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A B S T R A C T

Background

The morbidity and treatment costs associated with skin and so) tissue infections (SSTIs) are high. Linezolid and vancomycin are antibiotics
that are commonly used in treating skin and so)-tissue infections, specifically those infections due to methicillin-resistant Staphylococcus
aureus (MRSA).

Objectives

To compare the eJects and safety of linezolid and vancomycin for treating people with SSTIs.

Search methods

For this first update of this review we conducted searches of the following databases: Cochrane Wounds Group Specialised Register
(searched 24 March 2015; The Cochrane Central Register of Controlled Trials (CENTRAL) (The Cochrane Library); Ovid MEDLINE; Ovid
MEDLINE (In-Process & Other Non-Indexed Citations); Ovid EMBASE; and EBSCO CINAHL. We also contacted manufacturers for details of
unpublished and ongoing trials. We scrutinised citations within all obtained trials and major review articles to identify any additional trials.

Selection criteria

We included all randomised controlled trials (RCTs) comparing linezolid with vancomycin in the treatment of SSTIs.

Data collection and analysis

Two review authors independently selected trials, assessed risk of bias and extracted data. The primary outcomes were clinical cure,
microbiological cure, and SSTI-related and treatment-related mortality. We performed subgroup analyses according to age, and whether
the infection was due to MRSA.

Main results

No new trials were identified for this first update. We included nine RCTs (3144 participants). Linezolid was associated with a significantly
better clinical (RR 1.09, 95% CI 1.03 to 1.16) and microbiological cure rate in adults (RR 1.08, 95% CI 1.01 to 1.16). For those infections due
to MRSA, linezolid was significantly more eJective than vancomycin in clinical (RR 1.09, 95% CI 1.03 to 1.17) and microbiological cure rates
(RR 1.17, 95% CI 1.04 to 1.32). No RCT reported SSTI-related and treatment-related mortality. There was no significant diJerence in all-
cause mortality between linezolid and vancomycin (RR 1.44, 95% CI 0.75 to 2.80). There were fewer incidents of red man syndrome (RR
0.04, 95% CI 0.01 to 0.29), pruritus (RR 0.36, 95% CI 0.17 to 0.75) and rash (RR 0.27, 95% CI 0.12 to 0.58) in the linezolid group compared
with vancomycin, however, more people reported thrombocytopenia (RR 13.06, 95% CI 1.72 to 99.22), and nausea (RR 2.45, 95% CI 1.52
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to 3.94) when treated with linezolid. It seems, from the available data, that length of stay in hospital was shorter for those in the linezolid
group than the vancomycin group. The daily cost of outpatient therapy was less with oral linezolid than with intravenous vancomycin.
Although inpatient treatment with linezolid cost more than inpatient treatment with vancomycin per day, the median length of hospital
stay was three days shorter with linezolid. Thus, total hospital charges per patient were less with linezolid treatment than with vancomycin
treatment.

Authors' conclusions

Linezolid seems to be more eJective than vancomycin for treating people with SSTIs, including SSTIs caused by MRSA. The available
evidence is at high risk of bias and is based on studies that were supported by the pharmaceutical company that makes linezolid. Further
well-designed, independently-funded, RCTs are needed to confirm the available evidence.

P L A I N   L A N G U A G E   S U M M A R Y

Antibiotic drugs for treating skin and so� tissue infections

Skin and so) tissue infections such as impetigo, abscesses, ulcers, and surgical site infections are common infections of the skin. For
serious skin and so) tissue infections involving the deeper tissues, the death rate and treatment costs are high. Linezolid and vancomycin
are antibiotics that are eJective in treating skin and so) tissue infections, particularly infections caused by bacteria that have developed
resistance to some antibiotics. This review identified nine RCTs, with a total of 3144 participants, and compared treatment with linezolid
against treatment with vancomycin for skin and so) tissue infections. No new trials were identified for this first update. Linezolid was found
to be more eJective than vancomycin for treating these infections. There were fewer skin complications in the group that were treated
with linezolid. There were no diJerences between the two groups in the number of reported deaths, and those treated with linezolid had
shorter lengths of hospital stay than those treated with vancomycin. The daily cost of outpatient therapy was less with oral linezolid than
with intravenous vancomycin, although for inpatient treatment, linezolid was more expensive than vancomycin. Well-designed trials will
be required in future to confirm these results, as the trials from which these conclusions were drawn were of poor methodological quality,
at high risk of bias, and were funded by the pharmaceutical company that makes linezolid.
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B A C K G R O U N D

Please see the Glossary of terms in Appendix 1 for additional
information and definitions.

Description of the condition

Skin and so) tissue infections (SSTIs) are common infections of
the epidermis, dermis, or subcutaneous tissue and characterised
by induration (hardening), erythema (redness), warmth and pain or
tenderness and range from mild, self-limiting furunculosis (boils) to
life-threatening necrotising fasciitis (Stevens 2005). SSTIs include:

• Impetigo.

• Abscesses, cellulitis (infection just under the skin), and
erysipelas (skin infection).

• Necrotising skin and so)-tissue infections.

• Infections following animal and human bites.

• So)-tissue infections following animal contact.

• Surgical site infections.

• Infections in people whose immune systems are compromised.

• Infections resulting from treatment (i.e. iatrogenic) (e.g.
postoperative wounds).

The Food and Drugs Administration (FDA) classifies SSTIs as
either "uncomplicated" or "complicated". Uncomplicated SSTIs
are superficial infections and simple surgical incisions amenable
to treatment with antibiotics, e.g. simple abscesses, carbuncles,
impetigo lesions, furuncles (boils), and cellulitis. Complicated
SSTIs are infections involving the deeper tissues, such as
subcutaneous tissue, fascia, and skeletal muscle, or SSTIs in
patients with co-morbidities such as diabetes mellitus, HIV, and
other immunocompromised states (FDA 1998). SSTIs are caused
by a wide variety of organisms, most of which are Gram-positive
(i.e. are stained by a particular biological dye). The SENTRY
Antimicrobial Surveillance Program has been monitoring SSTIs in
more than 70 medical centres in North America, Europe, Latin
America, and the Asia-Pacific region since 1997. Their report,
which presents data over a seven year period (1998 to 2004),
ranks SSTIs by frequency of pathogen as follows: Staphylococcus
aureus, Pseudomonas aeruginosa, Escherichia coli, Enterococcus
species, Klebsiella species, Enterobacter species, β-haemolytic
streptococci, coagulase-negative staphylococci, Proteus mirabilis,
and Acinetobacter species (Fritsche 2007). The complications of
SSTIs, particularly those caused by Staphylococcus aureus, may
cause bacteraemia (bacteria in the blood) and induce focal points
of infection, such as bacterial endocarditis (the lining of the heart),
osteomyelitis (bones), brain abscesses, brain meningitis, and/or
lung abscesses (Eisenstein 2008), at a distance from the original
infection.

The morbidity and treatment costs associated with SSTIs are
high, and treatment has become more complex recently due
to the increasing prevalence of multidrug-resistant pathogens
(Moet 2006). During the past decade the prevalence of antibiotic
resistance among Gram-positive cocci (bacteria) - particularly
Staphylococcus aureus - has increased sharply. A considerable
variation in the methicillin-resistant Staphylococcus aureus (MRSA)
rate was noted between countries and continents. According to
the SENTRY report, the MRSA infection rate of all infections was
35.9 per cent in North America, compared with 29.4 per cent in
Latin America and 22.8 per cent in Europe. The MRSA rate of all

infections varied considerably among the European countries too,
ranging from 0.8 per cent in Sweden to 50 per cent in Portugal
(Fritsche 2007). Variability in MRSA infection rate was also apparent
in Latin America, where Mexico had 50 per cent of all infections,
Chile 38 per cent, Brazil 29 per cent, Argentina 28 per cent, and
Columbia and Venezuela combined had 3 per cent (Moet 2006).
Antibiotic resistance increases the length of stay in hospital, costs
of treatment and the mortality rate. A review of the epidemiology of
severe Staphylococcus aureus infections in Europe reports that the
overall seven-day case fatality rate was 19 per cent (Lamagni 2008).
A US study reported that patients with MRSA-infected surgical
sites had a three times greater 90-day mortality rate and a greater
duration of hospitalisation a)er infection (median additional days
5; P value less than 0.001) than patients infected by methicillin-
sensitiveStaphylococcus aureus (MSSA). Median hospital charges
were USD 92,363 for patients with MRSA surgical site infections
compared with USD 52,791 for patients with MSSA infections
(Engemann 2003).

Description of the intervention

The treatment of uncomplicated SSTIs and complicated SSTIs
diJers, with diJerent clinical outcomes. Uncomplicated SSTIs
are usually treated locally with, or without, antibiotics, whereas
most complicated SSTIs require hospitalisation, treatment with
intravenous antibiotics, and possibly surgical intervention (Eron
2003). Choice of the initial antibiotic is crucial for patients with
complicated SSTIs. It has been demonstrated that correct use of
antibiotics is associated with lower morbidity and mortality in
patients who have an infection (Bouza 2004).

The antibiotics commonly used for the treatment of SSTIs caused
by Gram-positive cocci are beta-lactams (including semisynthetic
penicillins and cephalosporins), clindamycin, vancomycin, and
linezolid (Fung 2003). Beta-lactam antibiotics remain the mainstay
of treatment for suspected streptococcal and MMSA infections.
In proven penicillin-sensitive infection, use of benzyl penicillin
remains appropriate. Clindamycin can be administered in
combination with beta-lactam antibiotics for rapidly-progressing
infections, such as severe streptococcal infections, where beta-
lactam antibiotics alone are less eJective. During the past decade
the prevalence of antibiotic resistance among Gram-positive cocci
(e.g. MRSA) has increased sharply. Vancomycin has been the
mainstay of therapy in MRSA infections and for patients who are
intolerant of or allergic to the beta-lactams. Linezolid is a novel
oxazolidinone agent for use against staphylococci and enterococci,
with a spectrum of activity against Gram-positive bacteria similar
to that of vancomycin so linezolid and vancomycin are o)en
compared.

How the intervention might work

Mechanism of action

Vancomycin is a traditional antibiotic for the treatment of Gram-
positive cocci, especially MRSA, which acts by inhibiting proper
cell wall synthesis in Gram-positive bacteria. Due to the diJerent
mechanism by which Gram-negative bacteria produce their cell
walls, and the various factors related to entering the outer
membrane of Gram-negative organisms, vancomycin is not active
against Gram-negative bacteria (except some non-gonococcal
species of Neisseria).
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Linezolid, the first member of the oxazolidinone class of antibiotics
to be approved by the FDA, is indicated for the treatment of
SSTIs caused by methicillin-sensitive or methicillin-resistant S
aureus, or vancomycin-resistant enterococci and other susceptible
micro-organisms (Fung 2001). Linezolid has a unique mechanism
of action. It stops the growth and reproduction of bacteria by
disrupting translation of messenger RNA into proteins in the
ribosome. Linezolid selectively binds to the 50S ribosomal unit
and inhibits initiation of complex protein synthesis (Wilson 2008).
This unique mechanism has not been seen in any other antibiotic
agents, thus, cross-resistance of linezolid has not been observed.
One of the advantages of linezolid is its high bioavailability when
given by mouth (close to 100 per cent). This means that people
receiving intravenous linezolid may be switched to oral linezolid as
soon as their condition allows it, whereas vancomycin can only be
given intravenously (Moellering 1999).

Resistance

During recent years, the decreasing susceptibility of some bacteria
to traditional antibiotics has been a significant problem in treating
SSTIs. The increasing incidence of infections caused by resistant
Gram-positive cocci has led to a sharp increase in the use
of vancomycin (Pallares 1993). As a result, the emergence of
vancomycin-resistant strains of enterococci and staphylococci has
been widely observed in the last few years. Between the years 1998
to 2004 vancomycin-resistant enterococci increased in Europe to
4.1 per cent, and in North America to 6.2 per cent (Fritsche 2007)

The resistance of Gram-positive bacteria to linezolid has not
been noted to the same extent. Linezolid-resistant Staphylococcus
aureus was first isolated in 2001 (Tsiodras 2001). The seventh
year of the Zyvox Annual Appraisal of Potency and Spectrum
Program (2008) monitored the in vitro activities of linezolid and
comparator agents tested against Gram-positive pathogens in Latin
America, Europe, Canada, and the Asia-Pacific region. Overall
resistance to linezolid in 23 countries was only 0.13 per cent across
all monitored Gram-positive pathogens. Oxazolidinone-resistant
strains continued to be identified in several nations (Brazil, China,
France, Germany, Italy, and Sweden) and among three prevalent
pathogen groups (S aureus, coagulase-negative staphylococci, and
enterococci) (Jones 2009).

Adverse reactions

The common adverse reactions indicated for vancomycin are
nephrotoxicity (damage to kidneys) and ototoxicity (damage to
ears) (Finch 2005). These adverse reactions were both side-eJects
of early, impure versions of vancomycin (Levine 2006). Later trials,
that used purer forms of vancomycin, found that, while renal
toxicity (kidney damage) is an infrequent adverse eJect, it is
accentuated by the presence of aminoglycosides (Finch 2005).
Erythroderma (red man syndrome) may also occur. This syndrome
is an allergic reaction characterised by the flushing of the upper
body, with itching due to histamine release (Sivagnanam 2003).

When used for short periods, linezolid is a relatively safe
drug. Long-term use of linezolid has been associated with
bone marrow suppression, which is characterised particularly by
thrombocytopenia (low blood platelet count). Thrombocytopenia
appears to be the only adverse eJect that occurs significantly more
frequently with linezolid than with glycopeptides or beta-lactams
(Falagas 2008).

Why it is important to do this review

Several studies have compared linezolid with vancomycin; the
outcomes were inconsistent. Other reviews have reported that
linezolid is more eJective than vancomycin in the treatment of
SSTIs caused by Gram-positive bacteria or MRSA (Beibei 2010;
Bounthavong 2010; Falagas 2008). The outcome from another
systematic review (Dodds 2009), however, showed that there
is no statistically significant diJerence between linezolid with
vancomycin. It disagreed with the conclusions of the other three
reviews. Until now, there has been no Cochrane systematic review
to summarise the evidence for the beneficial and adverse eJects of
linezolid compared with vancomycin in people with SSTIs.

O B J E C T I V E S

To compare the eJects of linezolid and vancomycin for treating skin
and so) tissue infections.

