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Antibiyotik Direnci

v" Antibiyotiklerin gereksiz kullanimi tUm dinyada énemli bir
problemdir.

v Son 20 yilda asir1 antibiyotik kullanimi hizli bir direng
gelisimine yol agmistir.

v" Antibiyotik direnci, dinyada ve ulkemizde hastalari ve
toplumu tehdit etmektedir.

v" Direnc gelisimi ile yeni antibiyotik gelistiriimesi arasindaki
yaris, diren¢ gelisimi kazanmasi yonundedir.

Hosoglu S. ANKEM Derg 2011;25(Ek 2):114-118.
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Antimikrobiyal direng hizla artiyor.

Antimikrobiyal direng
sebebiyle bazi

G L O S L 1 S S R AR enfeksiyonlarda sadece

1980 1985 1990 1995 2000 blrkag anﬁmikrObiyal
-e— MRSA = VRE ® FQRP ajanin etkinligi devam
*NNIS, 1999 etmektedir:?

Sieradzki K et al. N Engl J Med. 1999;340:517-523. Quinn JP et al. Rev Infect Dis. 1988;10:892—-898.
National Nosocomial Infections Surveillance (NNIS) System Report, 1999



FDA onayli antibakteriyal ajanlar (1983-2007)

Yeni antibakteriyallerin sayisi

1983-1987 1988-1992 1993-1997 1998-2002 2003-2007
Yillar

Referans: Spelberg B, et al.Clinical Infectious Diseases 2008; 46:155-64.



Antibakteriyel diren¢ dunyanin
gundeminde!
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IDSA: Amerika Enfeksiyon Hastaliklari Cemiyeti
CDC: Amerikan Hastalik Kontrol ve Koruma Merkezi



Elimizdeki kiymetli kaynaklari korumak igin
akilcl cozumlere yonelmek gerek!
Antibiyotik direncinin gelisiminde rol oynayan

faktorler: uygunsuz antibiyotik kullanimi ve
Infeksiyon kontrolu yetersizligidir.

Antibiyotik direncini kontrol edebilmek icin akilci
antibiyotik kullanimini destekleyici multidisipliner
bir yaklasim sarttir.

Hosoglu S. ANKEM Derg 2011;25(Ek 2):114-118. Sipahi R.O. ANKEM Derg 2009;23(Ek 2):173-179.
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Antibiyotik Yonetim Programi (AYP)

v Antibiyotik direncinin her gecen gun artisi

v Hasta guvenligi ve maliyet sorunu; antibiyotik kullaniminin
yonetimine olan ihtiyaci gindeme getirmektedir.

« Antibiyotik direncini kontrol edebilmek icin multidisipliner bir yaklagsim
sarttir.

« Bu yaklasima; ‘Antibiyotik Yonetimi’ (Antimicrobial Stewardship) adi
verilmektedir.

« Her hastane, antibiyotik yonetimi icin Antibiyotik Kullanimi Yonetimi
Komitesi olusturarak ‘Antibiyotik Yonetim Programi’ gelistirmelidir.

« Bu komite, ulke politikalarina uyum icinde hastane antibiyotik
politikasini gelistirmelidir.

Akalin H. ANKEM Derg 2011;25(3):190-195. Hosoglu S. ANKEM Derg 2011;25(Ek 2):114-118.



AYP’'nin Amaci

Primer amac:

v Uygun antibiyotik kullanimini saglamak (endikasyon, doz,
verilis yolu, sure)

v Hastanin etkili bir sekilde tedavisini saglamak

v" Antibiyotiklere bagl zararl etkileri (toksisite, direnc gelisimi
gibi istenmeyen sonugclarin) en aza indirmek

v Hastanin saghgini etkilemeden maliyeti azaltmak

Sipahi R.O. ANKEM Derg 2009;23(Ek 2):173-179. . Akalin H. ANKEM Derg 2011;25(3):190-195. 3Dellit TH et al. Clin Infect Dis.
2007;44(2):159-177. 4Drew RH et al. Pharmacotherapy. 2009;29(5):593-607. Drew RH. J Manag Care Pharm. 2009;15(2
Suppl):S18-S23.



Goals of Antimicrobial Stewardship?

