31]. In an RCT of 105 adults with confirmed typhoid
fever in Nepal, a combination of azithromycin and cefixime for
outpatients and azithromycin and ceftriaxone for inpatients
was superior to azithromycin alone with shorter fever clearance
times [32]. Resistance to ceftriaxone was found in 1 (1%) of 105
isolates in this study and none were resistant to azithromycin.

This combination (azithromycin and ceftriaxone) should
still be efficacious if the infecting pathogen was resistant to
one of the drugs. It is possible that the combination may also
prevent the emergence of resistance, which is a justification
for combination chemotherapy in infections such as malaria,
tuberculosis, and human immunodeficiency virus. If it could
delay or prevent the emergence of this resistance that would
have an important public health benefit. Because the use of
drug combinations would lead to increased costs and potential
side effects, it is critically important to establish whether there
is a measurable clinical benefit of using these combinations.
This potential effect is particularly important because fixed-
dose combination of these antimicrobials is already being
used in India [33].

This drug combination is the rationale for the ACT-SA ran-
domized controlled trial currently in progress in South Asia
[34]. The study is a phase IV, international multicenter, multi-
country, comparative participant- and observer-blind, 1:1 ran-
domized clinical trial. Patients with suspected uncomplicated
enteric fever will be randomized to 1 of the 2 interventions.
The first intervention is oral azithromycin and oral cefixime
both given for 7 days. In the comparison arm, oral azithromy-
cin will be given with a cefixime-matched placebo for 7 days.
Participants with evidence of cefixime resistance will be includ-
ed in the study. The study aims to recruit 1500 patients across
sites in Bangladesh, Nepal, and Pakistan and will assess whether
outcomes are better with the combination after 1 week of treat-
ment and at 1- and 3-month follow-up. Trial completion is ex-
pected toward the end of 2024.

The study attempts to address some of the criticisms of pre-
vious RCTs in enteric fever. The trial is being conducted on
outpatients, the cefixime component is double blind, and the
trial is multisite and multicountry, with an adequate number
of participants, and the results will be analyzed by “intention
to treat” as well as culture positivity.

ARE THERE OTHER ANTIMICROBIALS WE CAN USE
FOR TREATMENT?

There is a need to consider alternative antimicrobial agents for
treating enteric fever. In vitro studies have shown that other an-
timicrobials have activity against circulating organisms such as
ertapenem, piperacillin-tazobactam, ceftazidime avibactam,
and ceftolozane-tazobactam, but there is little clinical experi-
ence reported for these agents [35, 36]. A limitation of these op-
tions is the need for parenteral treatment and their expense.
Oral options are required for this largely outpatient disease.

The oral carbapenem tebipenem pivoxil has been studied for
in vitro activity against current enteric fever isolates [37]. The
minimal inhibitory concentration (MIC) of tebipenem against
100 clinical isolates from Nepal and Pakistan including XDR
and non-XDR S. Typhi and S. Paratyphi A was consistently
<0.62 mg/L (IQR, 0.12-0.25 mg/L). Most S. Typhi from both
countries had lower MIC values (median 0.12 mg/L and
0.039 mg/L, respectively) compared with Nepali S. Paratyphi
A (non-XDR) (median = 0.31 mg/L). These data suggest that
the drug is likely to work in patients infected with enteric fever
with XDR and non-XDR isolates. In time-Kkill studies, 2 repre-
sentative isolates were killed within 8-24 hours at a concentra-
tion of 2-4x MIC. In addition, tebipenem demonstrated
synergy with azithromycin with efficient bacterial killing.

Tebipenem is licensed for pediatric respiratory infections in
Japan and has a good safety record [38]. Whether it is clinically
effective for treating in enteric fever requires clinical studies.
There might be concerns about deploying an oral carbapenem
in areas where resistance to existing carbapenems is a signifi-
cant clinical problem in other Enterobacteriaceae and much
antimicrobial prescribing is unregulated.

WHAT ABOUT TREATMENT FOR CHRONIC
CARRIAGE?

Salmonella Typhi and S. Paratyphi A may be shed in the feces
(1) just before and during the acute illness and (2) during the
few weeks of early convalescence. Occasionally, fecal shedding
continues for prolonged periods when the person is labeled a
“chronic carrier” (defined as excretion of the bacterium in
the feces for more than 1 year). Chronic carriers may intermit-
tently shed large numbers of bacteria in the feces and be a
source of infection to others in the community [39]. The detec-
tion and eradication of chronic fecal carriage may become
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important if the rollout of vaccination leads to a decline in en-
teric fever incidence.