M E T H O D S

Criteria for considering studies for this review

Types of studies

We included all randomised controlled trials (RCTs) that compared
linezolid with vancomycin in the treatment of skin and so) tissue
infections.

Types of participants

We included people of any age or gender presenting with skin
and so) tissue infections (e.g. cellulitis, erysipelas, furuncles,
simple abscesses, wound infections, and deeper infections such as
necrotising fasciitis, myositis (inflammation of muscles), and gas
gangrene).

Types of interventions

Any dose of linezolid or vancomycin, by any route.

We intended to present comparisons as follows:
1. Linezolid compared with vancomycin alone.
2. Linezolid plus co-interventions compared with vancomycin plus
co-interventions.

Co-interventions might include other antibiotics for use against
Gram-negative bacteria, or other routine medications and surgical
interventions, as long as participants in the diJerent trial arms had
equal access to such co-interventions.

Types of outcome measures

Primary outcomes

1. Clinical cure (resolution of symptoms and signs) and
microbiological cure (eradication of bacteria on wound culture).

Proportion of patients or infections healed. We defined healing
as either the resolution of all clinical signs and symptoms of
infection as assessed by laboratory test or defined by trialists, or
microbiological cure (i.e. eradication of MRSA on wound culture).

2. SSTI-related and treatment-related mortality.

Secondary outcomes

1. Adverse events.
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2. Duration of hospital stay.

3. Duration of treatment.

4. Costs.

Search methods for identification of studies

Electronic searches

For this first update of this review we searched the following
electronic databases to find reports of relevant RCTs:

• The Cochrane Wounds Group Specialised Register (searched 24
March 2015);

• The Cochrane Central Register of Controlled Trials (CENTRAL)
(The Cochrane Library 2015, Issue 2);

• Ovid MEDLINE (1950 to March Week 4 2015);

• Ovid MEDLINE (In-Process & Other Non-Indexed Citations, March
23 2015);

• Ovid EMBASE (1980 to March 23 2015);

• EBSCO CINAHL (1982 to March 24 2012).

The following search strategy was used in CENTRAL and modified
appropriately for other databases:
#1 MeSH descriptor Oxazolidinones explode all trees
#2 MeSH descriptor Oxazolone explode all trees
#3 (linezolid* or oxazolone*):ti,ab,kw
#4 MeSH descriptor Glycopeptides explode all trees
#5 (vancomycin* or glycopeptide*):ti,ab,kw
#6 (#1 OR #2 OR #3 OR #4 OR #5)
#7 MeSH descriptor So) Tissue Infections explode all trees
#8 MeSH descriptor Staphylococcal Skin Infections explode all trees
#9 MeSH descriptor Cellulitis explode all trees
#10 MeSH descriptor Erysipelas explode all trees
#11 MeSH descriptor Furunculosis explode all trees
#12 MeSH descriptor Abscess explode all trees
#13 MeSH descriptor Wound Infection explode all trees
#14 MeSH descriptor Fasciitis, Necrotizing explode all trees
#15 MeSH descriptor Myositis explode all trees
#16 MeSH descriptor Gas Gangrene explode all trees
#17 (so) NEXT tissue NEXT infection* or skin NEXT
infection*):ti,ab,kw
#18 (cellulitis or erysipelas or furuncul* or abscess* or absess* or
"necrotizing fasciitis" or myositis or "gas gangrene"):ti,ab,kw
#19 (wound* NEAR/2 infect*):ti,ab,kw
#20 (#7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15
OR #16 OR
#17 OR #18 OR #19)
#21 (#6 AND #20)

The search strategies for Ovid MEDLINE, Ovid EMBASE and
EBSCO CINAHL can be found in Appendix 2. We combined the
Ovid MEDLINE search with the Cochrane Highly Sensitive Search
Strategy for identifying randomized trials in MEDLINE: sensitivity-
and precision-maximizing version (2008 revision) (Lefebvre 2011).
The Ovid EMBASE and EBSCO CINAHL searches were combined with
the trial filters developed by the Scottish Intercollegiate Guidelines
Network (SIGN) (SIGN 2008). There were no restrictions with respect
to language, date of publication or study setting.

Searching other resources

We also contacted Pharmacia, Pfizer Pharmaceuticals in China for
details of unpublished and ongoing trials. We scrutinised citations

within all identified trials and major review articles to identify any
additional trials.

Data collection and analysis

Selection of studies

Two review authors (YJ and YM) independently scanned the title,
abstract and keywords of every record retrieved to determine which
studies required further assessment. Full articles were retrieved
when the information given in the titles, abstracts and keywords
suggested the possibility that:

1. The study compared linezolid and vancomycin (with or without
co-interventions).

2. The study had a prospective design.

If, a)er scanning the titles and abstracts, there was any doubt
regarding these criteria, we retrieved the full article for clarification.
We resolved disagreement by discussion with a third review author
(BD), where necessary.

Data extraction and management

Two review authors (YJ and YM) independently extracted data using
a standard data extraction form specifically adapted for this review.
The data extraction form included the following details:

1. General information: whether the paper was published or
unpublished, title, authors, country of study, contact address,
year of study, language of publication, year of publication,
sponsor or funding organisation, setting.

2. Methodological details: including criteria for risk of bias
assessment (see below).

3. Intervention: descriptions of dose, route, and timing of
linezolid and vancomycin, with descriptions of dose, route, and
timing of co-medication(s).

4. Participants: inclusion and exclusion criteria, total number
recruited and numbers in comparison groups, sex, age, baseline
characteristics, withdrawals and losses to follow-up with
reasons and descriptions, subgroups.

5. Outcomes: clinical cure, microbiological cure, SSTI-related
and treatment-related mortality, adverse events, duration of
treatment, duration of hospitalisation and costs.

If information regarding data was unclear, we attempted to contact
the authors of the original study reports to provide further details.
When more than one publication related to the same study, we
extracted data from all relevant publications, but did not duplicate
the data.

Assessment of risk of bias in included studies

Two review authors (YJ andYM) independently assessed each
included study using the Cochrane Collaboration tool for assessing
risk of bias (Higgins 2011a). This tool addresses six specific
domains, namely sequence generation, allocation concealment,
blinding, incomplete outcome data, selective outcome reporting
and other issues (e.g. baseline imbalances) (see Appendix 3 for
details of criteria on which the judgements were based). Blinding
and completeness of reporting of outcome data were assessed for
each outcome separately. We completed a risk of bias table for each
eligible study. We discussed any disagreements amongst all review
authors to achieve a consensus.
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We presented the assessment of risk of bias using a 'risk of
bias summary figure', which presents all of the judgments in a
cross-tabulation of study by entry. This display of internal validity
indicates the weight the reader may give the results of each study.

Measures of treatment e>ect

Dichotomous data

We presented dichotomous outcomes (e.g. clinical cure,
microbiological cure, adverse events, mortality) as risk ratios (RR)
with corresponding 95% confidence intervals (CI). For statistically
significant eJects (primary outcomes), we calculated number the
needed to treat (NNT) from the risk diJerence (RD).

Continuous data

We presented continuous data (e.g. duration of hospitalisation,
duration of treatment, and costs) as mean diJerences (MD) with
corresponding 95% CI.

Unit of analysis issues

Comparisons that randomise or allocate clusters (e.g. clinics) but
do not account for clustering during analysis have potential unit
of analysis errors resulting in artificially low P values and over-
narrow confidence intervals. We decided to attempt to re-analyse
studies with potential unit of analysis errors by calculating eJective
sample sizes, where possible (Higgins 2011b). If a comparison was
re-analysed, then the P value was to be quoted and annotated as
"re-analysed". If this was not possible, we would have reported
only the point estimate (Donner 2001). If trials included multiple
intervention groups receiving a complex intervention as defined
above, we would have split the shared control group into two or
more groups with smaller sample sizes, depending on the number
of interventions studied, and included two or more comparisons
(Higgins 2011b).

Dealing with missing data

When data were missing from the trial reports, we attempted to
contact the trial authors to request these values. If this was not
successful, we conducted intention-to-treat (ITT) analysis for all
dichotomous outcomes (e.g. clinical cure, microbiological cure,
adverse events, mortality). We analysed data on an endpoint basis
for continuous outcomes (e.g. duration of hospital stay, duration
of treatment, and costs), including only those participants for
whom a final data point measurement was obtained (available case
analysis). If the standard deviation (SD) was missing, and when the
standard error (SE) was available, we imputed the SD from the SE

using the formula SD = SE x N-2 (Higgins 2011b).

Assessment of heterogeneity

Population, methodology, intervention and outcome measures for
each study were assessed for clinical heterogeneity to see if pooling
of results was feasible. Assessment for heterogeneity was carried
out using the chi-squared test, with significance set at P value less

than 0.1. In addition I2 was used to estimate the total variation due

to heterogeneity across studies (Higgins 2003). Values of I2 less than
25 per cent were regarded as representing low heterogeneity, and

we would then use a fixed-eJect model for meta-analysis. Values

of I2 between 25 and 75 per cent were considered to represent
moderate levels of heterogeneity, and we then used a random-

eJects model. Values of I2 higher than 75 per cent indicated high
levels of heterogeneity, in which case we did not undertake meta-
analysis.

Assessment of reporting biases

If enough studies were identified, funnel plot analysis would have
been performed to check for publication bias.

Data synthesis

We pooled results following assessment for statistical
heterogeneity as described above. Statistical analysis was
performed in accordance with the guidelines for statistical analysis
in the Cochrane Handbook for Systematic Reviews of Interventions
(Deeks 2011). We conducted a narrative review of eligible studies if

there was only one trial or the I2 statistic was above 75%. A fixed-
eJect method would be used where there were too few studies (less
than three) to inform the distribution of heterogeneity.

Subgroup analysis and investigation of heterogeneity

To assess whether the treatment eJect is modified by clinical
and demographic variables, we undertook subgroup analyses as
follows:

1. Children (younger than 18 years) and adults (18 years or older).

2. Uncomplicated SSTIs and complicated SSTIs.

3. MRSA subset.

Sensitivity analysis

If a suJicient number of trials were found, sensitivity analysis would
be done to assess the robustness of the results as follows:

1. Exclusion of studies with inadequate concealment of allocation.

2. Exclusion of studies in which outcome evaluation was not
blinded.

R E S U L T S

Description of studies

See the "Characteristics of included studies" and "Characteristics
of excluded studies" tables.

Results of the search

In total, we retrieved 670 articles through searching electronic
databases; 11 articles were excluded because they were duplicates,
and 659 were excluded a)er reading the abstracts and applying
our inclusion criteria. The full text of the remaining 31 articles
was reviewed, and 18 met the inclusion criteria for the review. Of
these, thirteen articles were multiple publications, in which nine
articles relate to four trials (Lin 2008; Stevens 2002; Weigelt 2005;
Yogev 2003). Other five papers (Itani 2010; Jaksic 2006; Kohno
2007;Sharpe 2005; Wilcox 2009) were not multiple publications and
referred to one trial each. Finally nine RCTs were included in the
review (Figure 1). No new trials were identified for this first update.
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Figure 1.   Study flow diagram.
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Included studies

Nine RCTs were included in the review (Itani 2010; Jaksic 2006;
Kohno 2007; Lin 2008; Sharpe 2005; Stevens 2002; Weigelt 2005;
Wilcox 2009; Yogev 2003). Four of these nine RCTs evaluated SSTIs
as the only type of infection (Itani 2010; Sharpe 2005; Weigelt 2005;
Yogev 2003); four evaluated mixed infections and included types
of infection other than SSTIs, such as bacteraemia of unknown
source, pneumonia, and urinary tract infections (Jaksic 2006;
Kohno 2007; Lin 2008; Stevens 2002); and one evaluated central
venous, pulmonary artery, or arterial catheter-related infection
with a subset of SSTIs (Wilcox 2009).

Characteristics of studies

All RCTs were parallel-group studies: two trials were randomised
in a 2:1 ratio (Kohno 2007; Yogev 2003); one was a single-
centre RCT located in the USA (Sharpe 2005), another was a
multicentre RCT located in Japan (Kohno 2007); and a third was a
multicentre RCT located in China (Lin 2008). The remaining six RCTs
were multinational studies (Itani 2010; Jaksic 2006; Stevens 2002;
Weigelt 2005; Wilcox 2009; Yogev 2003). The duration of follow-up
ranged from 28 to 42 days.

Characteristics of patients

A total of 4496 participants were randomised, 3114 of whom
had SSTIs. The subgroup data for SSTIs were obtained from trial
reports; all were complicated SSTIs. Four RCTs reported the types of
SSTIs (Itani 2010; Sharpe 2005; Weigelt 2005; Yogev 2003): abscess
and infected skin ulcer was the most common infection (39.7%),
followed by cellulitis (35.6%) and surgical wound infection (24.7%).
Five trials enrolled people with MRSA infections (Itani 2010; Kohno
2007; Sharpe 2005; Stevens 2002; Weigelt 2005), while four trials
enrolled people with Gram-positive bacterial infection (Jaksic 2006;
Lin 2008; Wilcox 2009; Yogev 2003).

One RCT included children younger than 12 years old, with a mean
age of 3.25 years (Yogev 2003). Five RCTs included adults (aged 18
years or over) with a mean age of 59.7 years (Itani 2010; Kohno 2007;
Lin 2008; Sharpe 2005; Weigelt 2005). The remaining three RCTs
included mixed populations over the age of 13 years, with a mean
age of 54.4 years (Jaksic 2006; Stevens 2002; Wilcox 2009).

All RCTs included both males and females. A larger proportion of
males was recruited, and they constituted 58.9% of all randomised

patients. Only one RCT recruited more females than males, at 67%
(Sharpe 2005).

Study treatment details

The doses of each drug were similar in all trials. In the RCTs with
participants 13 years old or older, 600 mg linezolid was given as
either an intravenous injection (IV) or orally every 12 hours whilst
1000 mg vancomycin was given IV every 12 hours except one
RCT(Itani 2010) in which patients were randomised to receive oral
or intravenous linezolid 600 mg every 12 hours, or intravenous
vancomycin 15 mg/kg mg every 12 hours with dose adjustment
as necessary, based on trough levels and creatinine clearance.
The route of linezolid administration was IV in two RCTs (Jaksic
2006; Lin 2008); IV followed by oral administration in six RCTs
(Itani 2010; Kohno 2007; Stevens 2002; Weigelt 2005; Wilcox 2009;
Yogev 2003); and oral in only one RCT (Sharpe 2005). One RCT that
enrolled participants under the age of 12 years (Yogev 2003), gave
participants 10 mg/kg IV linezolid every eight hours or 10 to 15
mg/kg vancomycin every six to 24 hours according to age-dosing
guidelines. People with concomitant presumed Gram-negative or
mixed infections were treated with appropriate regimens, mainly
aztreonam and aminoglycoside. The two groups had equal access
to such co-interventions.

