
We hypothesize that pathogenic ST8 could spread to 
other countries in Europe in a few years and that persis-
tence of ST8 isolates in the population might be related 
to increases in the number of invasive infections. The 
scale of the problem of nontoxigenic C. diphtheriae in-
fections in Europe remains unknown because only toxi-
genic infections are registered. Lack of registration leads 
to lack of prevention and, thus, to outbreak development 
and spread.
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To the Editor: We read with interest the article by 
Olesen and Grad (1), which reported that, in the United 
States during 2014–2015, the rate of antimicrobial drug use 
by white persons was twice that of persons of other races. 

The authors did not relate this finding to previous reports 
of ≈2 times lower incidence of sepsis (2) and ≈1.5 times 
lower incidence of death from infectious diseases (3) in 
white persons in the United States.

A national study of community antibacterial dispens-
ing in relation to ethnicity in New Zealand (4) found that 
the dispensing rates were highest in Pacific people and 
Maori, consistent with their higher incidence of infec-
tious diseases. However, the ethnic disparities in dispens-
ing rates were substantially less than the ethnic disparities 
in the incidence of some infections. For example, even 
though the incidence of hospitalization for rheumatic fe-
ver was 63 times higher for Pacific people and 27 times 
higher for Maori than for persons of all other ethnicities 
combined, the annual dispensing rates of penicillins for 
Pacific people and Maori were <1.5 times higher than in 
other ethnicities.

Olesen and Grad suggest that ethnic disparities in anti-
microbial drug use will lead to disparities in the prevalence 
of colonization (and disease) by antimicrobial-resistant 
bacteria. The New Zealand study found that dispensing 
rates of topical antimicrobial agents (predominantly fusid-
ic acid) for Pacific and Maori children were approximately 
twice those for children of other ethnicities and suggested 
that these high dispensing rates might have contributed to 
the higher proportion of staphylococcal infections caused 
by methicillin-resistant (and fusidic acid–resistant) Staph-
ylococcus aureus in Pacific people and Maori (5). We sug-
gest that improved understanding of ethnic disparities in 
the incidence of infectious diseases and in the level of con-
sumption of antimicrobial agents might usefully inform 
antimicrobial stewardship targets and strategies.
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