There is a lack of clear evidence to guide the treatment of
chronic carriage. A recent systematic review of studies of the
antimicrobial treatment of chronic carriage identified 8 studies
but only 1 RCT [40]. The FQs have been shown to be effective
in eradicating chronic carriage after a 28-day course. The only
double-blinded RCT performed showed an eradication rate of
92% in those given a 28-day course of norfloxacin compared
with 11% in those given placebo. Patients with and without
gallstones were included in this study, and eradication rates
were high in both groups (87% vs 100%). Six studies have eval-
uated ampicillin or amoxycillin with cure rates of approximate-
ly 70% after a 4- to 6-week course. High doses of intravenous
amoxicillin may be more effective than oral administration,
and cure rates are generally higher in those without gallstones.
It is notable that all such studies were conducted between 1966
and 1988 before the emergence of widespread MDR and FQ re-
sistance. There is no clinical outcome data to establish whether
ciprofloxacin is effective in eradicating chronic carriage in iso-
lates with low-level ciprofloxacin resistance. Azithromycin may
be alternative for chronic carriage, but there is no published ev-
idence. Cholecystectomy is a further option in recalcitrant cases
but is not 100% effective. The benefit of surgery should be ba-
lanced with the risk of surgical complications, and there should
be additional indications for the operation [1, 40]. Clinical trials
in this area would help guide management.

CONCLUSIONS

The case management of suspected enteric fever in outpatient
departments and hospital wards is a challenge clinicians face
throughout endemic areas. Inadequate diagnostics mean that
most treatments are given empirically. Antimicrobial resistance
to commonly used agents is widespread. There are limitations
in the randomized controlled trials on which the current treat-
ment evidence is based. Future studies should explore the clin-
ical effectiveness of alternative antimicrobials and the value of
antimicrobial combinations in acute enteric fever and chronic
fecal carriage.

Acknowledgments

This paper is based on a symposium on the antimicrobial treatment of
enteric fever held at the 12th International Conference on Typhoid Fever
and Invasive Salmonellosis in December 2021.

Author contributions. All authors contributed to the concept and con-
tent of the review. CMP made the first draft. All authors commented on
this draft and approved the final version.

Financial support. This work was supported in part by the Joint Global
Health Trials Scheme (MR/TOO05033/1, awarded to the University of
Oxford), which is jointly funded by the Department of Health and Social
Care, the Department for International Development, the Global
Challenges Research Fund, the Medical Research Council, and the
Wellcome Trust.

Supplement sponsorship. This article appears as part of the supplement
“Charting the Course to Meet the Challenges Ahead: Research and
Developments on Typhoid and Other Invasive Salmonelloses” sponsored
by the Coalition against Typhoid Secretariat, housed at the Sabin
Vaccine Institute in Washington, DC and made possible by a grant from
the Bill & Melinda Gates Foundation.

Potential conflicts of interest. All authors: No reported conflicts of
interest.

References

1. Crump JA, Sjolund-Karlsson M, Gordon MA, Parry CM. Epidemiology, clinical
presentation, laboratory diagnosis, antimicrobial resistance, and antimicrobial
management of invasive Salmonella infections. Clin Micro Rev 2015; 28:901-37.

2. GBD 2017 Typhoid and Paratyphoid Collaborators. The global burden of typhoid
and paratyphoid fevers: a systematic analysis for the Global Burden of Disease
Study 2017. Lancet Infect Dis 2019; 19:369-81.

3. Browne AJ, Hamadani BHK, Kumaran EAP, et al. Drug-resistant enteric fever world-
wide, 1990 to 2018: a systematic review and meta-analysis. BMC Med 2020; 18:1.

4. Basnyat B, Qamar FN, Rupali P, Ahmed T, Parry CM. Clinical update: enteric fe-
ver. BMJ 2021; 372:n437.

5. Cruz Espinoza LM, McCreedy E, Holm M, et al. Occurrence of typhoid
fever complications and their relation to duration of illness preceding hospitaliza-
tion: a systematic literature review and meta-analysis. Clin Infect Dis 2019; 69:
$435-48.

6. Pieters Z, Saad NJ, Antilléon M, Pitzer VE, Bilcke J. Case fatality rate of enteric fe-
ver in endemic countries: a systematic review and meta-analysis. Clin Infect Dis
2018; 67:628-38.

7. Bhargava A, Ralph R, Chatterjee B, Bottieau E. Assessment and initial manage-
ment of acute undifferentiated fever in tropical and subtropical regions. BM]
2018; 363:k4766.

