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the use of SDD in other hospital-acquired infec-
tions.(2-5) In addition, there is no hard evidence 
that SDD effectively reduces or controls oral 
biofilm formation, or that it even inhibits the 
colonization of pathogens protected by biofilms 
in the oral and dental environment.

It is also of note that ventilator-associated 
oral dryness predisposes to the colonization of 
pathogens on the oral surfaces, especially on 
the dorsum of the tongue. Data in the dental 
and periodontal literature clearly demonstrate 
that, in these situations, only local approaches, 
including mechanical and chemical measures 
(e.g., chlorhexidine solution and gel) are capable 
of controlling bacterial colonization, since they 
inhibit the establishment of oral and dental 
biofilms as reservoirs for potential oral and 
respiratory pathogens. Similarly, patients presen-
ting uncontrolled periodontal disease, a known 
risk group for VAP, should also essentially be 
managed through the use of mechanical and 
chemical measures.

The suggestion of the use of a protocol inclu-
ding oral rinsing with chlorhexidine to decrease 
the incidence of nosocomial pneumonia—and 
as an (albeit unproven) means of reducing the 
related mortality—is not meant to be exclusive. 
It could be combined with other local, systemic, 
enteral and parenteral protocols, since it seems 
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To the Editor:

It was with great interest that we read the 
comments submitted in relation to our manus-
cript.(1) Silvestri et al. added relevant additional 
information on the importance of selective 
digestive decontamination (SDD) in reducing the 
frequency and mortality associated with noso-
comial pneumonia in ICU patients. However, as 
stressed in our objectives, the aim of our paper 
was to discuss, by means of a review of the lite-
rature, the importance of the oral environment 
in the pathogenesis of nosocomial pneumonia 
and the impact of essentially oral measures. 
All information regarding the therapeutic 
measures was based on recent oral microbiolo-
gical concepts on oral biofilm formation and the 
possible concomitant colonization of respiratory 
pathogens, and we emphasized the importance 
of controlling oral biofilms through the use of 
mechanical measures involving chemical subs-
tances that are not associated with bacterial 
resistance. As described in detail by Silvestri 
et al., there is sufficient evidence that SDD can 
reduce the frequency of ventilator-associated 
pneumonia (VAP), as well as the associated 
mortality. However, certain questions have yet 
to be fully clarified, and there are still some 
unresolved issues regarding the most effective 
SDD protocol and the impact that SDD has 
on bacterial resistance, as well as in terms of 
the critical analysis comparing clinical trials and 

 10. Safdar N, Said A, Lucey MR. The role of selective digestive 
decontamination for reducing infection in patients 
undergoing liver transplantation: a systematic review 
and meta-analysis. Liver Transpl. 2004;10(7):817-27.

 11. Silvestri L, van Saene HK, Milanese M, Gregori D. Impact 
of selective decontamination of the digestive tract 
on fungal carriage and infection: systematic review 
of randomized controlled trials.. Intensive Care Med. 
2005;31(7):898-910.

 12. Silvestri L, van Saene HK, Milanese M, Gregori D, Gullo 
A. Selective decontamination of the digestive tract 
reduces bacterial bloodstream infections and mortality 
in critically ill patients. Systematic review of randomised, 
controlled trials. J Hosp Infect. 2007;65(3):187-203.

 13. Silvestri L, van Saene HK, Casarin A, Berlot G, Gullo A. 
Impact of selective decontamination of the digestive 

tract on carriage and infection due to Gram-negative 
and Gram-positive bacteria. A systematic review of 
randomised controlled trials. Anaesth Intensive Care. 
2008;36(3):324-38.

 14. Silvestri L, van Saene HK, Weir I, Gullo A. Survival benefit 
of the full selective digestive decontamination regimen. 
J Crit Care. 2009;24(3):474.e7-14.

 15. Liberati A, D’Amico R, Pifferi S, Torri V, Brazzi L, Parmelli 
E. Antibiotic prophylaxis to reduce respiratory tract 
infections and mortality in adults receiving intensive 
care. Cochrane Database Syst Rev. 2009;(4):CD000022.

 16. Silvestri L, van Saene HK, Zandstra DF, Marshall JC, 
Gregori D, Gullo A. Impact of selective decontamination 
of the digestive tract on multiple organ dysfunction 
syndrome: systematic review of randomized controlled 
trials. Crit Care Med. In press 2010.



J Bras Pneumol. 2010;36(2):270-273

273

References

 1. Amaral SM, Cortês Ade Q, Pires FR. Nosocomial 
pneumonia: importance of the oral environment. J Bras 
Pneumol. 2009;35(11):1116-24.

 2. Kollef MH. Opinion: the clinical use of selective digestive 
decontamination. Crit Care. 2000;4(6):327-32.

 3. van Nieuwenhoven CA, Buskens E, van Tiel FH, Bonten 
MJ. Relationship between methodological trial quality 
and the effects of selective digestive decontamination 
on pneumonia and mortality in critically ill patients. 
JAMA. 2001;286(3):335-40.

 4. de Smet AM, Hopmans TE, Minderhoud AL, Blok HE, 
Gossink-Franssen A, Bernards AT, et al. Decontamination 
of the digestive tract and oropharynx: hospital acquired 
infections after discharge from the intensive care unit. 
Intensive Care Med. 2009;35(9):1609-13.

 5. Oostdijk EA, de Smet AM, Blok HE, Thieme Groen ES, 
van Asselt GJ, Benus RF, et al. Ecological effects of 
selective decontamination on resistant gram-negative 
bacterial colonization. Am J Respir Crit Care Med. 
2010;181(5):452-7.

 6. Panchabhai TS, Dangayach NS. Role of chlorhexidine 
gluconate in ventilator-associated pneumonia prevention 
strategies in ICU patients: where are we headed? Crit 
Care. 2009;13(6):427.

that various concomitant factors are associated 
with the pathogenesis and outcome of the 
disease. A review of previous studies showed 
that one of the most important limiting features 
is the absence of a well-established protocol on 
chlorhexidine use, whether accompanied by other 
preventive measures or not. Oral rinses with 2% 
chlorhexidine appear to be more appropriate in 
this clinical setting, and randomized controlled 
studies in this field are warranted.(6)
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