Excluded studies

Eight studies were excluded a)er assessment of the full-text.
Reasons for exclusion were:

• Not a RCT(Joseph 2007; Bal 2013 )

• Were cost-eJectiveness analysis (Bounthavong 2009; Hau 2002;
Kalil 2006; Lipsky 2011; Schurmann 2009; Janis 2014)

• Were a comment (Kalil 2006) or a review (McKinnon 2007)

• Were health economics analysis (Patanwala 2007;)

• Were post-hoc pooled data analysis (Puzniak 2014; Puzniak
2013)

• Not compare linezolid vs. vancomycin (Bhavnani 2015)

Risk of bias in included studies

Risk of bias assessments are detailed in the Characteristics of
included studies table and are represented by Figure 2 and Figure
3. In general, all trials were at high risk of bias.
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Figure 2.   Risk of bias graph: review authors' judgements about each risk of bias item presented as percentages
across all included studies.
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Figure 3.   Risk of bias summary: review authors' judgements about each risk of bias item for each included study.
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Allocation

Sequence generation

Sequence generation was unclear in all included studies.

Allocation concealment

Allocation concealment was unclear in two RCTs (Jaksic 2006; Lin
2008). The treatment allocation was not concealed in the remaining
seven studies (Itani 2010; Kohno 2007; Sharpe 2005; Stevens 2002;
Weigelt 2005; Wilcox 2009; Yogev 2003).

Overall there was high risk of selection bias.

Blinding

Participants

The participants were blinded in Jaksic 2006 for all reported
outcomes. Lin 2008 only reported that the study was "double-
blind", but did not report details about who was blinded. The other
seven RCTs were not blinded (Itani 2010; Kohno 2007; Sharpe 2005;
Stevens 2002; Weigelt 2005; Wilcox 2009; Yogev 2003).

Care givers

The care givers were blinded in Jaksic 2006 for all reported
outcomes. Lin 2008 only reported that the study was "double-
blind", but did not report details about who was blinded.

Outcomes assessor

Two RCTs did not report whether outcome assessors were blinded
(Jaksic 2006; Lin 2008). The outcome assessors in the other seven
RCTs were not blinded (Itani 2010; Kohno 2007; Sharpe 2005;
Stevens 2002; Weigelt 2005; Wilcox 2009; Yogev 2003).

Overall, the only two trials that reported being "double-blind' were
small, and contributed to two primary analyses. Most of the trials
did not undertake blinding, and so are at high risk of performance
and detection bias.

Incomplete outcome data

Two RCTs (Itani 2010; Sharpe 2005) did not undertake ITT analyses.
Seven RCTs (Jaksic 2006; Kohno 2007; Lin 2008; Stevens 2002;
Weigelt 2005; Wilcox 2009; Yogev 2003) reported that an ITT analysis
was performed. A)er looking at the full text of the potential
seven trials and comparing the data reported at the beginning of
randomisation with the data included in the analysis, however, we
found that there were discrepancies between baseline data and
final analysis which indicated that ITT had not been performed.
So we assumed that none of the included trials undertook ITT
analyses. Clinical cure and microbiological cure were reported by
all studies, other outcomes were reported by some of the trials.
We contact the authors requesting these data, but, to date, have
received no reply.

Clinical and microbiological cure

All RCTs reported clinical and microbiological cure. Two trials, in
which incomplete outcome data were adequately addressed, were
judged to be at low risk of bias (Lin 2008; Weigelt 2005). Another two
studies reported dropouts only for MRSA infections, but it was not
clear how many dropouts were from the SSTIs subset, so we judged
the trials to be at unclear risk of bias (Jaksic 2006; Stevens 2002).

The remaining five RCTs did not report reasons or the numbers of
dropouts, and were judged to be at high risk of bias.

SSTI-related and treatment-related mortality

No RCT reported SSTI-related and treatment-related mortality. Five
RCTs reported all-cause mortality (Itani 2010; Jaksic 2006; Weigelt
2005; Wilcox 2009; Yogev 2003). Of these, three trials reported
mortality in SSTI patients (Itani 2010; Weigelt 2005; Yogev 2003),
while the other two reported mortality in mixed populations (Jaksic
2006; Wilcox 2009). Mortality data relating to the SSTI groups could
not be extracted.

Adverse events

Three RCTs evaluated drug-related adverse events in SSTI
participants (Itani 2010; Weigelt 2005; Yogev 2003); one RCT did
not report adverse events (Sharpe 2005); while the remaining five
RCTs reported adverse events of mixed infection types such as
bacteraemia, pneumonia, and urinary tract infections (Kohno 2007;
Lin 2008; Jaksic 2006; Stevens 2002; Wilcox 2009). We contacted the
study authors for data relating to the SSTI subsets, but have not yet
received a response.

Duration of hospital stay

Four RCTs reported the duration of hospital stay (Itani 2010; Sharpe
2005; Stevens 2002; Weigelt 2005), reported as the mean number of
days and P value.

Duration of treatment

Seven RCTs reported the duration of treatment (Itani 2010; Jaksic
2006; Kohno 2007; Lin 2008; Stevens 2002; Weigelt 2005; Wilcox
2009), but only two RCTs specifically reported the results for the
subsets of SSTI patients (Itani 2010; Weigelt 2005).

Costs

Two trials reported the treatment cost (Sharpe 2005; Weigelt 2005),
but Sharpe 2005 reported only the mean cost and did not report the
variance (SD).

Conclusion

Overall, two of the nine RCTs adequately addressed incomplete
outcome data, and had a low dropout rate (Lin 2008; Weigelt 2005).
In addition, although some of the included studies reported that
they undertook ITT analyses, this was not confirmed by the data
presented and, therefore, we have judged them to be at high risk of
attrition bias.

Selective reporting

We found the protocol for one RCT (Itani 2010); all of the
primary and secondary outcomes pre-specified in the protocol
were subsequently reported, and, accordingly, the trial was judged
to be at low risk of bias for this domain. We searched, but did not
find the protocols for the other included trials, and so the remaining
eight RCTs were judged to be at unclear risk of bias.

Other potential sources of bias

There were baseline imbalances in two trials: in Stevens 2002,
participants in the linezolid group were significantly older than
those in the vancomycin group (63.9 versus 59.8 years; P value
0.0157), while in Sharpe 2005, patients in the linezolid group were
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significantly younger than those in the vancomycin group (66
versus 76 years). These two trials were judged to be at an high risk
of bias for this domain.

E>ects of interventions

Linezolid compared with vancomycin (nine RCTs)

Primary outcomes  

Clinical cure

Eight RCTs that reported outcomes in adult or mixed populations
(Itani 2010; Jaksic 2006; Kohno 2007; Lin 2008; Sharpe 2005;
Stevens 2002; Weigelt 2005; Wilcox 2009), and one RCT that
reported outcomes in children (Yogev 2003), were included for this
outcome. In total, 3114 participants with SSTIs were randomised
in nine RCTs. We conducted ITT analysis for all randomised
participants. We coded indeterminate outcomes and missing data
as "no cure". Pooling of the nine trials demonstrated a statistically
significant diJerence in cure rate of SSTIs in favour of linezolid (RR

1.09, 95% CI 1.03 to 1.16; I2 = 13%; Analysis 1.1). The NNT was 20.

Microbiological cure

The meta-analysis to evaluate the microbiological cure rate
included 2014 SSTI participants from all nine trials with a positive
culture at baseline. More SSTIs achieved microbiological cure when
treated with linezolid than with vancomycin (RR 1.08, 95% CI 1.01

to 1.16; I2 = 42%; Analysis 2.1).The NNT was 20.

SSTI-related and treatment-related mortality

No RCT reported SSTI-related or treatment-related mortality. Three
RCTs (2352 participants) reported all-cause mortality of SSTI
patients (Itani 2010; Weigelt 2005; Yogev 2003), and found there was
no significant diJerence in all-cause mortality between linezolid

and vancomycin (RR 1.44, 95% CI 0.75 to 2.80; I2 = 0%; Analysis
3.1). Although two RCTs (1331 participants) reported mortality
data in hospitalised, febrile adults with cancer and proven, or
suspected, Gram-positive bacterial infection (Jaksic 2006); and
catheter-related infection (Wilcox 2009), the data were mixed, and
mortality data due to SSTIs could not be extracted. We contacted
the trial authors to obtain separate mortality data for patients with
SSTIs, but have not received any response. The remaining four RCTs
did not report mortality data.

Secondary outcomes  

Adverse events

One trial (726 participants) reported adverse events including
events related, or unrelated, to treatment (Wilcox 2009). Seven
trials (3710 participants) reported data on treatment-related
adverse events (Itani 2010; Jaksic 2006; Kohno 2007; Lin 2008;
Stevens 2002; Weigelt 2005; Yogev 2003). One trial (60 participants)
did not mention adverse events (Sharpe 2005).

Three RCTs evaluated adverse events in SSTI participants and
were included in the meta-analysis (Itani 2010; Weigelt 2005; Yogev
2003), while the other five RCTs reported data on adverse eJects for
a variety of infection types, such as bacteraemia, pneumonia, and
urinary tract infections, so that data relating to SSTIs could not be
extracted (Kohno 2007; Lin 2008; Jaksic 2006; Stevens 2002; Wilcox
2009).

Fewer people in the linezolid group had red man syndrome (two

RCTs, 1172 patients; RR 0.04, 95% CI 0.01 to 0.29; I2 = 0%; Analysis
4.3), pruritus (three RCTs, 2352 patients; RR 0.36, 95% CI 0.17 to

0.75; I2 = 1%; Analysis 4.4), and rash (three RCTs, 2352 patients; RR

0.27, 95% CI 0.12 to 0.58; I2 = 6%; Analysis 4.5), when compared with
vancomycin.
More people in the linezolid group had thrombocytopenia (two

RCTs, 1300 patients; RR 13.06, 95% CI 1.72 to 99.22; I2 = 31%;
Analysis 4.6), and nausea (two RCTs, 2232 patients; RR 2.45, 95% CI

1.52 to 3.94; I2 = 0%; Analysis 4.8).
No diJerences were reported for anaemia (two RCTs,1300 patients;

RR 0.73, 95% CI 0.33 to 1.62; I2 = 0%; Analysis 4.1), diarrhoea (three

RCTs, 2352 patients; RR 1.78, 95% CI 0.82 to 3.88; I2= 59%; Analysis
4.2), headache (two RCTs,2232 patients; RR 1.23, 95% CI 0.59 to 2.61;

I2= 59%; Analysis 4.7), or vomiting (two RCTs, 2232 patients; RR 2.20,

95% CI 0.96 to 5.04; I2 = 0%; Analysis 4.9).

Duration of hospital stay

Four RCTs (2522 participants) reported the duration of hospital stay
(Itani 2010; Sharpe 2005; Stevens 2002; Weigelt 2005), but reported
only the mean days and P value. Itani 2010 showed that in the
linezolid group, the median and mean lengths of stay (LOS) were
5.0 and 7.7 days, respectively, compared with 7.0 and 8.9 days,
respectively, in the vancomycin group (P value 0.016). Sharpe 2005
reported that the median LOS was three days shorter with linezolid
(P value 0.003). Stevens 2002 reported that LOS was five days
shorter for the linezolid group than the vancomycin group (9 versus
14 days, P value 0.052) among patients with SSTI. Weigelt 2005
found that the mean all cause total LOS was significantly shorter in
the linezolid arm (7.4 versus 9.8 days, P value less than 0.0001).

Duration of treatment

Seven RCTs (4316 participants) reported the treatment duration
(Itani 2010; Jaksic 2006; Kohno 2007; Lin 2008; Stevens 2002;
Weigelt 2005; Wilcox 2009), but only two reported results for
the subset of SSTI patients (Itani 2010; Weigelt 2005). Itani 2010
reported only the mean days and P value. The mean duration of
intravenous therapy was reported as being significantly shorter in
the linezolid group than the vancomycin group (5.3 versus 9.8 days;
P value 0.001). For Weigelt 2005, however, the mean treatment
duration was longer for the linezolid group than for the vancomycin
group (MD 0.90 days, 95% CI 0.32 to 1.48; Analysis 5.1).

Costs

Two RCTs (1240 participants) reported the treatment cost (Sharpe
2005; Weigelt 2005), but Sharpe 2005 did not report the SD or SE.The
daily cost of outpatient therapy was USD 97 less with oral linezolid
than with intravenous vancomycin (USD 103 versus USD 200, P
value less than 0.001). Medication charges per day for inpatient
linezolid treatment were USD 117 more than those for inpatient
vancomycin (USD 277 versus USD 160, P value 0.069). However, the
median length of hospital stay was three days shorter with linezolid
(P value 0.003). Thus, with linezolid treatment, an average of USD
6438 in total hospital charges per patient was avoided (Sharpe
2005). Weigelt 2005 found that mean cost (plus or minus SD) for
treatIing with linezolid was less than for vancomycin; that is, USD
4865 plus or minus USD 4367 compared with USD 5738 plus or
minus USD 5190, respectively (P value 0.017).
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Subgroup analyses

1. Children (under 18 years) and adults (18 years or over)

There was only one study (120 participants) in children (Yogev
2003), though five RCTs (2402 participants) included adults (18
years or over) with SSTI (Itani 2010; Kohno 2007; Lin 2008; Sharpe
2005; Weigelt 2005). The remaining three RCTs (592 participants)
included mixed populations (13 years and over) with SSTI (Jaksic
2006; Stevens 2002; Wilcox 2009). In children, there was no
statistically significant diJerence for either clinical cure (RR 1.14;
95% CI 0.91 to 1.44) or microbiological cure (RR 1.08; 95% CI 0.90
to 1.31). In adults (18 years and over), there was a statistically
significant diJerence in favour of linezolid for both clinical cure (RR

1.16; 95% CI 1.02 to 1.32; I2 = 42%; Analysis 1.2) and microbiological

cure (RR 1.17; 95% CI 1.02 to 1.34; I2 = 61%; Analysis 2.2). There
were insuJicient data to undertake subgroup analyses for other
outcomes.

2. Uncomplicated SSTIs and complicated SSTIs

No trial reported uncomplicated SSTIs. This meant that there were
insuJicient data to permit this subgroup analysis.

