Antimikrobiyal Yonetisim Programlarinda Neredeyiz?

Tanisal Yonetisim
Basarili Bir Antimikrobiyal Yonetisim icin On Kosul

Dog¢. Dr. Oguz Evlice
SBU Van Egitim ve Arastirma Hastanesi

infeksiyon Hastaliklari ve Klinik Mikrobiyoloji



Tanisal Yonetisim Tanimi

» SHEA 2023: Dogru testin, dogru hastaya, dogru zamanda uygulanmasini
saglayan mudahaleler

» ISAC 2023: Her hastaya uygun tani araclarinin dogru sekilde kullanilmasi,
asiri test yapilmasinin 6nlenmesi ve zamaninda hasta yonetimi saglanmasi

SHEA, Society for Healthcare Epidemiology of America; ISAC, International Society of
Antimicrobial Chemotherapy

Fabre et al. Infect Control & Hosp Epidemiol 2023;44:178-185
Zakhour et al. Int J Antimicrob Agents 2023;62:106816



Tanisal Yonetisimin Hedefleri

» Hasta bakimini ve sonuclarini iyilestirmek
» Hasta zararini 6nlemek
» Antibiyotik kullanimini optimize etmek

» Kurumsal maliyetleri disirmek

w Improve patient care and outcomes

A Avoid patient harm

E Optimize antimicrobial use
(= J

A
m Improve efficiency of care

]&;[ Improve institutional costs and metrics

Fabre et al. Infect Control & Hosp Epidemiol 2023;44:178—185
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Olgu Sunumu

77 yasinda erkek hasta

Bilinen benign prostat hipertrofisi (BPH), hipertansiyon ve koroner arter
hastaligi 6ykusu

Ust solunum yolu enfeksiyonu sonrasi 2 giindiir olan bas dénmesi sikayeti
ile hastaneye basvuruyor

Kulak burun bogaz klinigi tarafindan yatisi yapiliyor

Idrarda yanma yok, BPH tanisindan beri idrar sikligi degismemis

Ates yok, idrar tahlilinde 9 lokosit, bakteri pozitif

idrar kiltirinde 100,000 cfu/mL E. coli

Siprofloksasin baslaniyor ve 10 giin stireyle recete edilerek taburcu ediliyor

Bir ay sonra siddetli ishal ile tekrar yatis,
C. difficile koliti tanisi ve kolektomi
sonrasi komplikasyonlar nedeniyle

olim



Vaka Sunumu (Devami)

» Tani: Vertigo + Asemptomatik bakteriiri
> idrar kiltird alinmamaliydi
» Antibiyotik tedavisi uygulanmamaliydi

> Bu 6lium 6nlenebilirdi



Laboratory staff Mi gl: Physici
Timely reporting of Modify reporting 1o Collaborate with
Physiclans Microblologists Nurses/Adjunct staff results indicate colonization microbiologists to
ancure neonar analveie
Inte
Postanalitik donem:

r

Lab personeli:Sonuglarin zamaninda raporlanmasi
Mikrobiyolog: Sonuglarin selektif raporlanmasi
Klinisyen: Mikrobiyolog ile birlikte sonuglarin uygun sekilde
yorumlanmasi ve bilgiler isiginda dogru taninin koyulmasi

Preanalitik donem:
Klinisyenin fizik muayene yaptigi, uygun testi
sectigi, mikrobiyologun 6rnegin uygunlugunu
degerlendirdigi donem

—————————
Post-analytical

Pre-analytical phase
Antimicrobial stewardship

Diagnostic stewardship
Antimicrobial stewardship

Analytical phase
Phy P | Nurses
Analitik donem: pisedi s el | (BER oo S | g el
. . .o . . considering local p |
Mikrobiyolog: Ornek reddi, ek ya da alternatif SU0CopIIRY PSS | | rovide adequase coee | | Provide adaons
. one Reassess regula_ny adjustment and clinical input
test 6nerebilir | [ et et
De-escalate to narrow sl
spectrum or oral

Reject criteria for sample
damaged/unsealed appropriateness therapy when possible
= Discontinue therapy

when infectious etiology
is unlikely

Scheme 1. Diagnostic stewardship involving multidisciplinary teams across the diagnostic pathway.