8. Mogasale V, Ramani E, Mogasale VV, Park JY. What proportion of Salmonella
Typhi cases are detected by blood culture? A systematic literature review. Ann
Clin Microbiol Antimicrob 2016; 15:32.

9. Wijedoru L, Mallett S, Parry CM. Rapid diagnostic tests for typhoid and paraty-
phoid (enteric) fever. Cochrane Database Syst Rev 2017; 5:Cd008892.

10. Carey ME, Jain R, Yousouf M, et al. Spontaneous emergence of azithromycin re-
sistance in independent lineages of Salmonella typhi in northern India. Clin Infect
Dis 2021; 72:e120-7.

11. Duy PT, Dongol S, Giri A, et al. The emergence of azithromycin resistant
Salmonella typhi in Nepal. JAC Antimicrob Resist 2020; 2:dlaal09.

12. Qamar FN, Yousafzai MT, Khalid M, et al. Outbreak investigation of
ceftriaxone-resistant Salmonella enterica serotype Typhi and its risk factors
among the general population in Hyderabad, Pakistan: a matched case-control
study. Lancet Infect Dis 2018; 18:1368-76.

13. Klemm EJ, Shakoor S, Page AJ, et al. Emergence of an extensively drug-resistant
Salmonella enterica Serovar Typhi clone harboring a promiscuous plasmid encod-
ing resistance to fluoroquinolones and third generation cephalosporins. mBio
2018; 9:e00105-18.

14. Posen HJ, Wong W, Farrar DS, et al. Travel-associated extensively drug-resistant
typhoid fever: a case series to inform management in non-endemic regions. J
Travel Med 2022; 30:taac086.

15. Argimén S, Nagaraj G, Shamanna V, et al. Circulation of third-generation ceph-
alosporin resistant Salmonella Typhi in Mumbai, India. Clin Infect Dis 2021; 74:
2234-7.

16. Samajpati S, Pragasam AK, Mandal S, Balaji V, Dutta S. Emergence of ceftriaxone
resistant Salmonella enterica serovar Typhi in Eastern India. Infect Genet Evol
2021; 96:105093.

17. Ain Q, Tahir M, Sadaqat A, et al. First detection of extensively drug-resistant
Salmonella Typhi isolates harboring VIM and GES genes for carbapenem resis-
tance from Faisalabad, Pakistan. Microbial Drug Resistance 2022; 28:1087-98.

18. Wong VK, Baker S, Pickard DJ, et al. Phylogeographical analysis of the dominant
multidrug-resistant H58 clade of Salmonella Typhi identifies inter- and intracon-
tinental transmission events. Nat Genet 2015; 47:632-9.

19. Bhutta ZA. Impact of age and drug resistance on mortality in typhoid fever. Arch
Dis Child 1996; 75:214-7.

20. Parry CM. The treatment of multidrug-resistant and nalidixic acid-resistant ty-
phoid fever in Vietnam. Trans Roy Soc Trop Med Hyg 2004; 98:413-22.

21. Nabarro LE, McCann N, Herdman MT, et al. British Infection Association guide-
lines for the diagnosis and management of enteric fever in England. J Infect 2022;
84:469-89.

22. Effa EE, Lassi ZS, Critchley JA, et al. Fluoroquinolones for treating typhoid and
paratyphoid fever (enteric fever). Cochrane Database Syst Rev 2011; 10:
CD004530.

S30 « OFID 2023:10 (Suppl 1) « Parry et al

€202 JaquianoN €1 uo Jasn ‘uelelqi] a8y Aq 968881 2/92S/) uswa|ddng/Q/a[o1ie/plo/wod dno-olwapede//:sdiy wolj papeojumoq



23.

24.

25.

26.

27.

28.

29.

30.

31.

Effa EE, Bukirwa H. Azithromycin for treating uncomplicated typhoid and para-
typhoid fever (enteric fever). Cochrane Database Syst Rev 2008; 8:CD006083.
Kuehn R, Stoesser N, Eyre D, Daron TC, Basnyat B, Parry CM. Treatment of en-
teric fever (typhoid and paratyphoid fever) with cephalosporins. Cochrane
Database Syst Rev 2022; 11:CD010452.

Dolecek C, Pokharel S, Basnyat B, Olliaro P. Antibiotics for typhoid fever. In: The
Selection and Use of Essential Medicines. WHO Technical Report Series 1021.
Geneva: World Health Organization, 2019:19-26.