Combat the
Emergence of
Resistance

Antimicrobial
‘\ Stewardship
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1. Lawrence KL, Kollef MH. Am J Respir Crit Care Med. 2009;179:434-438,



AYP EKibl

Amerikan Infeksiyon Hastaliklari Dernegi (IDSA), kanita dayali tip bakisiyla hastanelerde
Antibiyotik Kullaniminin Yonetiminin gelistiriimesi icin bir kilavuz yayinlamistir.’ Etkili
antibiyotik yonetimi igin ilgili meslek gruplarinin yakin igbirligi icinde calismasi
gerekmektedir.

Amerikan Infeksiyon Hastaliklari Dernegi ve T .C. Saglik Bakanligi Tedavi Hizmetleri
Genel Mudurlagu, Yatakli Tedavi Kurumlari Enfeksiyon Kontrol Yonetmeligi Onerilerine
gore merkezlerin kendi bunyesinde olusturacaklari Antibiyotik Kullanimi Yonetim EKkibi
asagidaki disiplinlerden uyeleri igermelidir:

« Enfeksiyon Hastaliklari ve Klinik Mikrobiyoloji Mikrobiyoloji ve Klinik Mikrobiyoloji

Uzmani Laboratuvari Temsilcisi
« l¢ Hastaliklari Uzmani « Enfeksiyon Kontrol Hekimi
* Genel Cerrahi Uzmani » Enfeksiyon Kontrol Hemsiresi
» Cocuk Hastaliklari Uzmani « Hastane Eczacisi

« Hastane Yoneticisi

Dellit TH et al. Clin Infect Dis. 2007;44(2):159-177. Hosoglu S. ANKEM Derg 2011;25(Ek 2):114-118. T .C. Saglik Bakanlhgi
Tedavi Hizmetleri Genel Mudurlaga. Yatakli Tedavi Kurumlari Enfeksiyon Kontrol Yoénetmeligi. Say1:B100THG0100002-3120.



AYP Konusunda Kilavuz Onerileri

Antimikrobiyal yonetimi ekibinin temel Uyeleri arasinda bir enfeksiyon
hastaliklari uzmani ile eczaci yer almalidir (A-ll). Istege bagl olarak;

ekibe klinik mikrobiyolog, bilisim sistemi uzmani, enfeksiyon kontrol{

uzmani ve hastanede gorev yapan bir epidemiyolog da dahil edilebilir
(A-111).

Antimikrobiyal yonetimi ekibi ile hastane enfeksiyon kontroll ve eczane
arasinda isbirligi yapilmasi esansiyeldir (A-lll).

Hastane idaresi, medikal lider ve lokal hizmet saglayanlar arasindaki
isbirligi, AYP’nin gelistiriimesi ve devam ettiriimesi bakimindan son
derece onemlidir (A-11).

AYP’nin kalite ve hasta guvenligi gozetiminde calismasi tercin

edilmektedir (A-lII).
( ) Dellit T et al. Clin Infect Dis 2007; 44: 159-177



AYP Konusunda Kilavuz Onerileri

« Enfeksiyon hastaliklari uzmani ve eczane muduru,
hastane idaresiyle uygun yetki, ilgili odemeler ve
programin beklenen sonuclari konusunda gorus
birligine varmalidir (A-I1l1).

* Antimikrobiyal kullaniminin olgulmesi ve kullanimin
surekli olarak izlenmesini saglayacak altyapi icin,
hastane idaresinden destek alinmasi son derece
onemlidir (A-II1).

Dellit T et al. Clin Infect Dis 2007; 44: 159-177



AYP Konusunda Kilavuz Onerileri

« Hastaya o0zgu kultur ve duyarlilik verileri saglayan ve
enfeksiyon kontrolune yonelik ¢cabalara yardimci olan klinik
mikrobiyoloji laboratuvari, antimikrobiyal yonetiminde kritik
bir rol oynar (A-lll).

« Bilgisayar temelli gozetim antimikrobiyal girisimler icin
daha etkili hedefler saglar (B-II).

* AYP, antimikrobiyal kullanimi ve direng paternleri uzerindeki
etkinin belirlenmesi bakimindan yararhdir (B-l11).

Dellit T et al. Clin Infect Dis 2007; 44: 159-177



AYP Konusunda Kilavuz Onerileri

« Elektronik medikal kayitlar (A-lll),

 Bilgisayardan hekim istek girigleri (B-Il)

+ Kilinik karar destegi (B-Il) gibi teknoloijiler,

« Hastaya ozgu mikrobiyoloji kulturleri ve duyarliliklar,

« Karaciger ve bobrek fonksiyonlari, ilag-ilag etkilesimleri,
allerjiler ve maliyete iligkin verilerin bir araya getirilmesi,

antimikrobiyallerle ilgili kararlarin iyilestirilmesinde etkilidir.