Uygun Tani Testi Kullaniminin Oniindeki Yaygin
Engeller

» Uygun tani testlerine yonelik klinik rehberlerin eksikligi

» Asiri test ve gereksiz tedavilerin sonuclarinin kiicimsenmesi
» Hastanin test yapilmasi yontndeki israri

» Enfeksiyonu atlama korkusu

Samuels et al. Pediatrics. 2021;147:€20201634
https://www.testingwisely.com/diagnostic
https://choosingwisely.org/files/Final...




Saglik Hizmetlerinde Gereksiz Testlerin Onlenmesi:
'Choosing Wisely' Yaklasimi

Akillica Se¢im: ABD merkezli bir saglik ve egitim

kampanyasi

. .. Do you really need that
American Board of Internal Medicine tarafindan madicalVastortraatment?
yuratalayor The answer may be no.

“Hastaya zarar vermemek icin ne
yapabiliriz?” sorusunun yaninda,

Talk to your doctor about which tests

“Glivenli bir sekilde daha azini nasil ) Baimdivie Vi Al sl whilels

ones you don't need.

fiay® [0

¢ ABIM Foundation

yapabiliriz?” sorusunu da sormaliyiz

YUNDATION

Schroeder et al. Pediatrics. 2011;128(6):e1596-7



Riskleri nelerdir?

Hic bir sey yapmazsam ne olur?

Daha kolay, daha emniyetli secenekler var mi?

Bu teste, tedaviye veya ameliyata gercekten ihtiyacim var mi?

YV V V VYV V

Maliyeti nedir? EChﬂﬂSing
= Wisely

An initiative of the ABIM Foundation

Q l

FOUNDATION®

5 QUESTIONS to Ask Your Doctor Before
You Get Any Test, Treatment, or Procedure

n Do | really need this test or procedure? Medical tests help you and your
doctor or other health provider decide how to treat a problem. And medical

procedures help to actually treat it.

ﬂ What are the risks? Will there be side effects? What are the chances of getting
results that aren't accurate? Could that lead to more testing or another procedure?

Are there simpler, safer options? Sometimes all you need to do is make
lifestyle changes, such as eating healthier food or exercising more.

What happens if | don't do anything? Ask if your condition might get worse
— or better — if you don't have the test or procedure right away.

How much does it cost? Ask if there are less-expensive tests, treatments or

procedures, what your insurance may cover, and about generic drugs instead of

Schroeder et al. Pediatrics. 2011;128(6):e1596-7 brand-name drugs.




Tanisal Yonetisimin Oncelikleri

Oncelikli olarak optimal uygulama stratejileri gelistirmesi gereken alanlar:

Kan kulturu

Solunum yolu
kulturleri

Fabre et al. Infect Control & Hosp Epidemiol 2023;44:178-185



Neden Kan Kulturi Yonetisimine Odaklanmaliyiz?

Kan kiltirlerinin yalnizca yaklasik %10’u pozitiftir, %50’ye kadari
kontaminasyon

Uygunsuz testler su riskleri artirir:
» Gereksiz antibiyotik tedavisi

» Santral venoz kateterlerin gereksiz
cikarilmasi

» Uzun hastanede yatis

A\

Yiksek maliyet

Y

Kateter iliskili kan dolasimi enfeksiyonu
oranlarinin fazla hesaplanmasi



Nonnotropenik Eriskinlerde Baslangi¢ Kan Kultuirii
Onerileri

Onerilir
» Siddetli sepsis/septik sok
» Bakteremi olasilig yiksek (> %50)

» Orta dlizey olasilik ve endovaskdiler enfeksiyon riski varsa veya sonug
tedavi kararini etkileyecekse

K Onerilmez:
» Duslk olasilikli hastalar (<%10)

» Orta diizey olasilik ama endovaskiler enfeksiyon riski yoksa ve sonuc
tedavi kararini etkilemeyecekse

Fabre et al. Infect Control & Hosp Epidemiol 2023;44:178-185



Hastanede Yatan Nonnotropenik Hastalarda
Bakteremi Olasihigi

» Septik sok » Siddetli sepsis > Titremeile > Sellit » Ameliyattan
> Endovaskiiler > Piyelonefrit, ates, > Sistit/prostatit sonrakiilk 48
: T komorbiditeli . saatte ates
enfeksiyon Kolanjit AT VIS > Hafif siddette .
> Menenijit > Karaciger apsesi ’ toplum kokenli ~ Izole ateg
> Epidural apse » Ciddi pnémoni PAIRAEATL
» Sant
enfeksiyonu
» Septik artrit
Clinical Infectious Diseases o h
Does This Patient Need Blood Cultures? A Scoping Review
of Indications for Blood Cultures in Adult Nonneutropenic
Inpatients
“’m o, e o e et o 5 Doy e Fabre et al. Clin Infect Dis. 2020;71:1339-1347




Notropenik olmayan hastalarda bakteriyel kan kalttru
onerileri i¢in algoritma.