Qureshi S, Naveed AB, Yousafzai MT, et al. Response of extensively drug resistant
Salmonella Typhi to treatment with meropenem and azithromycin, in Pakistan.
PLoS Negl Trop Dis 2020; 14:¢0008682.

Wain J, Diep TS, Vo AH, et al. Quantitation of bacteria in blood of typhoid fever
patients and relationship between counts and clinical features, transmissibility,
and antibiotic resistance. ] Clin Microbiol 1998; 36:361683-7.

Pham VBB, Wain J, Le TP, Vo AH, Tran TH, Parry CM. Quantitative counts in
the bone marrow of Vietnamese patients with typhoid fever. Trans Roy Soc Trop
Med Hyg 2022; 116:736-44.

Pascual A, Conejo MC, Garcia I, Perea EJ. Factors affecting the intracellular accu-
mulation and activity of azithromycin. ] Antimicrob Chemother 1995; 35:85-93.
Matsumoto Y, ITkemoto A, Wakai Y, Ikeda F, Tawara S, Matsumoto K.
Mechanism of therapeutic effectiveness of cefixime against typhoid fever.
Antimicrob Agents Chemother 2001; 45:2450-4.

Meltzer E, Stienlauf S, Leshem E, Sidi Y, Schwartz E. A large outbreak of
Salmonella Paratyphi A infection among Israeli travellers to Nepal. Clin Infect
Dis 2014; 58:359-64.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Zmora N, Shrestha S, Neuberger A, et al. Open label comparative trial of mono
versus dual antibiotic therapy for typhoid fever in adults. PLoS Negl Trop Dis
2018; 12:e0006380.

Koya SF, Farooqui HH, Mehta A, Selvaraj S, Galea S. Quantifying antibiotic use in
typhoid fever in India: a cross-sectional analysis of private sector medical audit
data, 2013-2015. BMJ Open 2022; 12:¢062401.

Giri A, Karkey A, Dongol S, et al. Azithromycin and cefixime combination versus
azithromycin alone for the out-patient treatment of clinically suspected or con-
firmed uncomplicated typhoid fever in south Asia: a randomised controlled trial
protocol. Wellcome Open Resaerch 2021; 6:207.

Malik N, Ahmed M. In vitro effect of new antibiotics against clinical isolates of
Salmonella Typhi. ] Coll Physicians Surg Pak 2016; 26:288-92.

Teng JLL, Chan E, Dai ACH, et al. In vitro susceptibility of typhoidal, nontyphoi-
dal and extended-spectrum-beta-lactamase-producing Salmonella to ceftolozane/
tazobactam. Antimicrob Agents Chemother 2022; 66:¢01224-21.

Mylona E, Vinh PVV, Qureshi S, et al. Tebipenem as an alternative for the treat-
ment of typhoid fever by XDR Salmonella Typhi. ] Antimicrob Chemother 2021;
76:3197-200.

Jain A, Utley L, Parr TR, et al. Tebipenem, the first oral carbapenem antibiotic.
Expert Rev Anti Infect Ther 2018; 16:513-22.

Gal-Mor O. Persistent infection and long-term carriage of typhoidal and noty-
phoidal salmonellae. Clin Microbiol Rev 2018; 32:e00088.

McCann N, Scott P, Parry CM, Brown M. Antimicrobial agents for the treatment
of enteric fever chronic carriage: a systematic review. PLoS One 2022; 17:
e0272043.

Antimicrobial Treatment for Enteric Fever « OFID 2023:10 (Suppl 1) « S31

€202 JaquianoN €1 uo Jasn ‘uelelqi] a8y Aq 968881 2/92S/) uswa|ddng/Q/a[o1ie/plo/wod dno-olwapede//:sdiy wolj papeojumoq



	What Should We Be Recommending for the Treatment of Enteric Fever?
	WHAT IS THE DISEASE AND HOW IS IT DIAGNOSED?
	WHAT ANTIMICROBIALS CAN BE USED TO TREAT ENTERIC FEVER?
	IS THERE EVIDENCE THAT ONE ANTIMICROBIAL IS BETTER THAN ANOTHER?
	HOW SHOULD WE MANAGE EXTENSIVELY DRUG-RESISTANT TYPHOID?
	SHOULD WE BE USING MORE THAN ONE ANTIMICROBIAL TO TREAT ENTERIC FEVER?
	ARE THERE OTHER ANTIMICROBIALS WE CAN USE FOR TREATMENT?
	WHAT ABOUT TREATMENT FOR CHRONIC CARRIAGE?
	CONCLUSIONS
	Acknowledgments
	References