3. MRSA subset

Five RCTs (2570 participants) enrolled people with MRSA infections
(Itani 2010; Kohno 2007; Sharpe 2005; Stevens 2002; Weigelt 2005).
One RCT enrolled people with Gram-positive bacterial infection,
but reported data of MRSA as a subset (89 participants) (Wilcox
2009). Thus, six RCTs reported the clinical and microbiological
cure rate of MRSA infections. Clinical cure was evaluated in the
people who were suspected or proven to have MRSA infections
(2659 participants), while microbiological cure rate was evaluated
for the people who had a positive MRSA culture at baseline (1289
participants). The results showed that linezolid achieved both a

significantly better clinical cure rate (RR 1.09, 95% CI 1.03 to 1.17; I2

= 0%; Analysis 1.3), and microbiological cure rate (RR 1.17, 95% CI

1.04 to 1.32; I2 = 46%; Analysis 2.3), than vancomycin. There were
insuJicient data to do subgroup analyses for other outcomes.

Sensitivity analysis

1. Exclusion of studies with inadequate concealment of allocation

Allocation concealment was unclear in all included RCTs and,
therefore, this analysis was not undertaken.

2. Exclusion of studies in which outcome evaluation was not blinded

Only two of the nine included trials had a blinded design (Jaksic
2006; Lin 2008). A)er removal of the studies in which outcome
evaluation was not blinded, there was no diJerence in treatment
success for clinical cure for patients (RR 1.22, 95% CI 0.97 to 1.53), or
for microbiological cure for patients (RR 1.08, 95% CI 0.85 to 1.38).
There was no blinding for any other outcome for the RCTs, so there
were insuJicient data to perform the planned sensitivity analyses.

D I S C U S S I O N

Summary of main results

This review evaluated the eJects and safety of linezolid compared
with vancomycin for the treatment of people with skin and so)
tissue infections (SSTIs). Of the 26 studies initially identified, nine
(with 18 citations) were included in the review.

In summary, the included RCTs were of poor methodological
quality, with high risk of bias, which weakens the confidence
that can be placed on the individual and pooled results. The
results of our review suggest that linezolid was more eJective
than vancomycin for treatment of SSTIs. Linezolid treatment was
associated with a better clinical cure rate (RR 1.09, 95% CI 1.03 to
1.16), and better microbiological cure rate (RR 1.08, 95% CI 1.01
to 1.16). There was no significant diJerence in mortality between
linezolid and vancomycin (RR 1.44, 95% CI 0.75 to 2.80). The
linezolid group had a lower incidence of red man syndrome (RR
0.04, 95% CI 0.01 to 0.29), pruritus (RR 0.36, 95% CI 0.17 to 0.75), and
rash (RR 0.27, 95% CI 0.12 to 0.58) than vancomycin. The linezolid
group, however, had a greater incidence of thrombocytopenia (RR
13.06, 95% CI 1.72 to 99.22), and nausea (RR 2.45, 95% CI 1.52
to 3.94). We undertook subgroup analyses in people who had
MRSA infections and found that linezolid was more eJective than
vancomycin in achieving a clinical cure (RR 1.09, 95% CI 1.03 to 1.17)
and a microbiological cure (RR 1.17, 95% CI 1.04 to 1.32). We also
undertook subgroup analyses in children (under 18 years of age)
and adults (18 years and over). In children, there was no statistically
significant diJerence for clinical cure and microbiological cure
(one RCT Yogev 2003). In adults (18 years and over), there was
a statistically significant diJerence in favour of linezolid for both
clinical cure (RR 1.16; 95% CI 1.02 to 1.32) and microbiological cure
(RR 1.17; 95% CI 1.02 to 1.34).The lengths of stay in hospital were
shorter for the linezolid group than the vancomycin group. The
daily cost of outpatient therapy was less with oral linezolid than
with intravenous vancomycin. Although inpatient treatment with
linezolid cost more than inpatient treatment with vancomycin per
day, the median length of hospital stay was three days shorter with
linezolid. Thus, total hospital charges per patient was less with
linezolid treatment than with vancomycin treatment.

Overall completeness and applicability of evidence

The outcomes reported in the trials focused on clinical and
microbiological cure. Economics of health, such as duration of
hospital stay, treatment duration and cost were reported in only a
few RCTs. Four RCTs reported the duration of hospital stay (Itani
2010; Sharpe 2005; Stevens 2002; Weigelt 2005), but they only
reported the mean days and P value. Only two RCTs reported results
for subsets of SSTI patients (Itani 2010; Weigelt 2005). The duration
of intravenous treatment was shorter for patients treated with
linezolid in Itani 2010, however, it was longer in Weigelt 2005. Two
trials reported the treatment cost (Sharpe 2005; Weigelt 2005).

No RCT reported SSTI-related and treatment-related mortality,
and only three reported all-cause mortality and adverse eJects
for the subset of SSTI patients (Itani 2010; Weigelt 2005; Yogev
2003). Other RCTs reported the outcome for a pooled population
of patients with mixed infection types, but, as we know, potential
diJerences in mortality and adverse eJects may exist within these
diJerent infection types. Unless individual subsets of patients were
investigated, this result could not reflect mortality or adverse
events specifically for SSTIs.

Six of the nine included trials were multinational studies (Itani 2010;
Jaksic 2006; Stevens 2002; Weigelt 2005; Wilcox 2009; Yogev 2003);
the remaining three were located in the USA (Sharpe 2005), Japan
(Kohno 2007), and China (Lin 2008). Participants came from diverse
cultural and geographic backgrounds, were of all ages, and both
sexes were represented, therefore, this review is representative of
diJerent racial and regional groups.
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Quality of the evidence

In general, all the trials were of poor methodological quality. Firstly,
although all studies stated that randomisation was used, none
mentioned the method of randomisation. Treatment allocation
was not concealed in seven of the trials and it was unclear whether
it had been in the remaining two RCTs. The lack of disclosure of the
method of randomisation and the lack of allocation concealment
in all included trials is concerning. Treatment eJect may be
overestimated by 30 to 40 per cent when allocation concealment
is absent (Schulz 1995). Secondly, only two of the nine RCTs
(with small sample sizes) had a blinded design (Jaksic 2006;
Lin 2008), and lack of blinding might cause an overestimation
of treatment eJects.Thirdly, seven of the nine RCTs were either
unclear about, or did not report dropout data, and none of them
undertook an ITT analysis. The omission or non-reporting of these
items may lead to, or indicate, attrition bias that may contribute
to false positive or negative findings. Finally, all the trials were
funded by the pharmaceutical company that produces linezolid.
It should be noted that, while the pharmaceutical companies
need to support research in an ethical manner, pharmaceutical
funding may introduce publication bias and, in this case, might
overestimate the eJects of linezolid.

Potential biases in the review process

1. We could not perform a funnel plot to investigate publication
bias in this systematic review due to the small numbers of trials.
Thus, one of our concerns is the potential for publication bias.
The pharmaceutical company that produces linezolid funded all
nine of the included trials in this review, which might mean that
positive results are more likely to be reported than negative ones.
Previously an association between positive results and publication
has been demonstrated (Dickersin 1990), which may have identified
a potential source of bias that, in this case, could have led to an
overestimation of the treatment eJect.

2. All RCTs excluded patients with severe SSTIs, such as necrotising
fasciitis, gas gangrene, and infected burns, therefore, the eJects
of linezolid or vancomycin for such severe infections could not be
estimated.

3. We undertook subgroup analysis for MRSA-infected SSTIs. Two
potential biases need to be considered: firstly, when a person
presents with a SSTI, the identity of the infecting pathogen is
usually not known. Whilst, for the outcome of clinical cure, it was
suspected that the participants had MRSA-infected SSTIs, MRSA
can only be identified a)er culture. Secondly, although testing for
microbiological eradication may provide definitive confirmation
that the MRSA SSTI has been resolved, use of this endpoint is
confounded by people who have natural colonisation of MRSA.
This may be a potential source of bias, as it could have led to
an underestimate of the treatment eJect. Hence, clinicians should
consider both the clinical and microbiological cure as indicators of
treatment response.

4. The heterogeneity in this review was somewhat high for five
outcomes. Possible reasons for this could include the lack of
concealment of allocation, failure to perform an intention-to-treat
analysis, and underlying patient characteristics such as diJerent
types of SSTIs and age.

5. A)er removal of the trials in which outcome assessment was
not blinded, there were only two trials (Jaksic 2006; Lin 2008).
Sensitivity analyses showed no diJerence in treatment success
for clinical or microbiological cure. This may be due to the small
sample sizes of the trials included (109 participants).

Agreements and disagreements with other studies or
reviews

Our results are in agreement with some studies. Worldwide
clinical trials with linezolid have demonstrated that linezolid has
significantly better clinical and microbiological cure rates than
vancomycin in people with pneumonia (Kollef 2004; Wunderink
2003). There also are some reviews which have favoured linezolid:
one meta-analysis evaluated the clinical and microbiological
outcomes of linezolid compared with vancomycin in MRSA
complicated SSTIs (Bounthavong 2010): it reported that resolution
of infection favoured the use of linezolid over vancomycin (OR
1.41; 95% CI: 1.03 to 1.95), and that microbiological eradication in
MRSA patients consistently favoured the use of linezolid (OR 2.90;
95% CI: 1.90 to 4.41). Another meta-analysis also demonstrated
that linezolid was more eJective than vancomycin (OR 1.40,
95% CI 1.01 to 1.95) in people with SSTIs (Beibei 2010). For
adverse eJects, both reviews found that people treated with
linezolid had higher proportions of thrombocytopenia, and a
higher proportion of people treated with vancomycin had renal
insuJiciency. No diJerence in mortality was reported between the
two antibiotics. Nonetheless, these reviews have limitations: they
assessed mortality and adverse eJects using mixed data, whilst
data due to SSTIs could not be extracted. As we know, the mortality
and side eJects of SSTIs may not be the same as with other
infections. For example, the mortality for bacteraemia is higher
than for SSTIs. Secondly, some RCTs we identified and included
in this review were not included in the earlier reviews (Itani 2010;
Jaksic 2006; Sharpe 2005).

Despite this, our results are inconsistent with some other reviews.
One review compared the eJects of linezolid with vancomycin for
the treatment of MRSA SSTIs in hospital inpatients (Dodds 2009).
This review included four trials with a total of 174 participants
for clinical outcomes and 439 participants for microbiological
outcomes, respectively (Sharpe 2005; Stevens 2002; Weigelt 2005;
Yogev 2003). There was no significant eJect for clinical outcomes
(RR 0.34; 95% CI 0.04 to 2.89) or microbiological outcomes (RR
0.55; 95% CI 0.30 to 1.01). Another review compared linezolid
with vancomycin (Shorr 2005), and concluded that linezolid was
not inferior to vancomycin in patients with secondary S aureus
bacteraemia (five RCTs; 144 adults with S aureus bacteraemia).
These two reviews were small, which may be a possible cause of
these inconsistencies.

A U T H O R S '   C O N C L U S I O N S

Implications for practice

The poor quality evidence contained within this systematic review
shows that linezolid seems to be more eJective than vancomycin
for the treatment of patients with SSTIs and SSTIs caused by MRSA.
The lengths of stay in hospital were shorter, and the costs of
treatment were lower, for people in the linezolid group compared
to the vancomycin group. Fewer people in the linezolid group
suJered from red man syndrome, pruritus and rash compared
with vancomycin, but more people in the linezolid group suJered
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from thrombocytopenia and nausea. In spite of these results, the
evidence may be limited by potential biases, so further evidence
from higher quality trials is necessary before definite conclusions
can be drawn.

Implications for research

Further well-designed and reported randomised controlled trials
are needed to confirm the available evidence. The following
features should be addressed in future studies:

1. Detailed reporting of the methods of randomisation and
allocation concealment.

2. Application and clear description of blinding.

3. Adverse events critically assessed by standardised reporting and
RCTs with larger samples.

4. Appropriate outcomes: mortality, cure rate, duration of hospital
stay, duration of treatment, and cost-eJectiveness of the
treatment.

5. Pharmaceutical companies producing the drugs being assessed
should not fund these trials.

6. Reporting of the methods and results of the trials using relevant
reporting standards.
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Methods Open-label, multicentred, randomised study.

Participants Location: 102 centres in the USA, Eastern and Western Europe, Latin America, South Africa, Malaysia,
and Singapore.
Time frame: October 2004-July 2007.
Inclusion criteria: patients ≥18 years, with MRSA-infected cSSTIs.
Patient numbers: 1052 randomised. 640 were confirmed as MRSA positive, 322 in linezolid group, and
318 in vancomycin group.
Average age: Linezolid group: 49.7 years, Vancomycin group: 49.4 years.
Male:female ratio: Linezolid group: 305:232, Vancomycin group: 315:200.

Interventions Linezolid group (n = 537): 600 mg IV linezolid every 12 h; could be switched to oral at any time at investi-
gator's discretion.
Vancomycin group (n = 515): IV 15 mg/kg vancomycin every 12 h with dose adjustment as necessary,
based on trough levels and creatinine clearance.
Treatment duration: 7–14 days for both groups.

Outcomes Clinical outcomes: the number of cures. 
Microbiological outcomes: measured by pathogen eradication rate.
Safety: treatment-related adverse events.
Mortality: number of deaths in each group; investigator considered cause of death to be unrelated to
the study drug.
Length of hospital stay.
Duration of intravenous therapy.

Notes Aztreonam (or other antibiotic known to be inactive against Gram-positive organisms/MRSA) and
metronidazole were permitted to treat suspected Gram-negative pathogens and anaerobic pathogens,
respectively.
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Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomised".
Comment: the method of sequence generation was not reported in the trial.

Allocation concealment
(selection bias)

High risk Quote: "This prospective, randomised, open-label, comparator-controlled,
multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "This prospective, randomised, open-label, comparator-controlled,
multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

High risk Quote: "This prospective, randomised, open-label, comparator-controlled,
multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "This prospective, randomised, open-label, comparator-controlled,
multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

High risk Dropouts: Linezolid group: 93/322 (28.9%); Vancomycin group: 108/318
(33.9%).
Comment: the reasons for dropping-out were not reported, and the rate of
dropout was high. We think this level of losses would have affected the out-
come.

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 1052 randomised, 640 included in analysis.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Low risk Quote: "study was conducted between October 2004 and July 2007 (Clinical
Trials gov: no. NCT00087490)".
Comment: the study protocol was available and all of the study's pre-specified
(primary and secondary) outcomes that were of interest in the review were re-
ported in the pre-specified way.