Is severe sepsis/septicshock® or
infectiveendocarditis/endovascular
infection* suspected?

L]

L]

<+— YES

YES NO
A4 ¥
BCx RECOMMENDED$ What isthe pretest

Draw 2 peripheral sets

probability of bacteremia?

e I

High (>50%)

N

Intermediate

!

(210% and <50%)

AN

>
BCx being
—{ considered
for new
dlinical >
event

Low (<10%)

~

Examples:

e Catheter-associated
bloodstream infection
Discitis/native VO
Epidural abscess
Meningitis
Nontraumatic native
septic arthritis

e Ventriculoatrialshunt

Examples (intermediate):

Examples (low—intermediate):

e Cellulitisin patients with

Acute pyelonephritis
Cholangitis
Nonvascularshuntin
Prosthetic VO

Severe CAP (PSIVand IV)

fections

Examples (low):

e Isolated fever and/or
leukocytosis®

e Nonsevere cellulitis

e Lower UTI (eg cystitis,
prostatitis)

¢ Nonsevere CAP, HCAP

Examples (very low):

Staphylococcus aureus: Persistan bakteriyeminin
en sik sebebi

Kontrol kan kulturt alinmasi onerilir.
Staphylococcus lugdunensis de benzer sekilde
virGlan ve IE ile iligkili olabilir.

e Catheter-related bloodstream infection before
catheter replacement

YES NO

1 1
Tek sise kan kulturt: Cilt florasi?-
->Semptomatik hasta + Protezi varsa
/Kateteri varsa
Persistan bakteriyemi suphesi varsa
(drene olmamis apse varligi / kateter
cikarilamamigsa

l

of source control (eg
retained infected vascular
catheter, undrained

infections comorbidities™ e Postoperative fever
* VAP within 48 hours of surgery
YES = e Isthe patient atrisk of endovascular infection?
e Isthe primarysite of infection not readily available
for culture prior to antibiotic initiation?
BCx RECOMMENDED

Draw 2 peripheral sets

Are BCx results otherwise likely to impact

management?

\ 4

BCx NOT RECOMMENDED abscess)

NO

Fabre V,. Clin Infect Dis. 2020;71(5):1339-1347.



Yetigkin Notropenik Olmayan Yatan Hastalar Arasinda Kan Kulturu Kullanimini

lyilestirmek icin Bir Tanisal Yonetisim Miidahalesi: DISTRIBUTE Calismasi

Kan kiltiurti alma oranlarinda algoritma ve egitim etkisi
» Birincil sonlanim: Midahale ile kan kulttird istenme oranlarindaki degisim

> ikincil sonlanim: Uygun olmayan kan kiiltiirii alinmasi, kan kiiltiirii pozitifligi

A Diagnostic Stewardship Intervention To Improve Blood Culture Use among

Adult Nonneutropeniclnpatients: the DISTRIBUTE Study Fabre et al. J Clin Microbiol, 2020;58(10):e01053



Supplementary Figure 2. Algorithm with indications for initial and follow-up blood cultures(3)

(reproduced with permission).