Dellit T et al. Clin Infect Dis 2007; 44: 159-177



AYP Konusunda Kilavuz Onerileri

 AMY'nin olusturulmasini saglayan 2
onemli yontem mevcuttur:

—Prospektif denetim ile girisim ve geri
bildirim  (A-I).
—Formuler kisitlama ve on yetki (A-ll, B-

).

Dellit T et al. Clin Infect Dis 2007; 44: 159-177



Short-ternm effect of antibiotic control policy on
the usage patterns and cost of antimiacrobials,
mortality, nosocomial infection rates and
antibacterial resistance

Bilgin Arda ©, Oguz= Resat Sipahi -, Tansu Yamazhan ¥, Meltem Tasbakan =

Husnu Pullukcu &, Alper Tunger P, Cagri Buke &, Sercan Ulusoy =

>

Use restricted 5127 3782 -26 %
DDD/1000 pd

Use unrestricted 2,08 2,86 +37 %
DDD/1000 pd

Total cost ($) 2784,90 2,243,987 -19.4 %

Cost restricted 2615,555 2009,902 -23%

Cost unrestricted 168,735 234,085 +39 %

NI (cumulatif inc.) 51,3 % 25,0 % P<0.05

Mortality 0,58 % 0,62 % P>0.05

Amoxycilline/clavulanate, ciprofloxacin, cefuroxime, cefotaxime, piperacilline/tazobactam R

ESBL rate in Klebsiella pneumoniae decreased significantly (p < 0.05).
Journal of Infection (2007) 55, 41-48
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Evaluation of antibiotic use in a hospital with an antibiotic restriction
policy

Avse Erbay ™%, Aylin Colpan ™. Hiarrem Bodur ™. Mustafa A. Cevik . Matthew
H. Samore”. Onder Ergonal®

 Rational use increased 1%
_ OD=4.5;p=0.17
 |rrational use in unrestricted antibiotics 1

— P<0.001

 Rational use by IDS consultaton

_ OD= 14; p= 0.001
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Activity and impact on antibiotic use and costs of
a dedicated infectious diseases consultant on
a septic orthopaedic unit™

Ilker Uckay 2->'*:1  Nathalie Vernaz-Hegi ', Stephan Harbarth P,
Richard Stern 2, Laurence Legout 2, Laetitia Vauthey 2, Tristan Ferry?,
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* Isvicre, Ocak-Mart 2008
e 265ilk; 1420 izlem konsultasyonu (~11.4/glin)



Maddi kazan¢=IDS Maasi

* Modification %38
— 43.7% deescalation
— 32.4% stop
— 24.4% initiation

* Decrease

— 43 DDD/100 patient day p=0.0006
—643805S

Uckay, et al. J Infect 2009; 5: 205-212



AYP Konusunda Kilavuz Onerileri

Temel antimikrobiyal yonetimi stratejileri

« Egitim (A-Ill)
 Kilavuz hazirlanmasi
(A-1)

* Hazir antibiyotik order
lar1 (B-II)

* Antibiyotik rotasyonu (C-Il)

* Antibiyotik kombinasyonu
(C-II)

* Dozun optimal verilmesi
(PK/PD (A-Il)

* De-eskalasyon (A-Il)

« Ardisik tedavi (A-l)

« O-PAT

Dellit T et al. Clin Infect Dis 2007; 44: 159-177



SURGICAL INFECTIONS
Volume 11, Number 1, 2010
2 Mary Ann Liebert, Inc.

DOI: 10.1089/sur.2009.9920C

Surgical Infection
Society Guidelines

Diagnosis and Management of Complicated
Intra-Abdominal Infection in Adults and Children:

Guidelines by the Surgical Infection Society
and the Infectious Diseases Society of America

Joseph S. Sclomkin! John E. Mazuski? John S. Bradley® Keith A. Rodvold,”® Cllie J.C. Goldstein®
Elen J. Baren® Patrick J. C'Neill® Anthony W. Chow!® E. Patchen Dellinger.” Scumitra R. Eachempati”
Sherweod Gorbach!? Mary Hilfiker? Addison K. May!® Avery B. Nathens!?