Other bias Low risk No other biases identified.

Itani 2010  (Continued)
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Methods Randomised, multicentred, multinational, double-blind study.

Participants Location: 58 sites in Australia, Austria, Belgium, Croatia, France, Germany, Greece, Italy, Poland, Russia,
Slovenia, South Africa, Spain, and Switzerland.
Time frame: November 2000-May 2002.
Inclusion criteria: patients ≥ 13 years, hospitalised febrile adults with cancer and proven, or suspected,
Gram-positive bacterial infection.
Patient numbers: 605 randomised, 47 had SSTIs.
Average age: Linezolid group: 47.2 years, Vancomycin group : 48.1 years (for all study participants).
Male:female ratio: Linezolid group: 129:125, Vancomycin group: 161:140 (for all study participants).

Interventions Linezolid group (n = 304, 27 SSTIs): linezolid: 600 mg IV every 12 h.
Vancomycin group (n = 301, 20 SSTIs): vancomycin: 1 g IV every 12 h.
Treatment duration: median length of therapy 10 days for both groups.
Follow-up duration: 10–28 days for both groups.

Outcomes Clinical outcomes: clinical success was defined as cure (defervescence (abatement of fever) and reso-
lution of signs and symptoms of infection), or improvement (defervescence and improvement of signs

and symptoms of infection). Defervescence was defined as maximum oral temperature of ≤ 37.5 oC or

axillary temperature of ≤ 36.7 oC on 3 consecutive days. Failure was defined as persistence, or progres-
sion, of clinical signs and symptoms of infection, or development of new findings. An indeterminate
outcome was defined as an inability to make an assessment.
Microbiological outcomes: assessed as success (documented eradication, presumed eradication, or
colonisation), failure (documented persistence, presumed persistence, or superinfection), indetermi-
nate, or missing.
Safety: drug-related adverse events.
Mortality: mortality rates at 16 days after completion of therapy.

Notes SSTIs as a subgroup of Gram-positive bacterial infection.

Quote: "B.J., G.M., and J.P.-O. received research grants from Pfizer. C.S.H., L.B.L, and K.J.T. are em-
ployed by Pfizer."
Comment: the study was supported by a grant from Pfizer.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Eligible patients were randomly assigned in a 1:1 ratio".
Comment: the method of sequence generation was not reported in the trial.

Allocation concealment
(selection bias)

Unclear risk Comment: did not report whether allocation was concealed.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

Low risk Quote: "To maintain blinding, a research pharmacist prepared study medica-
tions; an unblinded co investigator monitored vancomycin or serum creatinine
levels in accordance with local practice".
Comment: participants were blinded.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

Low risk Quote: "To maintain blinding, a research pharmacist prepared study medica-
tions; an unblinded co investigator monitored vancomycin or serum creatinine
levels in accordance with local practice".
Comment: the care-giver was blinded.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

Unclear risk Quote: "an unblinded co investigator monitored vancomycin or serum creati-
nine levels in accordance with local practice".

Jaksic 2006 
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Comment: knowledge of the intervention was unlikely to cause bias of van-
comycin or serum creatinine levels, but the trial report did not state whether
the assessor of signs and symptoms of infection was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

Unclear risk Comment: dropouts reported for all study participants, but not clear for SSTIs.

dropouts: Linezolid group: 53/304 (17.4%); Vancomycin group: 64/301 (21.2%).

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 605 randomised, 488 included in analysis for all study participants.

47 randomised, 38 included in analysis for SSTIs.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and the trial authors did not re-
port whether the published reports included all expected outcomes.

Other bias Low risk No other biases identified.

Jaksic 2006  (Continued)

 
 

Methods Open-label, comparator-controlled, multicentred study, 2:1 ratio randomised.

Participants Location: 84 sites in Japan.
Time frame: October 2001-January 2004.
Inclusion criteria: patients > 20 years, with confirmed, or suspected, MRSA-related pneumonia, cSSTI
or sepsis.
Patient numbers: 151 randomised, 48 had MSRA SSTIs.
Average age: Linezolid group: 68.4 years, Vancomycin group: 67.5 years (for all study participants).
Male:female ratio: Linezolid group: 70:30, Vancomycin group: 36:15 (for all study participants).

Interventions Linezolid group (n = 100, 31 SSTIs): linezolid 600 mg IV every 12 h, could be switched to oral after a mini-
mum of 3 days.
Vancomycin group (n = 51, 17 SSTIs): vancomycin 1 g IV every 12 h.
Treatment duration: 7–28 days for both groups.

Outcomes Clinical outcomes: the success rate was defined as the number of cures and improvements divided by
the number of cures, improvements and failures. "Cured" defined as resolution of the clinical signs
and symptoms of infection when compared with baseline; "improved" defined as improvement in 2 or
more, but not all, clinical signs and symptoms of infection when compared with baseline; "failed" de-
fined as persistence or progression of baseline clinical signs and symptoms of infection; and "indeter-
minate" defined as unable to assess.
Microbiological outcomes: microbiological eradication rates.
Safety: treatment-related adverse events.

Notes Patients could receive aztreonam or gentamicin (or other aminoglycosides with no activity against the
isolated MRSA) for Gram-negative coverage.

Quote: "This study was sponsored by Pfizer Inc. Editorial support was provided by Philip Matthews at
PAREXEL and was funded by Pfizer Inc."

Risk of bias

Bias Authors' judgement Support for judgement

Kohno 2007 
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Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomised".
Comment: the method of sequence generation in the trial was not reported.

Allocation concealment
(selection bias)

High risk Quote: "This was a open-label, comparator-controlled, multicentre study".

Comment: the trial had an open-label design, and, therefore was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "This was a open-label, comparator-controlled, multicentre study".

Comment: the trial had an open-label design, and, therefore was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

High risk Quote: "This was a open-label, comparator-controlled, multicentre study".

Comment: the trial had an open-label design, and, therefore was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "This was a open-label, comparator-controlled, multicentre study".

Comment: the trial had an open-label design, and, therefore was judged to be
at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

High risk Only reported the number of dropouts, but not the reasons. These figures were
not clear for SSTIs.

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 151 randomised, 92 were included in analysis for all study participants.

48 randomised, 28 were included in analysis for SSTIs.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and the trial authors did not
state whether the published reports included all expected outcomes.

Other bias Low risk No other biases identified.

Kohno 2007  (Continued)

 
 

Methods Randomised, double-blind, multicentred study.

Participants Location: 7 sites in China.
Time frame: April 2001-March 2005.
Inclusion criteria: hospitalised patients aged 18–75 years with known, or suspected, infection due to
Gram-positive bacteria, including pneumonia and cSSTI.
Patient numbers: 142 randomised, 62 had cSSTI.
Average age: Linezolid group: 56.3 years, Vancomycin group: 59.6 years (for all study participants).
Male:female ratio: Linezolid group: 46:25, Vancomycin group: 42:29 (for all study participants).

Interventions Linezolid group ( n = 71, 33 SSTIs): linezolid 600 mg IV every 12 h.
Vancomycin group (n = 71, 29 SSTIs): vancomycin 1 g IV every 12 h if aged ≤ 60 years, or 0.75 g if aged >
60 years.
Treatment duration: 7–21 days for both groups.

Outcomes Clinical outcomes: "cured" defined as complete resolution of 4 areas identified at baseline as ab-
normal: (i) signs; (ii) symptoms; (iii) haematology and chemistry; and (iv) microbiology; "marked im-

Lin 2008 
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provement" defined as resolution of 3/4 areas; "improved" defined as resolution of at least 2 areas;
"failed"defined as persistence or progression of baseline.
Microbiological outcomes: measured by pathogen eradication rate.
Safety: drug-related adverse events.

Notes Concomitant use of aztreonam was permitted in patients with documented mixed Gram-positive and
Gram-negative organisms.

Quote: "This study was sponsored by Pfizer Inc. Editorial support was provided by Jean Turner and Eliz-
abeth Melby Wells of PAREXEL (Stamford, CT) and was funded by Pfizer Inc."

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomised".
Comment: the method of sequence generation in the trial was not reported.

Allocation concealment
(selection bias)

Unclear risk Comment: no report of whether allocation was concealed.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

Unclear risk Quote: "This Phase 3, randomised, double-blind, comparator controlled, mul-
ticentre study".

Comment: reported to be double-blind, but no specific details provided about
who was blinded.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

Unclear risk Quote: "This Phase 3, randomised, double-blind, comparator controlled, mul-
ticentre study"
Comment: reported to be double-blind, but no specific details provided about
who was blinded.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

Unclear risk Quote: "This Phase 3, randomised, double-blind, comparator controlled, mul-
ticentre study"
Comment: reported to be double-blind, but no specific details provided about
who was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

Low risk dropouts were adequately addressed.

dropouts(for all study participants): Linezolid group: 12/71 (16.9%); Van-
comycin group: 14/71 (19.7%).

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 142 randomised, 121 included in analysis for all study participants.

62 randomised, 59 were included in analysis for SSTIs.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and the trial authors did not
state whether the published reports included all expected outcomes.

Other bias Low risk No other biases identified.

Lin 2008  (Continued)

 
 

Methods Single-centred, open-label randomised study.

Participants Location: USA.

Sharpe 2005 
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Unknown time frame.
Inclusion criteria: patients ≥18 years, with proven MRSA-related cSSTIs requiring surgical intervention.
Patient numbers: 60 randomised.
Average age: Linezolid group: 66 years, Vancomycin group: 76 years.
Male:female ratio: Linezolid group: 10:20, Vancomycin group: 10:20.

Interventions Linezolid group (n = 30): linezolid 600 mg orally every 12 h.
Vancomycin group (n = 30): vancomycin 1 g IV every 12 h.
Treatment duration: the median length of therapy was 10 days for both groups.

Outcomes Clinical outcomes: clinical cure defined as temperature normalization; presence of granulation or
wound healing; resolution of pain; and decreased or resolved erythema, oedema, induration, and
colour. Ulceration could persist, but lesions must appear noninfected to be defined as clinically cured.
Clinical improvement defined as moderate resolution of 2 or more clinical symptoms. Clinical failure
defined as persistence or progression of baseline signs and symptoms, development of new symptoms
consistent with Gram-positive infection, or inability to complete the study because of adverse events.
Microbiological outcomes: microbiological eradication documented by culture or presumed because
of an absence of clinical symptoms. Microbiological persistence documented by presence of 1 or more
of the original infecting organisms on the culture test for cure. Microbiological recurrence defined as
presence on final culture of an original infecting organism whose eradication had been either docu-
mented or presumed at the end of therapy.
Hospitalisation duration: median length of hospital stay.
Cost: total hospital charges per patient; the daily cost of outpatient therapy.

Notes All patients received perioperative cefazolin while awaiting culture results. Patients could receive up to
48 h of topical or systemic antibiotics before randomisation.

Quote: "Supported by an unrestricted educational grant from Pfizer Inc." Comment: this study was sup-
ported by Pfizer, Inc.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Thirty patients were randomised".
Comment: the method of sequence generation used in the trial was not re-
ported.

Allocation concealment
(selection bias)

High risk Quote: "This single-center, open-label study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "This single-center, open-label study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

High risk Quote: "This single-center, open-label study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "This single-center, open-label study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Sharpe 2005  (Continued)
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Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

High risk Comment: data concerning dropouts were not reported. The trial paper on-
ly reported the percentage cured. We calculated the number of clinical cures
from this percentage.

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

Unclear risk Comment: did not report whether ITT was undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and trial authors did not report
whether the published reports included all expected outcomes.

Other bias Unclear risk Comment: there was baseline imbalance as the group of patients who re-
ceived linezolid were significantly younger than those who received van-
comycin (66 vs 76 years), this is unlikely to be clinically significant.

Sharpe 2005  (Continued)

 
 

Methods Open-label, multicentred, randomised phase III clinical trial.

Participants Location: 104 sites in North America, Europe, Latin America and Asia.
Time frame: July 1998-July 1999.
Inclusion criteria: patients ≥ 13 years, hospitalised with presumed MRSA infection.
Patient numbers: 460 randomised, 230 had SSTIs.
Average age: Linezolid group: 63.9 years, Vancomycin group: 59.8 years (for all study participants).
Male:female ratio: Linezolid group: 143:97, Vancomycin group: 131:89 (for all study participants).

Interventions Linezolid group (n = 240, 122 SSTI): linezolid 600 mg IV twice daily, which could be changed to oral with
clinical improvement.
Vancomycin group (n = 220, 108 SSTI): vancomycin 1 g IV twice daily.
Treatment duration: 7–14 days for both groups.

Outcomes Clinical outcomes: used 4 possible clinical outcomes: "cure," "treatment failure," "indeterminate," or
"missing." "Cure" defined as resolution of baseline clinical signs and symptoms of infection after ≥ 5
days and ≥ 10 doses of treatment. "Treatment failure" assigned if there was persistence or progression
of signs and symptoms of infection after ≥ 2 days and ≥ 4 doses of treatment, or if there was no clinical
assessment at end of therapy and test-of-cure. "Indeterminate" assigned if there was clinical improve-
ment, or cure, at end of therapy but no test-of-cure assessment, or if there was cure after receipt of <
5 days or < 10 doses of study medication. "Missing" was assigned if < 2 days or < 4 doses of treatment
were received.
Microbiological outcomes: 4 possible microbiological outcomes: "success," "treatment failure," "inde-
terminate," or "missing." "Success" defined as documented or presumed eradication of all pathogens
present at baseline or colonization. "Treatment failure" defined as documented or presumed persis-
tence of 1 pathogen present at baseline, superinfection, or reinfection. "Indeterminate" assigned if the
clinical outcome at test-of-cure visit was indeterminate or missing. "Missing" assigned if there were no
microbiological data from the test-of-cure visit.
Safety: drug-related adverse events.

Length of stay.

Notes SSTIs were a subset of MRSA infection. The trial also included other infection types such as bacter-
aemia, pneumonia, and urinary-tract infections.
Gram-negative coverage was allowed.

Quote: "D.L.S. has received funding from Pharmacia, Pfizer Pharmaceuticals, and Wyeth-Ayerst for in-
vestigator-initiated research proposals".

Stevens 2002 
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Comment: DLS was the lead author of the study report.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Hospitalized patients were randomised".
Comment: the method of sequence generation used in the trial was not re-
ported.