Is fsevere sezsisf sr:p“;"’h‘:rk or | BCx being BCx being Is the follow-up BCx to document clearance of
infective endocarditis/endovascular P— i considered nsider — —
. - YES considered YES bacteremia for any of the following? '
infection® suspected? for new to document : ]
- - dlinical ol ¢ ¢ 5. aureus, S. lugdunensis bacteremia
YES NO s * Bacteremiain a patient with suspected
+ + event bacteremia endovascular infection® OR patient at risk for
endovascular infection!!
BCx RECOMMENDEDS What is the pretest + Catheter-related bloodstream infection before
Draw 2 peripheral sets probability of bacteremia? catheter replacement
Intermediate
i YES NO
P N l 1
Examples: Examples (intermediate): Examples (low): BCx RECOMMENDED
Draw 2 perigherl sots Is the follow-up BCx needed
* Catheter-associated * Acute pyelonephritis eslsolated fever and/or . P f initi for any of the following?
bloodstream infection e Cholangitis leukocytosis? within 48 hours of initial BCx 7 - .
« Discitis/native VO + Non-vascular shunt infections sNon-severe cellulitis A~ * Single positive BCx with skin
+ Epidural abscess ¢ Prosthetic VO sLower UTI (e.g., cystitis, ﬂof_a in symptomatic
* Meningitis « Severe CAP (PSIV and IV) prostatitis) patients including those
* Non-traumatic native . ) sNon-severe CAP, HCAP YES with prosthesist or
septic arthritis Examples (low—intermediate): o — intravascular catheter®*
s Ventriculo-atrial shunt e Cellulitisin patients with Examples (very low): — no — e Concern for persistent
infections comorbidities’ ePost-operative fever within bacteremiain the absence
. VAP 48 hours of surge of source control (e.g.,
gery retained infected vascular
i . W catheter, undrained
‘ - — BCx NOT RECOMMENDED abscess)
YES ——| & |sthe patient at risk of endovascular infection?
* |s the primary site of infection not readily available
for culture prior to antibiotic initiation?
BCx RECOMMENDED + Are BCx results otherwise likely to impact NO
Draw 2 peripheral sets management?

Footnote: *BCx required by U.S. Centers for Medicare and Medicaid Services (CMS) severe sepsis

criteria of the Severe Sepsis and Septic Shock Early Management Bundle Fabre etal. J Clin Microbiol. 2020;58(10):¢01053



DISTRIBUTE Calismasi: Hastanede Yatan Nonnotropenik
Olmayan Hastalarda Kan Kultiirti Kullanimi

Fabre et al. Journal of Clinical Microbiology
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FIG 1 Trends of blood cultures in the intervention and control units during the study period. Arrows indicate the intervention. Black solid lines indicate average
blood culture rate, and each black circle indicates average blood culture rate for each month. Upper and lower dashed gray lines indicate “control” limits
(average rate + [3 X SD]).

Sepsis kalite olcutleri ve mortalite degismedi

Fabre et al. J Clin Microbiol. 2020;58(10):e01053
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Bright STAR Kan Kultlirii Calismasi: Yogun Bakimda
Takip Edilen Cocuk Hastalar

14 merkezin katildigi cok merkezli calisma
Merkezlere 6zel algoritmalar ve egitim

Pediatrik yogun bakimda kan kulttrt alinma oraninda %33 azalma (p <
0.001)

Kateter iliskili kan dolasimi infeksiyonu oraninda %36 azalma (p < 0.001)
Genis spektrumlu antibiyotik kullaniminda %13 azalma (p < 0.001)

Mortalite, yatis siiresi ve yeniden yatis oranlari degismemis

Woods-Hill et al. JAMA Pediatr. 2022;176:690-698



Bright STAR Kan Kultiirtii Calismasi (Devam)

» Midahale sonrasi yirmi dort aylik donemde ise kan kiltlird alinma orani,
mudahale oncesi doneme gore %27 daha dusuk

Figure. Blood Culture Rates During the Preimplementation, Postimplementation, and
Sustainability Periods.
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Site-specific mean monthly blood culture rate per 1000 patient-days for the
preimplementation, postimplementation, and sustainability periods with pooled
estimates from the random intercept Poisson model. Error bars indicate 95% Cls.

Woods-Hill et al. JAMA Pediatr. 2022;176:690-698



Neden Solunum Yolu Kiiltiirii Yonetisimi Onemli?

» Solunum yolu steril degil

» Entlibasyondan sonraki 2 giin icinde kultirlerin
%50'sinden fazlasi semptom olmasa da pozitif

A\

Kolonizasyon? Enfeksiyon?

A\

Ventilasyon ile iliskili pndmoni? Trakeobronsit ?