Rokert G. Sawyer!? and John G. Bartlett'®



or paralyvtic ileus (A-I).
For adult patients with mild-to-moderate community-
acquired infection, the use of ticarcillin-clavulanate,
cefoxitin, ertapenem, moxifloxacin, or tigecvcline as
single-agent therapy or combinations of metronida-
zole with cefazolin, cefuroxime, ceftriaxone, cefotax-
levofloxacin, i ble  to

dr_C
cns wikhh substantial ti- Pseud ! ctivity
ns widh_substantial anti-Pseudomonal activity
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OMIMAL INFECTION

THE IMmrTiAar Enariric THEATMEMT oF EXTHA-BILIARY

icillin-sulbactam is not recommended for use
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mfection in adulls

mioderate seoeribi
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Cosrrmninnd fg-aogiired
imfoction i pediafric paficits
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of nld-Fo-moderaic o

Fesrirmen

Higlr risk or severity: Seoere
Phigsiologic disturbance,
advanced age, o
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Cefoxilin, erlapenam
moxiflo=acin, tigrecyoline, and
ticarcillin-clavulanic acid

Single agent Ertapenem, meropeicm,
imipeneme-cilaskatin,
ticarcillin-clavulanabe, and
i"]'i [‘Jﬂ‘r.;‘!-.’"ilﬁr'l—l'ﬂ.:.-':n;hhav.—_i'arn

Ceftriaxone, cefotaxime,
cefepime, or ceftazidine,. each
in combination with
metronidazole; gentamicin or
tobramycin, cach in
combination with
melronidazole or clindamy cin,

and with or without ampicillin

Combinabon Cefazolin, cefurosime,
ceffrnaxone, cefotaxime,
ciprofloxacing, or levofloxacin,
cach in combination with

metronmidazole”

Imipensme-cilastatin,
(RETEIER RIS STEIS T o oripencm, ancd
piperacillin-tazobactam

Cetepirme, ceftazidime,
ciprofloxacin, or levofloxacin,
cach in combination with
metrenidazele?

“Bacause of increasing resistance of Eschrerichig ool to fluoroquinolones, local popualation susceptibility profiles and, if available. isolate

susceptibility should be reviewead.
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Calisma Tasarimi

Tedavi Klinik

(5 - 14 giin) _ Takip _ degerlendirme
Degerlendirmesi

Erken

Son
Tedavi S —— Ertapenem 1 g
eaavil sonrasi edaavil sonrasi o
1 - 2 hafta 4 — 6 hafta Gunde Tek Doz

Ertapenem 1 g
s GUnde Tek Doz

Alinan Hasta n=323 n=231
Sayisi
N=665
Piperacillin/ Piperacillin/
Tazobactam IV Tedavi Sonras| Tedavi Sonrasi Tazobactam IV
3.375¢ 1 — 2 hafta 4 — 6 hafta 3.3759g

6 saatte bir

6 saatte bir

Solomkin JS et al. Ann Surg. 2003;237:235-245.



klIAl'lerde Ertapenemin Etkinligi

Calismanin primer son noktasi: Olumlu klinik ve mikrobiyolojik yanitlari olan,
mikrobiyolojik yonden degerlendirilebilir hastalarin orani

%87 %81

(176/203) (157/193)

Ertapenem Piperasilin/tazobaktam
1 g giinde tek doz® 3.375 g 6 saatte bir®

%95 GA=82.3, 91.1
%95 GA=71.6, 86.5

clAl=Komplike intra-abdominal infeksiyon. Solomkin JS et al. Ann Surg. 2003;237:235-245.
GA=Giiven aralid:



Grup1 Karbapenem vs Grup 2 Karbapenemlerin A.baumanii duyarhligi
Uzerine etkisi : Karbapenem Stewardship

OPEN & ACCESS Freely availlable online @ PLOS | ox=

Effects of Group 1 versus Group 2 Carbapenems on the
Susceptibility of Acinetobacter baumannii to CrossMark
Carbapenems: A Before and After Intervention Study of
Carbapenem-Use Stewardship

Young Kyung Yoon??, Kyung Sook Yang?, [Seung Eun Lee” Hyun Jeong Kim® Jang Wook Sohn'*%,
Min Ja Kim' 24~
1 Division of Infectious Diseases. Depanment of Internal Medicine, Korea University College of Medicine Ssoul Republic of Korea 2institute of Emerging infectious

Diseases, Korea University College of Medicdine, Seoul, Republic of Korea, 3 Department of SBiostatistics, Korea University College of Medicine, Seoul, Republic of Korea,
4 infection Control Unit, Korea University Anam Hospital Seoul Republic of Karea

Abstract

Objective: Antimicrobial stewardship programs have been proposed for reducing bacterial resistance in the hospital
environment. The purpose of this study was to investigate the impact of a carbapenem-use stewardship program on the
susceptibility of Acinetobacter baumannii to Group 2 carbapenems.