Allocation concealment
(selection bias)

High risk Quote: "This randomised open-label trial".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "This randomised open-label trial".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

High risk Quote: "This randomised open-label trial".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "This randomised open-label trial".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

Unclear risk Quote: "Overall, 78 (32.5%) of 240 patients in the linezolid group and 69
(31.4%) of 220 in the vancomycin group discontinued treatment. The most
common reasons for discontinuation of study medication were as follows:
no methicillin-resistant pathogen detected at baseline (13.3% of patients
[32/240] in the linezolid group vs 17.3% of patients [38/220] in the vancomycin
group) . . ."
Comment: dropouts reported for all MRSA infections, but not clear for SSTIs.

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 460 randomised, 361 included in analysis for all study participants.

230 randomised, 186 included in analysis for SSTIs.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and trial authors did not report
whether the published reports included all expected outcomes

Other bias Unclear risk Quote: "patients who received linezolid were significantly older than those
who received vancomycin (63.9 vs 59.8 yrs p = 0.0157)".

Comment: baseline imbalance reported, this is unlikely to be clinically signifi-
cant, therefore, judged to be at unclear risk of bias.

Stevens 2002  (Continued)

 
 

Methods Randomised, open-label, multicentred study.

Participants Location: Asia Pacific, South America, North America, Europe and New Zealand.

Weigelt 2005 
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Timeframe: October 2002-March 2003.
Inclusion criteria: suspected or proven MRSA complicated SSTIs requiring hospitalisation.
Patient numbers: 1200 randomised; 20 of these were randomised but never received treatment (8 nev-
er received linezolid and 12 never received vancomycin).
Average age: 52 years in both groups.
Male:female ratio: Linezolid group: 375:217, Vancomycin group: 363:225.

Interventions Linezolid group (n = 592): linezolid 600 mg every 12 h, IV or oral.
Vancomycin group (n = 588): vancomycin 1 g IV every 12 h.
Treatment duration: 4–21 days for both groups.

Outcomes Clinical outcomes: patients counted as (i) "cured" if complete resolution of all pre-therapy clinical signs
and symptoms of infection (e.g. body temperature and white blood cell count) was achieved; (ii) "im-
proved" if, at the end of treatment, 2 or more (but not all) of the pre-therapy clinical signs and symp-
toms of CSSTI were resolved; (iii) "failed" if they exhibited persistence or progression of baseline clin-
ical signs and symptoms of infection, development of new clinical findings consistent with active in-
fection, or an inability to complete the study because of adverse events; and (iv) "indeterminate" if ex-
tenuating circumstances precluded classification to one of the above-described categories, usually be-
cause of missed appointments.
Microbiological outcomes: were categorised as: (i) "success" if had documented or presumed eradica-
tion of the pathogen present at baseline; (ii) "failure" if had documented or presumed persistence of
pathogen present at baseline; (iii) "indeterminate" if pathogen data were indeterminate; or (iv) "miss-
ing" if the pathogen data were missing.

Mortality: the number of death in each group. Cause of death was judged by the investigator to be unre-
lated to the study drug.

Duration of treatment.
Safety: drug-related adverse events.

Length of stay.

Cost.

Notes If MSSA was found, patients were switched to an appropriate antibiotic. Concomitant use of aztreonam
or other antibiotics for Gram-negative organisms was permitted.

Quote: "J. Weigelt, D. Stevens, K. Itani, W. Lau, and M. Dryden have conducted research on behalf of
Pfizer and have been on the Pfizer speakers' bureau. C. Knirsch is an employee of Pfizer, Inc."
Comment: this study was supported by Pfizer, Inc.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomised".
Comment: the method of sequence generation used in the trial was not re-
ported.

Allocation concealment
(selection bias)

High risk Quote: "This was a randomised, open-label".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "This was a randomised, open-label".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 

High risk Quote: "This was a randomised, open-label".

Weigelt 2005  (Continued)
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All outcomes - care givers Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "This was a randomised, open-label".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

Low risk dropouts were adequately addressed.
dropouts: Linezolid group: 46/592 (7.8%); Vancomycin group: 66/588 (11.2%).

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 1200 randomised, 930 included in analysis.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and trial authors did not state
whether the published reports included all expected outcomes.

Other bias Low risk No other biases identified.

Weigelt 2005  (Continued)

 
 

Methods Open-label, multicentred, randomised study.

Participants Location: 100 centres in Europe, USA, Latin America and Asia.
Time frame: May 2002-May 2005.
Inclusion criteria: patients ≥ 13 years, with a central venous, pulmonary artery, or arterial catheter in
place for 13 days and suspected catheter-related infection.
Patient numbers: 726 randomised, 315 had cSSTI.
Average age: Linezolid group: 53.7 years, Vancomycin group: 53.8 years; (for all study participants).
Male:female ratio: Linezolid group: 202:161, Vancomycin group: 210:153 (for all study participants).

Interventions Linezolid group (n = 363, 164 SSTIs): linezolid 600 mg IV every 12 h; could be switched to oral.
Vancomycin group (n = 363, 151 SSTIs): vancomycin 1 g IV every 12 h.
Duration: 7–28 days for both groups.

Outcomes Clinical outcomes: assessed as "success" (cure with resolution of signs and symptoms or, at end of
treatment only, improvement
with moderate resolution of signs and symptoms and no additional antibiotic treatment); or "fail-
ure" (persistence or progression of clinical signs and symptoms or new clinical findings of infection).

Microbiological outcomes: assessed as "success" (documented or presumed eradication based on clin-
ical outcome) or "failure"
(documented or presumed persistence based on clinical failure and either missing microbiologic out-
come or use of non-study antibiotic because of lack of efficacy).
Safety: all adverse events.

All cause mortality: 1-2 weeks after treatment.

Notes For methicillin-susceptible pathogens, vancomycin could be switched to oxacillin 2 g IV, or dicloxacillin
500 mg orally, each given every 6 h. Concomitant therapy allowed on the basis of susceptibility and lo-
cal practice.

Quote: "M.H.W. has received honoraria for consultancy work, financial support to attend meetings, and
research funding from Astra-Zeneca, Bayer, Cerexa, Genzyme, Nabriva, Pfizer, Targanta, Vicuron"

Wilcox 2009 
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Comment: M.H.W was the lead author of the study report.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomly assigned".
Comment: the method of sequence generation used in the trial was not re-
ported.

Allocation concealment
(selection bias)

High risk Quote: "This was a open-label, multicenter comparative study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "This was a open-label, multicenter comparative study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

High risk Quote: "This was a open-label, multicenter comparative study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "This was a open-label, multicenter comparative study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

High risk dropouts (for all study participants):
Linezolid group: 177/363 (48.8%); Vancomycin group: 179/363 (49.3%).
Comments: reasons for dropouts were reported, but the levels were very high.
In addition, the dropout rate was not clear for SSTIs, therefore, this was judged
to be at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 726 randomised, 422 included in analysis for all study participants.

315 randomised, 296 included in analysis for SSTIs.
Comment: ITT was not undertaken.

Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and trial authors did not stated
whether the published reports included all expected outcomes.

Other bias Low risk No other biases identified.

Wilcox 2009  (Continued)

 
 

Methods Open label, randomised, multicentred study, randomised in a 2:1 ratio.

Participants Location: 59 sites throughout USA, Mexico and South America.
Time frame: February 2001-December 2001.
Inclusion criteria: hospitalised patients ≤ 12 years, with pneumonia, SSTIs, catheter-related bacter-
aemia, or bacteraemia of unknown source because of resistant Gram-positive pathogen. This paper on-
ly addressed the cSSTIs outcome.
Patient numbers: 120 randomised.
Average age: Linezolid group: 3.48 years, Vancomycin group: 3.03 years.

Yogev 2003 
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Male:female ratio: Linezolid group: 46:34, Vancomycin group: 23:17.

Interventions Linezolid group (n = 80): linezolid 10 mg/kg IV every 8 h; could be switched to oral after at least 3 days.
Vancomycin group (n = 40): vancomycin 10–15 mg/kg IV every 6–24 h; duration: 10–28 days.
Treatment duration: 7–14 days for both groups.

Outcomes Clinical outcomes: resolution of the signs associated with the cSSI, including lesion size, tenderness,
erythema, swelling, induration, fluctuance, heat/localized warmth or discharge (purulent or nonpuru-
lent).
Microbiological outcomes: individual pathogen eradication rates.
Safety: drug-related adverse events.
All cause mortality: the number of death in each group.

Notes SSTIs as a subset of study Kaplan 2003.
Vancomycin patients could be switched to an alternative antibiotic if non-MRSA pathogen isolated.
Gram-negative coverage was allowed.

Quote: "From the Children's Memorial Hospital, Chicago . . . and Pharmacia Corp.".

Comment: the study was funded by Pharmacia Corporation.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomised in a 2:1 ratio".
Comment: the method of sequence generation used in the trial was not re-
ported.

Allocation concealment
(selection bias)

High risk Quote: "The methods for this open-label, randomised, multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - partici-
pants

High risk Quote: "The methods for this open-label, randomised, multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - care givers

High risk Quote: "The methods for this open-label, randomised, multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Blinding (performance
bias and detection bias) 
All outcomes - outcome
assessors

High risk Quote: "The methods for this open-label, randomised, multicenter study".

Comment: the trial had an open-label design, and, therefore, was judged to be
at high risk of bias.

Incomplete outcome data
(attrition bias) 
All outcomes drop outs re-
ported

High risk Comment: data relating to dropouts were not reported.

Incomplete outcome data
(attrition bias) 
All outcomes ITT analysis
reported

High risk 120 randomised, 108 included in analysis for all study participants.
Comment: ITT was not undertaken.

Yogev 2003  (Continued)
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Selective reporting (re-
porting bias)

Unclear risk Comment: the study protocol is not available and trial authors did not state
whether the published reports included all expected outcomes.

Other bias Low risk No other biases identified.

Yogev 2003  (Continued)

Abbreviations
≥ = equal to or greater than
> = greater than
≤ = equal to or less than
< = less than
cSSTI = complicated skin and so) tissue infection
h = hour(s)
IV = intravenously
ITT = intention-to-treat analysis
 

Characteristics of excluded studies [ordered by study ID]

 

Study Reason for exclusion

Bal 2013 Not a RCT.

Bhavnani 2015 Not compare linezolid vs. vancomycin.

Bounthavong 2009 Cost-effectiveness analysis, not a RCT.

Hau 2002 Cost-effectiveness analysis, not a RCT.

Janis 2014 Cost-effectiveness analysis, not a RCT.

Joseph 2007 Not a RCT.

Kalil 2006 A comment, not a RCT.

Lipsky 2011 A review; pooled data from three prospective clinical trials.

McKinnon 2007 Health economics analysis, not a RCT.

Patanwala 2007 Cost-effectiveness analysis, not a RCT.

Puzniak 2013 Post-hoc pooled data analysis, not a RCT

Puzniak 2014 Post-hot pooled data analysis, not a RCT

Schurmann 2009 Cost-effectiveness analysis, not an RCT.

Abbreviation
RCT = randomised controlled trial
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Comparison 1.   Clinical cure

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 All participants 9 3114 Risk Ratio (M-H, Fixed, 95% CI) 1.09 [1.03, 1.16]

2 Adults' subgroup (≥ 18
years)

5 2402 Risk Ratio (M-H, Random, 95% CI) 1.16 [1.02, 1.32]

3 MRSA subgroup 6 2659 Risk Ratio (M-H, Fixed, 95% CI) 1.09 [1.03, 1.17]

 
 

Analysis 1.1.   Comparison 1 Clinical cure, Outcome 1 All participants.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 223/537 196/515 23.11% 1.09[0.94,1.27]

Jaksic 2006 19/27 14/20 1.86% 1.01[0.69,1.47]

Kohno 2007 14/31 6/17 0.9% 1.28[0.6,2.71]

Lin 2008 30/33 19/29 2.34% 1.39[1.04,1.85]

Sharpe 2005 15/30 6/30 0.69% 2.5[1.12,5.56]

Stevens 2002 64/122 54/108 6.62% 1.05[0.81,1.35]

Weigelt 2005 439/592 402/588 46.59% 1.08[1.01,1.17]

Wilcox 2009 123/164 113/151 13.59% 1[0.88,1.14]

Yogev 2003 64/80 28/40 4.31% 1.14[0.91,1.44]

   

Total (95% CI) 1616 1498 100% 1.09[1.03,1.16]

Total events: 991 (Linezolid), 838 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=9.19, df=8(P=0.33); I2=12.98%  

Test for overall effect: Z=3.06(P=0)  

Favours vancomycin 20.5 1.50.7 1 Favours linezolid

 
 

Analysis 1.2.   Comparison 1 Clinical cure, Outcome 2 Adults' subgroup (≥ 18 years).

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Itani 2010 223/537 196/515 32.09% 1.09[0.94,1.27]

Kohno 2007 14/31 6/17 2.8% 1.28[0.6,2.71]

Lin 2008 30/33 19/29 14.99% 1.39[1.04,1.85]

Sharpe 2005 15/30 6/30 2.48% 2.5[1.12,5.56]

Weigelt 2005 439/592 402/588 47.64% 1.08[1.01,1.17]

   

Total (95% CI) 1223 1179 100% 1.16[1.02,1.32]

Total events: 721 (Linezolid), 629 (Vancomycin)  

Heterogeneity: Tau2=0.01; Chi2=6.9, df=4(P=0.14); I2=42.02%  

Test for overall effect: Z=2.21(P=0.03)  

Favours vancomycin 20.5 1.50.7 1 Favours linezolid
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Analysis 1.3.   Comparison 1 Clinical cure, Outcome 3 MRSA subgroup.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 223/537 196/515 28.24% 1.09[0.94,1.27]

Kohno 2007 14/31 6/17 1.09% 1.28[0.6,2.71]

Sharpe 2005 15/30 6/30 0.85% 2.5[1.12,5.56]

Stevens 2002 64/122 54/108 8.08% 1.05[0.81,1.35]

Weigelt 2005 439/592 402/588 56.92% 1.08[1.01,1.17]

Wilcox 2009 39/49 31/40 4.82% 1.03[0.82,1.28]

   

Total (95% CI) 1361 1298 100% 1.09[1.03,1.17]

Total events: 794 (Linezolid), 695 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=4.76, df=5(P=0.45); I2=0%  

Test for overall effect: Z=2.76(P=0.01)  

Favours vancomycin 20.5 1.50.7 1 Favours linezolid

 
 

Comparison 2.   Microbiological cure

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 All participants 9 2014 Risk Ratio (M-H, Random, 95% CI) 1.08 [1.01, 1.16]

2 Adults' subgroup (≥ 18
years)

5 1458 Risk Ratio (M-H, Random, 95% CI) 1.17 [1.02, 1.34]

3 MRSA subgroup 6 1289 Risk Ratio (IV, Random, 95% CI) 1.17 [1.04, 1.32]

 
 

Analysis 2.1.   Comparison 2 Microbiological cure, Outcome 1 All participants.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Itani 2010 171/322 143/318 12.66% 1.18[1.01,1.38]

Jaksic 2006 19/27 14/20 3.19% 1.01[0.69,1.47]

Kohno 2007 17/18 4/10 0.83% 2.36[1.1,5.09]

Lin 2008 25/31 17/24 4.54% 1.14[0.84,1.55]

Sharpe 2005 29/30 23/30 8.68% 1.26[1.02,1.55]

Stevens 2002 37/60 32/51 5.06% 0.98[0.73,1.31]

Weigelt 2005 314/344 287/331 29.55% 1.05[1,1.11]

Wilcox 2009 146/163 134/149 25.36% 1[0.92,1.07]

Yogev 2003 47/53 27/33 10.14% 1.08[0.9,1.31]

   

Total (95% CI) 1048 966 100% 1.08[1.01,1.16]

Total events: 805 (Linezolid), 681 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=13.72, df=8(P=0.09); I2=41.68%  

Test for overall effect: Z=2.1(P=0.04)  

Favours vancomycin 20.5 1.50.7 1 Favours linezolid
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Analysis 2.2.   Comparison 2 Microbiological cure, Outcome 2 Adults' subgroup (≥ 18 years).