A\

Biyofilmler ve bakteriler tedaviye ragmen kalabilir

Albin et al. Open Forum Infect Dis. 2022;9(6):0fac183



Open Forum Infectious Diseases i —
SIDSA (VI
Infections Discases Suciely of America hwmedieneossocaton  [ReReaielaln]

Rethinking the “Pan-Culture”: Clinical Impact of
Respiratory Culturing in Patients With Low Pretest
Probability of Ventilator-Associated Pneumonia

Owen R. Albin,"” Louis Saravolatz,' Joshua Petrie,” Oryan Henig,® and Keith S. Kaye'

"Department of Internal Medicine, University of Michigan Medical School, Ann Arbor, Michigan, USA, “Department of Epidemiology, University of Michigan School of Public Health, Ann Arbor,
Michigan, USA, and “*Department of Infectious Diseases, Unit of Infection Contral, Tel Aviv Sourasky Medical Center, Tel Aviv, Israel

Mekanik ventilatdre bagli hastalarda yeni ortaya cikan
ates ya da |okositozda

Trekeal aspirat ornegi dahil

Tum kulturlerini alalim mi?
Izole atesi ya da |6kositozu olan hastalar dahil edilmis.

Primer sonlanim: Iki giinden fazla antibiyotik kullanimi

Dislama Kriterleri:
» Radyolojik olarak pnomoniyi destekleyen bulgusu olan
»  Sekresyon artisi olan

» Ventilator ayarlarinda degisiklik yapilan hastalar

Albin et al. Open Forum Infect Dis. 2022;9(6):0fac183



Table 2. Adjusted Primary/Secondary Qutcomes in Total and Propensity Score—Stratified Cohort

Total Cohort Propensity Score—5Stratified Cohort
Respiratory Culture Respiratory Culture Not P Respiratory Culture Not P
Performed (n=113) Performed (n=421) Value Performed (n = 365) Value
Primary outcomes
=2 d all antibiotics, No. (%) 99 (87.6) 317 (75.3) .005 272 (74.5) .002
>2 d broad-spectrum antibiotics, 92 (81.4) 279 (66.3) .002 238 (65.2) <.001
No. (%)
Secondary outcomes
Antibiotic DOT within 7 d of NATW, mean (SD)
02
.009
Broad-spectrum antibiotic DOT
73
29
B2
62

ntibiotic DOT was
hea, nautropenia,
iethicillin-resistant
Enterobacterales,

Total antibiotic DOT

1al temperature or

5 [ 7 8 9 10

B Respiratory cultures not performed M Respiratory cultures performed

Figure2. Total and broad-spectrum antibiotic days of therapy within 1 week of new abnormal temperature or white blood cell count. Antibiotic days of therapy was defined
as the aggregate sum of days for which any amount of a specific antimicrobial agent was received by a patient. For example, if a patient obtained 2 days of vancomycin and 2
days of piperacillin-tazobactam within the 1-week time frame, this would equate to 4 antibictic days of therapy. Abbreviation: DOT, days of therapy.

Albin et al. Open Forum Infect Dis. 2022;9(6):0fac183



Table 3. Causes of New Abnormal Fever or Leukocytosis in Patients
With Respiratory Cultures Obtained Without Clinical/Radiographic

Evidence of Pneumonia

Cause of Abnormal Temperature/White Total No. Percentage
Blood Cell Count (n=107) of Cases
Postoperative fever/leukocytosis 32 29.9
Central process 24 22.4
Extrapulmonary infection 24 22.4
Noninfectious pulmonary 17 15.9
decompensation

Other 11 10.3
Steroids/leukemoid stress reaction 10 9.3
Ischemia 6 5.6
DVT/PE 6 5.6
Hematoma 5 4.7
Cancer/tumor fever 4 3.7
Autoimmune condition 1 0.9
Drug fever 1 0.9

Abbreviation: DVT/PE, deep vein thrombosis/pulmonary embolism.

Abnormal white blood cell count was defined as abnormal white blood cell count (>12 x
10%L or <4 x10%L) with a normal value in the preceding 36 hours. Abnormal
temperature was defined as >38°C or <36°C with a normal value in the preceding
36 hours. Central process = stroke, intraparenchymal hemorrhage, seizures, and global
cerebral ischemia secondary to cardiac arrest. Noninfectious decompensation =flash
pulmonary edema, aspiration pneumonitis, mucous plugging. Leukemoid stress reaction
= leukocytosis attributable to non—septic shock physiology (ie, cardiogenic shock).