Methods: A before and after intervention study was conducted at a university hospital from September 2008 to February
2013. Three study periods were defined: Phase |, pre-intervention (months 1-18); Phase Ill, a postintervention period during
which ertapenem use was mandated but carbapenem use was not restricted (months 19-36); and Phase Il a
postintervention period during which Group 2 carbapenem use was restricted (months 37-54).

Results: During the study period, intervention resulted in diminished consumption of Group 2 carbapenems (antimicrobial
use density (AUD)X 21.3>6.0in Phase |, 1I88*=6.0in Phase ll, 16.1=4.4 in Phase lll; P=0.028) and increased consumption of
ertapenem (AUD: 27* 1.7 in Phase |, 72 >45 in Phase lI, 9.1 53 in Phase lll; P<0.001). The use of autoregressive-error
models showed that in contrast with ertapenem use, the use of Group 2 carbapenem during the previous one month was
positive ly and significantly associated with a subsequent increase in the proportion of carbapenem-resistant A. baumannii
(CRAB) (P=0.031).

Condusions: Implementing a carbapenem-use stewardship program featuring the preferential use of ertapenem for
treating appropriate indications of infection resulted in reduced use of Group 2 carbapenems and had a positive impact on
the susceptibility of A. boumannii to carbapenems. This approach could be integrated into CRABcontrol strategies in
hospitals.

Citation: Yoon YK Yang KS Lee SE, Kimm H), Sohn JW. et al_ (2014) Effects of Group 1 versus Group 2 Carbapenems on the Susceptibility of Adnertobacter
baowmannil to Carbapenams A Before and After Imervention Study of Carbapenem-Use Stewardship. PLOS ONE S(6) e99101. doiz10.1371 fjoumal pone00S9101

Editor: Mark Alexander Webber, University of Birmingham, United Kingdom




Grup1 Karbapenem vs Grup 2 Karbapenemlerin
A.baumanii duyarlihgi uzerine etkisi : Karbapenem
Stewardship

« Calismanin Amaci : AMS programi hastane ortamlarinda bakterilerin
direncini azaltmak icin tasarlanmistir.Calismada, Grup 2 Karbapenem
kullaniminin Acinetobacter baumanii duyarliligi Gzerine olan etkisi
arastiriimistir.

« Calismanin Metodu : Eylul 2008 — Subat 2013 arasinda , calismadan
onceki ve sonraki periyotlar degerlendirilmistir. 3 faz seklinde
degerlendiriime yapilmistir.

— Faz 1:1-18. aylar arasinda , ¢calismadan onceki durum degerlendirilmis

— Faz 2:19-36 . aylar arasinda, Ertapenem kullaniimis ve Grup 2
karbapenemler kisitlanmamistir.

— Faz 3: 37-54. aylar arasinda ,Grup 2 karbapenem kullanimi
Kisitlanmistir.



Calisma Sonucu

Ertapenem ; Ertapenem duyarli Gram(-) basillerin tedavisinde
AMS programinda Grup 2 karbapenemlerin yerine
recetelenebilir.

Bu durum yani Ertapenem in Grup 2 karbapenemler yerine
recetelenmesi A.baumanii nin ekolojik seleksiyonunu
baskilayarak dusurebilir.

Ertapenemin tercih edilmesi , Grup 2 karbapenemlerin
kullanimini azaltarak A.baumanii nin karbapenem duyarliligini
pozitif olarak etkilemektedir.



Ertapenem: 5 Y1l Sonra Pseudomonas aeruginosa’nin
Imipeneme Duyarliiginda Degisiklik Olmamistir.’

) imipenem

) Ertapenem

@ imipenem duyarlihgi, %
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Goff DA, Mangino JE. J Infect. 2008;57(2):123-7, Elsevier'den izinle uyarlanmigtir.