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Itani 2010 171/322 143/318 25.84% 1.18[1.01,1.38]

Kohno 2007 17/18 4/10 2.97% 2.36[1.1,5.09]

Lin 2008 25/31 17/24 13.18% 1.14[0.84,1.55]

Sharpe 2005 29/30 23/30 20.73% 1.26[1.02,1.55]

Weigelt 2005 314/344 287/331 37.27% 1.05[1,1.11]

   

Total (95% CI) 745 713 100% 1.17[1.02,1.34]

Total events: 556 (Linezolid), 474 (Vancomycin)  

Heterogeneity: Tau2=0.01; Chi2=10.29, df=4(P=0.04); I2=61.12%  

Test for overall effect: Z=2.18(P=0.03)  

Favours vancomycin 1000.01 100.1 1 Favours linezolid

 
 

Analysis 2.3.   Comparison 2 Microbiological cure, Outcome 3 MRSA subgroup.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N IV, Random, 95% CI   IV, Random, 95% CI

Itani 2010 171/322 143/318 23.18% 1.18[1.01,1.38]

Kohno 2007 17/18 4/10 2.32% 2.36[1.1,5.09]

Sharpe 2005 29/30 23/30 18% 1.26[1.02,1.55]

Stevens 2002 37/60 32/51 11.92% 0.98[0.73,1.31]

Weigelt 2005 125/176 102/185 23.01% 1.29[1.1,1.51]

Wilcox 2009 42/49 34/40 21.57% 1.01[0.85,1.2]

   

Total (95% CI) 655 634 100% 1.17[1.04,1.32]

Total events: 421 (Linezolid), 338 (Vancomycin)  

Heterogeneity: Tau2=0.01; Chi2=9.31, df=5(P=0.1); I2=46.31%  

Test for overall effect: Z=2.57(P=0.01)  

Favours vancomycin 200.05 50.2 1 Favours linezolid

 
 

Comparison 3.   Mortality

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 All-cause mortality during follow-up 3 2352 Risk Ratio (M-H, Fixed, 95%
CI)

1.44 [0.75, 2.80]

 
 

Analysis 3.1.   Comparison 3 Mortality, Outcome 1 All-cause mortality during follow-up.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 11/537 7/515 48.18% 1.51[0.59,3.86]

Weigelt 2005 9/592 7/588 47.35% 1.28[0.48,3.41]

Favours linezolid 1000.01 100.1 1 Favours vancomycin
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Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Yogev 2003 2/80 0/40 4.48% 2.53[0.12,51.5]

   

Total (95% CI) 1209 1143 100% 1.44[0.75,2.8]

Total events: 22 (Linezolid), 14 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=0.2, df=2(P=0.9); I2=0%  

Test for overall effect: Z=1.09(P=0.28)  

Favours linezolid 1000.01 100.1 1 Favours vancomycin

 
 

Comparison 4.   Adverse events

Outcome or sub-
group title

No. of studies No. of partici-
pants

Statistical method Effect size

1 Anaemia 2 1300 Risk Ratio (M-H, Fixed, 95% CI) 0.73 [0.33, 1.62]

2 Diarrhoea 3 2352 Risk Ratio (IV, Random, 95% CI) 1.78 [0.81, 3.88]

3 Red man syn-
drome

2 1172 Risk Ratio (M-H, Fixed, 95% CI) 0.04 [0.01, 0.29]

4 Pruritus 3 2352 Risk Ratio (M-H, Fixed, 95% CI) 0.36 [0.17, 0.75]

5 Rash 3 2352 Risk Ratio (M-H, Fixed, 95% CI) 0.27 [0.12, 0.58]

6 Thrombocytope-
nia

2 1300 Risk Ratio (IV, Fixed, 95% CI) 13.06 [1.72, 99.22]

7 Headache 2 2232 Risk Ratio (IV, Fixed, 95% CI) 1.23 [0.59, 2.61]

8 Nausea 2 2232 Risk Ratio (M-H, Fixed, 95% CI) 2.45 [1.52, 3.94]

9 Vomiting 2 2232 Risk Ratio (M-H, Fixed, 95% CI) 2.20 [0.96, 5.04]

 
 

Analysis 4.1.   Comparison 4 Adverse events, Outcome 1 Anaemia.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Weigelt 2005 7/592 10/588 71.5% 0.7[0.27,1.81]

Yogev 2003 5/80 3/40 28.5% 0.83[0.21,3.31]

   

Total (95% CI) 672 628 100% 0.73[0.33,1.62]

Total events: 12 (Linezolid), 13 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=0.04, df=1(P=0.83); I2=0%  

Test for overall effect: Z=0.77(P=0.44)  

Favours linezolid 1000.01 100.1 1 Favours vancomycin
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Analysis 4.2.   Comparison 4 Adverse events, Outcome 2 Diarrhoea.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N IV, Random, 95% CI   IV, Random, 95% CI

Itani 2010 24/537 15/515 42.1% 1.53[0.81,2.89]

Weigelt 2005 31/592 9/588 38.49% 3.42[1.64,7.12]

Yogev 2003 4/80 3/40 19.41% 0.67[0.16,2.84]

   

Total (95% CI) 1209 1143 100% 1.78[0.81,3.88]

Total events: 59 (Linezolid), 27 (Vancomycin)  

Heterogeneity: Tau2=0.27; Chi2=4.91, df=2(P=0.09); I2=59.3%  

Test for overall effect: Z=1.44(P=0.15)  

Favours linezolid 1000.01 100.1 1 Favours vancomycin

 
 

Analysis 4.3.   Comparison 4 Adverse events, Outcome 3 Red man syndrome.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 0/537 7/515 37.77% 0.06[0,1.12]

Yogev 2003 0/80 9/40 62.23% 0.03[0,0.45]

   

Total (95% CI) 617 555 100% 0.04[0.01,0.29]

Total events: 0 (Linezolid), 16 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=0.18, df=1(P=0.67); I2=0%  

Test for overall effect: Z=3.2(P=0)  

Favours linezolid 10000.001 100.1 1 Favours vancomycin

 
 

Analysis 4.4.   Comparison 4 Adverse events, Outcome 4 Pruritus.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 3/537 12/515 47.85% 0.24[0.07,0.84]

Weigelt 2005 6/592 10/588 39.19% 0.6[0.22,1.63]

Yogev 2003 0/80 2/40 12.97% 0.1[0,2.06]

   

Total (95% CI) 1209 1143 100% 0.36[0.17,0.75]

Total events: 9 (Linezolid), 24 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=2.04, df=2(P=0.36); I2=2.12%  

Test for overall effect: Z=2.72(P=0.01)  

Favours linezolid 2000.005 100.1 1 Favours vancomycin

 
 

Analysis 4.5.   Comparison 4 Adverse events, Outcome 5 Rash.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 4/537 7/515 25.05% 0.55[0.16,1.86]

Weigelt 2005 3/592 16/588 56.26% 0.19[0.05,0.64]

Favours linezolid 1000.01 100.1 1 Favours vancomycin
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Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Yogev 2003 1/80 4/40 18.69% 0.13[0.01,1.08]

   

Total (95% CI) 1209 1143 100% 0.27[0.12,0.58]

Total events: 8 (Linezolid), 27 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=2.14, df=2(P=0.34); I2=6.48%  

Test for overall effect: Z=3.34(P=0)  

Favours linezolid 1000.01 100.1 1 Favours vancomycin

 
 

Analysis 4.6.   Comparison 4 Adverse events, Outcome 6 Thrombocytopenia.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N IV, Fixed, 95% CI   IV, Fixed, 95% CI

Weigelt 2005 21/592 0/588 52.4% 42.71[2.59,703.43]

Yogev 2003 3/80 0/40 47.6% 3.54[0.19,66.97]

   

Total (95% CI) 672 628 100% 13.06[1.72,99.22]

Total events: 24 (Linezolid), 0 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=1.44, df=1(P=0.23); I2=30.74%  

Test for overall effect: Z=2.48(P=0.01)  

Favours linezolid 10000.001 100.1 1 Favours vancomycin

 
 

Analysis 4.7.   Comparison 4 Adverse events, Outcome 7 Headache.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N IV, Fixed, 95% CI   IV, Fixed, 95% CI

Itani 2010 7/537 9/515 58.08% 0.75[0.28,1.99]

Weigelt 2005 10/592 4/588 41.92% 2.48[0.78,7.87]

   

Total (95% CI) 1129 1103 100% 1.23[0.59,2.61]

Total events: 17 (Linezolid), 13 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=2.42, df=1(P=0.12); I2=58.74%  

Test for overall effect: Z=0.55(P=0.58)  

Favours linezolid 1000.01 100.1 1 Favours vancomycin

 
 

Analysis 4.8.   Comparison 4 Adverse events, Outcome 8 Nausea.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 34/537 15/515 65.61% 2.17[1.2,3.94]

Weigelt 2005 24/592 8/588 34.39% 2.98[1.35,6.58]

   

Total (95% CI) 1129 1103 100% 2.45[1.52,3.94]

Total events: 58 (Linezolid), 23 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=0.39, df=1(P=0.53); I2=0%  

Favours linezolid 1000.01 100.1 1 Favours vancomycin
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Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Test for overall effect: Z=3.7(P=0)  

Favours linezolid 1000.01 100.1 1 Favours vancomycin

 
 

Analysis 4.9.   Comparison 4 Adverse events, Outcome 9 Vomiting.

Study or subgroup Linezolid Vancomycin Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Itani 2010 10/537 3/515 37.91% 3.2[0.88,11.55]

Weigelt 2005 8/592 5/588 62.09% 1.59[0.52,4.83]

   

Total (95% CI) 1129 1103 100% 2.2[0.96,5.04]

Total events: 18 (Linezolid), 8 (Vancomycin)  

Heterogeneity: Tau2=0; Chi2=0.65, df=1(P=0.42); I2=0%  

Test for overall effect: Z=1.86(P=0.06)  

Favours linezolid 2000.005 100.1 1 Favours vancomycin

 
 

Comparison 5.   Duration of treatment

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Duration of treatment (day) 1 1180 Mean Difference (IV, Fixed, 95% CI) 0.90 [0.32, 1.48]

 
 

Analysis 5.1.   Comparison 5 Duration of treatment, Outcome 1 Duration of treatment (day).

Study or subgroup Linezolid Vancomycin Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Weigelt 2005 592 11.8 (4.9) 588 10.9 (5.3) 100% 0.9[0.32,1.48]

   

Total *** 592   588   100% 0.9[0.32,1.48]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.03(P=0)  

Favours linezolid 2010-20 -10 0 Favours vancomycin

 

 

A P P E N D I C E S

Appendix 1. Glossary

 

Terms Interpretation Abbreviations
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Abscesses Abscesses are localised or walled-oJ accumulations of pus. They are caused by
infections and can occur anywhere within the body.

 

β-lactams β-lactam antibiotics are a broad class of antibiotics that share a similar molec-
ular structure.

 

Bacteraemia Bacteria infecting the blood.  

Bioavailability The rate at which a drug is absorbed by the body.  

Carbuncles Similar to an abscess, a carbuncle is a collection of infected hair follicles, often
with multiple openings, and filled with pus and dead tissue. Carbuncles are
caused by bacteria.

 

Cellulitis A bacterial skin infection characterized by redness, swelling, and a feeling of
heat or tenderness around the affected area.

 

Clinical cure The resolution of all signs and symptoms of infections.  

Complicated skin and
so) tissue infection

An infection involving the deeper tissues of the body, including muscles and
fat layers. Alternatively, SSTIs in patients with other illnesses such as diabetes
or HIV.

cSSTI

Defervescence The subsidence of fever.  

Endocarditis An inflammation of the valves and internal lining of the heart.  

Erysipelas A bacterial skin infection characterized by redness, swelling, sores and a feel-
ing of heat or tenderness around the affected area. Erysipelas is more superfi-
cial than cellulitis.

 

Escherichia coli A bacterium that belongs to the Enterobacteriaceae family.  

Fascia  A layer of fibrous, connective tissue that often surrounds muscles, blood ves-
sels and nerves.

 

Furuncles Often called a boil, a furuncle is a collection of pus in the skin. Furuncles often
appear in areas of friction such as underneath the belt, the fronts of the thighs,
buttocks, groin, and armpits.

 

Gas gangrene A bacterial infection that causes tissues to die, and gas to be produced within
the tissues of the body.

 

Glycopeptides A class of antibiotic.  

Gram-negative bacteria One of two distinct types of bacteria. Gram-negative bacteria do not turn pur-
ple when stained with a special dye. This is due to the structure of their cell
walls.

 

Gram-positive bacteria One of two distinct types of bacteria. Gram-positive bacteria turn purple when
stained with a special dye. This is due to the structure of their cell walls.

 

Hypoderm/hypodermis Tissue under the skin.  

Iatrogenic  Illness caused by medical examination or treatment.  

  (Continued)
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Impetigo   A common and highly contagious bacterial infection that causes blisters on
the skin.