Albin et al. Open Forum Infect Dis. 2022;9(6):0fac183



DIVA Calismasi: Yetiskinlerde Asiri VIP Tanisi ve
Tedavisinin Azaltilmasi

Onerilir XK Onerilmez:

» Akciger grafisi veya BT'de yeni infiltrasyon > izole ates veya |6kositoz

» Pirilan endotrakeal sekresyon » Artmis ancak purilan olmayan sekresyon
» PEEP veya FiO2 kotilesmesi » Atelektazi veya pulmoner 6dem

O > Gecici PEEP/FiO2 kotulesmesi
Ornek toplama Asamasi: ecicl /FiO2 kétiles

» Eger kontrendikasyon yoksa tercihen bronkoalveoler lavaj (BAL) kullaniimali

Raporlama Asamasi:
» BAL kiltlir sonuclari sadece PMN > % 50 ise otomatik olarak raporlanir
» PMN < % 50 ise sonuglar gizlenir; kiltir tanimlama/duyarhlik istenirse

laboratuvar aranmalidir (7 glin icinde)

Albin et al. Clin Microbiol Infect. 2024;30:499-506



Ventilatore Bagli Hastalarda Endotrakeal Kiltiir Alma

Algoritmasi

Kaltur alinmasi dastintlmeli ancak:

>
>
>

Yeterli sekresyon yoksa 6rnek gonderilmemeli
Ornek elde etmek icin salin uygulanmamali
Hasta bazal sekresyona gore artis gostermeli

En az bir ek enfeksiyon belirtisi olmali:

>

YV V V V

6 saatten uzun sliren oksijenasyon/ventilasyon bozuklugu
38°C'den ylksek ates (en az 2 kez)

CRP artisi

Akciger grafisinde yeni opasite

Son kulttrtun Gzerinden 3 glinden fazla zaman ge¢cmis olmali

Sick-Samuels et al. Pediatrics. 2021;147(5):e20201634



Neden idrar Kultiirii Yonetisimi Onemlidir?

» Kolayca kontamine olabilir
» Pozitif kultir her zaman enfeksiyon anlamina gelmez
» Asemptomatik bakteriliri (ASB) cogu hasta icin tedavi edilmemeli

» Kateterli, yasli ve cocuk hastalarda kiltlirlerin Griner sistem infeksiyonu
tanisiicin 6zgulluglu duasuktir

Petty et al. JAMA Intern Med. 2019;179:1519
Nicolle et al. Clin Infect Dis. 2019;68:e83—110



JAMA Internal Medicine | Original Investigation

A Statewide Quality Initiative to Reduce Unnecessary
Antibiotic Treatment of Asymptomatic Bacteriuria

Valerie M. Vaughn, MD, MSc; Ashwin Gupta, MD; Lindsay A. Petty, MD; Anurag N. Malani, MD; Danielle Osterholzer, MD; Payal K. Patel, MD, MPH;
Mariam Younas, MD; Steven J. Bernstein, MD, MPH; Stephanie Burdick, MD; David Ratz, MS; Julia E. Szymczak, PhD; Elizabeth McLaughlin, MS, RN;
Tawny Czilok, MHI, RN; Tanima Basu, MA, MS; Jennifer K. Horowitz, MA; Scott A. Flanders, MD; Tejal N. Gandhi, MD

» Kanada eyaletlerinde 46 hastaneyi iceren 3 yillik bir kalite
iyilestirme calismasi
» Asemtomatik bakteriiiride antibiyotik kullaniminda

tanisal yonetisim ve antimikrobiyal yonetisimin etkisi

Vaughn VM et al. JAMA Intern Med. 2023;183(9):933-941.



Merkezlerin Uyguladiklari Tanisal Yonetisim
Stratejileri

Table 2. Self-Reported Antibiotic and Diagnostic Stewardship Strategies (N = 42 Hospitals)®