TGD=Tanimlanmis gunlik doz. PD=Hasta gunleri.

Goff DA et al. J Infect. 2008;57(2):123-7.



De-Eskalasyon Tedavi Yontemi

1.Asama
* Genis spektrumlu antibiyotik tedavisinin baslanmasi
— Mortalite azalir
— Organ fonksiyon bozuklugu onlenir
— Hastanede yatis suresi kisalir
2.Asama
* De-eskalasyon
— Direng gelisiminde azalma
— Maliyet yararinda artma

Niederman MS: De-escalation therapy in ventilator-associatedpneumonia. Curr Opin Crit Care 2006, 12:452-457.

Dellinger RP, et al.Surviving Sepsis Campaign: international guidelines for management ofsevere sepsis and septic shock: 2008. Crit Care Med
2008, 36:296-327.



Parenteral Tedaviden Oral Tedaviye Gecis

Switch Therapy

« Step-down therapy

— Ayni antibiyotik; IV tedaviden oral
tedaviye gecis

« Sequential therapy

— Farkl antibiyotik; IV tedaviden oral
tedaviye gecis



Switch Therapy Approach to Treatment

Hospital Admission

!

- ~=——{ Switch Therapy

Severity | ~=—— Hospital Discharge

of
Infection

inpatient Outpatient Time
Treatment Treatment

Quintiliani R, et al. Am. J. Med. 1987:82;391



ST icin Gerekli Sartlar

IV tedavi ile klinik lyilesme

Durumu stabil

Oral llaci tolere edebilir

Absorbsiyon problemi yok

Absorbsiyonu azaltacak baska oral ilacglar yok
Oral ilaca allerji yok

Oral tedavinin yeterli omayacag!i bir tani yok
(OR: endokardit)

Mandell et al. Can J Infect Dis 1995,;6:307-315



“OPAT” Out-patient Parenteral Antibiotic Treatment
(Ayaktan Parenteral Antibiyotik Tedavisi)

« Parenteral antibiyotigin ozel bir duzenleme ile hastane disinda
kullanimina devam edilmesi
« SUT da APAT onay! gereklidir

Ceftriaxone: Akut menenijit
Teicoplanine:
— Osteomyelit

— Der ve yumusak doku



Department of Health
Advisory Committee on Antimicrobial Resistance
and Healthcare Associated Infection (ARHAI)

ANTIMICROBIAL

STEVWARDSHIFP:
“START SMIART - THEN FOCUS”

Guidance for antimicrobial stewardship
in hospitals (England)

APPENDIX 1 — Resource materials:
examples of audit tools, review stickers and
drug charts

ARHAI Antimicrobial Stewardship Subgroup
November 2011

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215309/dh_131185.pdf



Department of Health

Advisory Committee on Antimicrobial Resistance and

Healthcare Associated Infection (ARHAI)

| Antimicrobial stewardship

Right Drug, Right Dose, Right Time, Right Duration .,

Every patient.

THEN FOCUS
START SMART ;

CLINICAL REVIEW &
DECISION#
AT 48 HOURS

Do not start antibiotics in the absence of
evidence of bacterial infection

-Take history of relevant allergles

Clinical review, check
microblology, make and
document decision® -

«Initiate prompt effective antibiotic

“Include review/stop date or duraton

~Ensure relevant microbiological
specimens taken

-~

S

.~

treatment within one hour of diagnosis {or > / l =l

as soon as possible) in patients with life L 4 — o — -
threatening infecuons 2. IVforal 3. Change: 4. Continue S.
~Compily with local prescribing guidance ~ : et -hdiot again after —=
-Document cinical indication and dose on agent a further 24 =

drug chart and in clinical notes hours P

\ ] | 7 =

DOCUMENT DECISION

# Antimicrobial Prescribing Decision

Figure 1: Antimicrobial Stewardship (AMS) — treatment algorithm

*Outpatient Parenteral Therapy

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215309/dh_131185.pdf



AYP’de Kullanilacak Araclar

v 3 Gunluk Antibiyotik Denetim Paketi
v Mikrobiyoloji Antibiyogram Paketi

v

X X

-Hasta Risk Siniflamasi Sablonu
De-eskalasyon Sablonu

llac Direnc Indeksi (DRI) Arag kiti

Protokol Ornegi



Dunyadan AYP Guncellemeleri -
2013

v Rusya, Kolombiya, Filipinler, Vietnam AYP Uzerinde ¢alismaya
baslamistir.