 

Meningitis An inflammation of the membranes that surround the brain and the spinal
cord.

 

Metastatic The spread of a disease from one part of the body to another, non-adjacent
part.

 

Methicillin-resistant
Staphylococcus aureus

A strain of bacterium that has become resistant to the antibiotics commonly
used to treat ordinary infections, particularly methicillin.

MRSA

Methicillin-sensitive
Staphylococcus aureus

A strain of bacterium that is sensitive to the commonly used antibiotic, methi-
cillin.

MSSA

Microbiological cure Eradication of bacteria in a wound; assessed by means of laboratory test or
wound culture (a swab taken from the wound).

 

Necrotising skin and
so)-tissue infections

A rare, but very severe, type of bacterial infection that can destroy the mus-
cles, skin, and underlying tissue. ‘Necrotising’ refers to something that causes
tissue death.

 

Nephrotoxicity The poisonous effect of some substances on the kidneys.  

Neutropenia  A deficiency of white blood cells in the body.  

Nosocomial Originating or taking place in a hospital, acquired in a hospital, especially in
reference to an infection.

 

Osteomyelitis An infection in a bone.  

Ototoxicity  Damage to the ears caused by a toxin.  

Oxazolidinone A type of antibiotic.  

Parenterally A way of introducing substances such as nutrients, or medication, by a non-
oral route, for example by injection.

 

Pruritus Itching.  

Pseudomonas aerugi-
nosa

A type of bacterium often found in soil or ground water. It can cause illness
and infection in humans.

 

Red man syndrome or
erythroderma

An allergic reaction characterized by reddening of the upper body and itching.  

Skin and so) tissue in-
fections

Infections involving layers of the skin and the so) tissues beneath. SSTIs

Staphylococcus aureus A type of bacterium that lives on the skin and sometimes in nasal passages. It
is the most common cause of skin and so) tissue infections.

 

Test of cure Evaluation of the healing of skin and so) tissue infections after treatment. TOC

Thrombocytopenia   A disorder that causes a decrease of platelets in blood. Platelets help the blood
to clot.

 

  (Continued)
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Toxicity Toxicity refers to the ability of a substance to cause harmful effects in the
body.

 

Vancomycin-resistant
enterococci

Bacteria that have developed resistance to many antibiotics, especially van-
comycin.

VRE

  (Continued)

 

Appendix 2. Search strategies for Ovid Medline, Ovid Embase and EBSCO CINAHL

Ovid Medline

1 exp Oxazolidinones/ (3454)
2 exp Oxazolone/ (471)
3 (linezolid$ or oxazolone$).ti,ab. (3313)
4 or/1-3 (5205)
5 exp Glycopeptides/ (24374)
6 (vancomycin$ or glycopeptide$).ti,ab. (14989)
7 or/5-6 (32269)
8 exp So) Tissue Infections/ (1969)
9 exp Staphylococcal Skin Infections/ (2085)
10 exp Cellulitis/ (2621)
11 exp Erysipelas/ (360)
12 exp Furunculosis/ (298)
13 exp Abscess/ (17532)
14 exp Wound Infection/ (15200)
15 exp Fasciitis, Necrotizing/ (1891)
16 exp Myositis/ (6975)
17 exp Gas Gangrene/ (356)
18 (so) tissue infection$ or skin infection$).ti,ab. (4702)
19 (cellulitis or erysipelas or furuncul$ or abscess$ or absess$ or necrotizing fasciitis or myositis or gas gangrene or (wound$ adj2 infect
$)).ti,ab. (44369)
20 or/8-19 (69951)
21 4 and 7 and 20 (216)
22 randomized controlled trial.pt. (247475)
23 controlled clinical trial.pt. (40136)
24 randomized.ab. (201843)
25 placebo.ab. (93559)
26 clinical trials as topic.sh. (80952)
27 randomly.ab. (138890)
28 trial.ti. (75242)
29 or/22-28 (558737)
30 Animals/ (2530681)
31 Humans/ (7027945)
32 30 not 31 (1649878)
33 29 not 32 (508211)
34 21 and 33 (43)

Ovid Embase

1 exp Oxazolidinone Derivative/ (2611)
2 exp Oxazolone/ (956)
3 exp Linezolid/ (10231)
4 (linezolid$ or oxazolone$).ti,ab. (5207)
5 or/1-4 (13224)
6 exp Vancomycin/ (43322)
7 exp Vancomycin Derivative/ (216)
8 exp Glycopeptide/ (5164)
9 (vancomycin$ or glycopeptide$).ti,ab. (22171)
10 or/6-9 (51486)
11 exp So) Tissue Infection/ (5340)
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12 exp Skin Infection/ (77395)
13 exp Cellulitis/ (8532)
14 exp Erysipelas/ (1406)
15 exp Furunculosis/ (857)
16 exp Abscess/ (41568)
17 exp Wound Infection/ (19807)
18 exp Necrotizing Fasciitis/ (3450)
19 exp Myositis/ (15627)
20 exp Gas Gangrene/ (680)
21 (so) tissue infection$ or skin infection$).ti,ab. (7434)
22 (cellulitis or erysipelas or furuncul$ or abscess$ or absess$ or necrotizing fasciitis or myositis or gas gangrene or (wound$ adj2 infect
$)).ti,ab. (65393)
23 or/11-22 (178863)
24 5 and 10 and 23 (1789)
25 Clinical trial/ (715292)
26 Randomized controlled trials/ (29861)
27 Random Allocation/ (51197)
28 Single-Blind Method/ (15897)
29 Double-Blind Method/ (87219)
30 Cross-Over Studies/ (32445)
31 Placebos/ (169756)
32 Randomi?ed controlled trial$.tw. (82914)
33 RCT.tw. (10982)
34 Random allocation.tw. (931)
35 Randomly allocated.tw. (14603)
36 Allocated randomly.tw. (1227)
37 (allocated adj2 random).tw. (266)
38 Single blind$.tw. (9897)
39 Double blind$.tw. (92147)
40 ((treble or triple) adj blind$).tw. (248)
41 Placebo$.tw. (140349)
42 Prospective Studies/ (206934)
43 or/25-42 (1077729)
44 Case study/ (16788)
45 Case report.tw. (170882)
46 Abstract report/ or letter/ (519805)
47 or/44-46 (703087)
48 43 not 47 (1048538)
49 animal/ (730814)
50 human/ (8821758)
51 49 not 50 (489053)
52 48 not 51 (1026150)
53 24 and 52 (546)

EBSCO CINAHL

S17 S16 and S4 and S1
S16 S15 or S14 or S13 or S12 or S11 or S10 or S9 or S8 or S7 or S6 or S5
S15 wound* N2 infection*
S14 cellulitis or erysipelas or furuncul* or abscess* or absess* or necrotizing fasciitis or myositis or gas gangrene
S13 so) tissue infection* or skin infection*
S12 (MH "Gas Gangrene")
S11 (MH "Myositis")
S10 (MH "Fasciitis, Necrotizing")
S9 (MH "Wound Infection+")
S8 (MH "Abscess+")
S7 (MH "Furunculosis")
S6 (MH "Cellulitis")
S5 (MH "So) Tissue Infections")
S4 (S3 or S2)
S3 glycopeptide*
S2 (MH "Vancomycin")
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S1 linezolid* or oxazolone* or oxazolidinone*

Appendix 3. Assessment of risk of bias in included studies

1.  Was the allocation sequence randomly generated?

Low risk of bias

The investigators describe a random component in the sequence generation process such as: referring to a random number table; using a
computer random number generator; coin tossing; shuJling cards or envelopes; throwing dice; drawing of lots.

High risk of bias

The investigators describe a non-random component in the sequence generation process. Usually, the description would involve some
systematic, non-random approach, for example: sequence generated by odd or even date of birth; sequence generated by some rule based
on date (or day) of admission; sequence generated by some rule based on hospital or clinic record number.

Unclear

InsuJicient information about the sequence generation process to permit judgement of low or high risk of bias.

2.  Was the treatment allocation adequately concealed?

Low risk of bias

Participants and investigators enrolling participants could not foresee assignment because one of the following, or an equivalent
method, was used to conceal allocation: central allocation (including telephone, web-based and pharmacy-controlled randomisation);
sequentially-numbered drug containers of identical appearance; sequentially-numbered, opaque, sealed envelopes.

High risk of bias

Participants or investigators enrolling participants could possibly foresee assignments and thus introduce selection bias, because
allocation based on one of the following or an equivalent method: using an open random allocation schedule (e.g. a list of random
numbers); assignment envelopes used without appropriate safeguards (e.g. if envelopes were unsealed or non-opaque or not sequentially
numbered); alternation or rotation; date of birth; case record number; any other explicitly unconcealed procedure.

Unclear

InsuJicient information to permit judgement of low or high risk of bias. This is usually the case if the method of concealment is not
described or not described in suJicient detail to allow a definite judgement, for example if the use of assignment envelopes is described,
but it remains unclear whether envelopes were sequentially numbered, opaque and sealed.

3.  Blinding - was knowledge of the allocated interventions adequately prevented during the study?

Low risk of bias

Any one of the following:

• No blinding, but the review authors judge that the outcome and the outcome measurement are not likely to be influenced by lack of
blinding.

• Blinding of participants and key study personnel ensured, and unlikely that the blinding could have been broken.

• Either participants or some key study personnel were not blinded, but outcome assessment was blinded and the non-blinding of others
is unlikely to introduce bias.

High risk of bias

Any one of the following:

• No blinding or incomplete blinding, and the outcome or outcome measurement is likely to be influenced by lack of blinding.

• Blinding of key study participants and personnel attempted, but likely that the blinding could have been broken.

• Either participants or some key study personnel were not blinded, and the non-blinding of others is likely to have introduced bias.

Unclear

Either of the following:

• InsuJicient information to permit judgement of low or high risk of bias.

• The study did not address this outcome.
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4. Were incomplete outcome data adequately addressed?

Low risk of bias

Any one of the following:

• No missing outcome data.

• Reasons for missing outcome data unlikely to be related to true outcome (for survival data, censoring unlikely to be introducing bias).

• Missing outcome data balanced in numbers across intervention groups, with similar reasons for missing data across groups.

• For dichotomous outcome data, the proportion of missing outcomes compared with the observed event risk was not enough to have
a clinically relevant impact on the intervention eJect estimate.

• For continuous outcome data, plausible eJect size (diJerence in means or standardised diJerence in means) among missing outcomes
was not enough to have a clinically relevant impact on observed eJect size.

• Missing data have been imputed using appropriate methods.

High risk of bias

Any one of the following:

• Reason for missing outcome data likely to be related to true outcome, with either imbalance in numbers, or reasons for missing data
across intervention groups.

• For dichotomous outcome data, the proportion of missing outcomes compared with the observed event risk was enough to induce
clinically relevant bias in intervention eJect estimate.

• For continuous outcome data, plausible eJect size (diJerence in means or standardised diJerence in means) among missing outcomes
was enough to induce clinically relevant bias in observed eJect size.

• 'As-treated' analysis done with substantial departure of the intervention received from that assigned at randomisation.

• Potentially inappropriate application of simple imputation.

Unclear

Either of the following:

• InsuJicient reporting of attrition/exclusions to permit judgement of low or high risk of bias (e.g. number randomised not stated, no
reasons for missing data provided).

• The study did not address this outcome.

5. Are reports of the study free of suggestion of selective outcome reporting?

Low risk of bias

Either of the following:

• The study protocol is available and all of the study's pre-specified (primary and secondary) outcomes that are of interest in the review
have been reported in the pre-specified way.

• The study protocol is not available, but it is clear that the published reports include all expected outcomes, including those that were
pre-specified.

High risk of bias

Any one of the following:

• Not all of the study's pre-specified primary outcomes have been reported.

• One or more primary outcomes is reported using measurements, analysis methods or subsets of the data (e.g. subscales) that were
not pre-specified.

• One or more reported primary outcomes were not pre-specified (unless clear justification for their reporting is provided, such as an
unexpected adverse eJect).

• One or more outcomes of interest in the review are reported incompletely so that they cannot be entered in a meta-analysis.

• The study report fails to include results for a key outcome that would be expected to have been reported for such a study.

Unclear

InsuJicient information to permit judgement of low or high risk of bias. It is likely that the majority of studies will fall into this category.
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6. Other sources of potential bias

Low risk of bias

The study appears to be free of other sources of bias.

High risk of bias

There is at least one important risk of bias. For example, the study:

• had a potential source of bias related to the specific study design used; or

• had extreme baseline imbalance; or

• has been claimed to have been fraudulent; or

• had some other problem.

Unclear

There may be a risk of bias, but there is either:

• insuJicient information to assess whether an important risk of bias exists (e.g. baseline imbalances); or

• insuJicient rationale or evidence that an identified problem will introduce bias.

W H A T ' S   N E W

 

Date Event Description

17 December 2015 New citation required but conclusions
have not changed

First update. New search. No new trials. Conclusions unchanged
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D I F F E R E N C E S   B E T W E E N   P R O T O C O L   A N D   R E V I E W

1. Under "Types of outcome measures/Primary outcomes" in the sentence "Proportion of patients or infections healed: healing is defined
as either the resolution of all clinical signs and symptoms of infection, as assessed by laboratory test or as defined by trialists", we
changed to, "clinical cure (resolution of symptoms and signs) and microbiological cure (eradication of bacteria on wound culture)." We
think the meaning of the two statements is the same, however, "clinical/microbiological cure" is more concise and helpful than the
original wording when used throughout the text of the review.

2. In the section "Subgroup analysis and investigation of heterogeneity", we added:"3. MRSA subset", because MRSA is important for SSTIs.
The morbidity and treatment costs associated with MRSA-infected SSTIs are higher than for other pathogen infections, so we added
this subgroup analysis.

3. We added some information in the "Background" section in line with comments from peer referees.

4. We added some information in the "Methods/Dealing with missing data" section, in line with comments from peer referees.

I N D E X   T E R M S

Medical Subject Headings (MeSH)

Anti-Bacterial Agents  [adverse eJects]  [*therapeutic use];  Drug Eruptions  [etiology];  Length of Stay;  Linezolid  [adverse eJects]
 [*therapeutic use];  Pruritus  [chemically induced];  Randomized Controlled Trials as Topic;  Skin Diseases, Bacterial  [*drug therapy]; 
So) Tissue Infections  [*drug therapy];  Thrombocytopenia  [chemically induced];  Vancomycin  [adverse eJects]  [*therapeutic use]

MeSH check words

Adult; Humans
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