Hospitals
responding yes,
Strategy No. (%)
General stewardship infrastructure
Has an antibiotic stewardship team 42 (100)
Stewardship resources increased since the Joint Commission standard® 12/39(31)
Hospital policy requiring documentation of intended antibiotic duration 7(17)
Antibiotic stewardship strategies 42 (100) Abbreviations: ASB, asymptomatic
Antibiotic timeout at 48-72 h 13 (31) bacteriuria; CPOE, computerized
All fluoroguinolones restricted 13 (31) provider order entryt; ED, emergency
department; UTI, urinary tract
Institutional treatment guideline for UTI, updated within the past year 20 (48) infection.
Indications of obtaining urine culture 18/20 (90) 2 Responses are self-reported from a
Recommendations for not treating ASB 17/20(85) survey administered electronically
Antibiotic regimens that are concordant with national guidelines 20/20 (100) u5|ng anhrlcs XM and enj'a.IIEd to
all Michigan Hospital Medicine
Recommend against flucroquinolone as first-line agent for cystitis 19/20 (95) Safety Consortium hospitals in
Clinicians educated on UTI and ASB 37(88) November 2019 (completed by
Audit and feedback for UTI 25 (60) December 2019). Haspitals were
- asked, “What strategies to reduce
Audit and feedback for ASB 28 (67) inappropriate use of urine cultures
CPOE for UTI 18 (67) (e.g., diagnostic stewardship) has
CPOE for ASB 10 (24) your hospital started?” (more details
: = in the eAppendix in Supplement T).
Diagnostic stewardship strategies (n = 39)° 26 (67) The data abstractor (typically a
No. of strategies (11 potential), median (IQR) 1(0-2) nurse in quality) at each hospital
Removal/change in urine culture testing from preoperative order sets 3(8) was responsible for working with
local individuals (eg, antibiotic
Removal/change of urine culture testing from ED order sets 12 (31) stewardship leaders) to ensure
Removal/change of urine culture testing from admission order sets 7(18) survey accuracy and completion.
Removal of urine culture testing from other order sets 6(15) of ﬂ?e 46 study hospitals, only 40
received the 2019 survey; of those,
Added reflex testing (urinalysis cutoff to urine cultures) 7(18) 98% (n = 39) responded. An
Removed reflex testing 7(18) additional 3 hospitals that did not
= . . - ive the 2019 survey answered a
Hid culture results settings 1(3 receive Y
iding urine culture results in some setting (3) similar November 2018 survey
Reguiring physician order to run urine cultures in ED 6(15) when antibiotic stewardship, but
2-Step urine culture initiative to reduce urine cultures in ED 3(8) not diagnostic stewardship data,
. : . were collected.
Framing urine culture results in test results 3(8) e Notincluded in 2018 survey. Only Va ughn VM et al. jAMA Intern
Rejection of some urine cultures 3(8)

39 hsphals responcid. Med. 2023;183(9):933-941.



Figure 2. Diagnostic and Antibiotic Stewardship Outcomes Over Time Among 14 572 Patients
Across 46 Hospitals
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Quarter of observation

» ASB'si olan hastalarin ylzdesi
%34,1'den %22,5’e dusuyor
» Daha secici test istemi

ASB’de antibiyotik kullanimi ve AB
kullanim suresinde anlamli degisiklik
olmamig

Vaughn VM et al. JAMA
Intern Med.
2023:183(9):933-941.

Error bars represent 95% Cls. aOR
indicates adjusted odds ratio; ASB,
asymptomatic bacteriuria; UTI,
urinary tract infection.
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Idrar Kiiltiirii Isteminde Tanisal Yonetisim igin lyi
Uygulamalar

Onerilen uygulamalar

Semptom yoksa kultir istemekten kacginilmali
Ayni hastanede bes gun icinde yinelenen idrar kiltlri istemi otomatik iptal edilmeli
Piylri varligina gore idrar kilturi istemine gecilmeli

Sonugclarda yonlendirici notlar: 'yiksek koloni sayisi Griner infeksiyon demek

degildir', ‘Asemptomatik bakteritri tedavi edilmemeli’
ikiden fazla bakteri varsa sonuc gizlenmeli

Secici/kademeli antibiyotik duyarlilik raporu

Claeys et al Clin Infect Dis. 2022;75:382-389



Tanisal Yonetisim Nasil Uygulanabilir?

>
>
>
>
>
>

Net bir hedef tanimlayin

llgili tim paydaslari dahil edin

Mudahalenin etkisini izlemek icin olcitler tanimlayin
Baslangic tarihine karar verin

Egitim verin

Uygulama degisikligini nasil strdireceginizi diisinin

Fabre et al. Infect Control & Hosp Epidemiol 2023;44:178-185
Sick-Samuels & Woods-Hill Infect Dis Clin North Am. 2022;36:203-218




Son sOz

» Kan, solunum ve idrar kiltlrleri uygun rehber ve karar

destekleriyle optimize edilebilir

» Tanisal yonetisimin uygulanabilirligi daha fazla arastiriimalidir

Bir testi isteyebiliyor olmak mutlaka

istememiz gerektigi anlamina gelmez

Kaynak: Fabre et al. Infect Control & Hosp Epidemiol 2023;44:178-185
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