v Rusya’daki 40 hastanede 20’den fazla protokol hazirlanmistir.

v 2013 yilinin sonunda Vietnam’daki 3 hastanede 3 protokol
hazirlanmistir.

v" AYP Kolombiya’daki 100 hastanede sonuclari 6lcmek icin
uygulamaya konmustur.

v Hindistan’da, son 5 yilda 105’den fazla protokol (75 hastane)
tamamlanmistir.

v" Hindistan’daki en buyUlk 6zel hastane zincirlerinden ikisiyle AYP
icin anlasma yapilmistir— Fortis ve Apollo (>80 hastane).

*Ulusal AYP Kilavuzlari MSD’nin katkilariyla hazirlanmigtir.
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AYP Protokol Ornegi - Vietnam
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AYP Protokol Ornegi - Kolombiya

1. INFECCIONES iNTRAABDOMINALES Infeccion severa

Foco Removible Peritonitis terciaria Tratamiento:
Para cirugia abdominal Profilaxis: Historia previa de uso o falla a los
Ampicilina/Sulbactam: antibiéticos anteriores y sospecha de | Cefepime: 2 g ¢/8 horas +
8 950 BERAOT 3T e de i bacterias nosocomiales resistentes a | Metronidazol: 500 mg </8 horas.
1.5 g intraoperatoria. si la duracion de Ia los  antididticos previos  como: (O -
cirugia excede las 4 horas y </S horas por Pseudomena aerugingsa y | Piperacilina Tazobactam: 4. 5 g c/4
2 dosis mas. Enterococo. horas en infusion extendida.
Comentario: El liempo de administracion del antibidtico no debe exceder [as Sulperazon 1.5 gm C/6horas si se

24 nhoras post-operatorias.

sospecha Aginetobacter o en pte
Si hay sospecha o documentacidon de | diabético con patelogia biliar

Infeccién por S12pNyloCoCCus aUreus

Infeccion leve FraGmienios resistente a la melicilina (SARM) o | Meropenem: 2 g /8 horas o Imipenem
Infeccidn  locallzada con  bajo Amplclllnalt‘;ul.ha!:!anl: ACJ_[)E_!QD,B_CI&[ baumanni SIN | 500 mg a_ 1 gm,_clshrs si hay spspecha
indécule bacteriano 1.5 g o/6-8 horas (1ra opcién por costlo- | | Racteremia ge bacteria resistente a Cefepime o
No hay necesidad de cubrir | beneficio). Pipftaz
E.aeruginosa, £nleroceco u otra
bacteria mutlicresistente.- Comentario: Esta terapia debe estar guiada por un reporte de cultivo positivo con
Si existe un inoculo mayor. | Pasar a: Su respeciivo aniibiograma. Las dosis inicizles se ge,sggggga’_n a las 72 horas seg_l.:m
factores de riesgo en el paciente o | Ertapenem: cultivos o se disminuira el espectro. Administrar el tratamiento hasia la resolucion
toxicidad 1 g/dia (unidosis) completa ce fos signos y sintomas.

Se recomienda la Tigeciclinga SOLO para infecciones moderadas mixtas sin

= : = bacteremia ( pues pico de concentracion en sangre es bajo y hay posibilicad de
Comentario: Suspender 2 las 48 horas despues que el cienie no presente e 3
i 1l O ROs Scese o e falals terapéuticas ) por cubrir adecuadamente, cocos gram postivos ( MRSA y
El tratamiento no debe exceder los 5 dias. Preferir la combinacion | EVR entre otros ), gram negativos ( excepto Pseudomona. Proteus y Providencia )
Ampicilina/sulbactam a Clinga+Genta por tener baja toxicidad otica y renal. . anaerobios y microorganismos atipicos. también patégenos resisientes por
El Ertapenem liene mejor penetracién, mayor especiro y menor resistencia| g eg y AmpC

para gérmenes gram negativos que otras opclones terapéuticas como = e 2 : -
quinolonas o cefalosporinas de 3ra generacion. ademas no ejerce presion | C=hja el antibidtico con menor CIM, espectro mas reducido, que ejerza menor
selectiva contra P.aeruginosa ( 1a cual no esia implicada en esta categoria )| Presion selectiva y mas farmaco-economico.

comparativamente a Cefepime, Piplaz. Imipenem o Meropenem. con un costo




