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The discovery of antiblotics in the 19205 revelutionized humany’ ability to treat infectious disease
and save lives,

The prevalence of multidrug-resistant microorgantsms has risen slarmingly in the last 40 years and
has emerged a5 a major public health problem globally, Antmicrobial resistance is accelerated by the
ovenuse of antiblotics worldwide. Increased antimicroblal resistance |5 the cause of severe infections,
complications, longer hospital steys and increased mortality. Overprascribing of antibiotics is
assoclated with an incressed risk of sdverse effects, more frequent re-attandance and increased
medicalization of self-limiting conditions, The pace of new antimicrobial development has siowed
markedly in the past 20 years. As mone resistance accumudates, we are keft with increasingly
ineffactive drug therapies, Dr Margaret Chan, Former Director-General of the World Health
Organization | 2006-2017) in the Global Action Plan on Antimicrobial resistance stated that
“Antimicrobial resistance threatens the very cors of modern medicinge and the sustalnability of an
effective, global public health response to the enduring threat from infectious diseases”.

Antimicrobial stewardship interventions which mainky focuses on rational antibioties use have been
provven (o improve indlvidual morbidity and mortalty due to infection with resistant arganisms ag
well as reduce cost Incurred In patient management. Scientific management can promote the
rational use of anfibiotics, reduce the expense of drug use and slow the development of drug
resisiance,

Infection Prevention & Control [IPC) and diagnostic stewardship play 2 significant role in supporting
antimicroblal stewardship acthvities as well as preventing the development and spresd of
antirmicrobial resistance, This gulde should be used topether with the available diagnostic
stevardship guidelines a3 well the IPC guidelines,

| wegald fike 1o remind clinical teams that while we focus on the treatment of the Individua! patient,
we must always be cognizant of the collateral damage of antimicrabial resistance [AMR).

Pracrice puidelines, of any kind, would only be effective Il they are adhered o, We all have a role iR
presarving antibictics for this and future genarations.

Dr. Wison K. Aruasa, MBS, EBS,
Chisf Executive Officer, MTEH

Empivic dntimicrobial Therapy Guidelines Page 2 of 100



GUIDELINE IDENTIFICATION AND APPROVALS

I
' MOI TEACHING AND REFERRAL HOSPITAL

EMPIRIC Reference ! MTRHPOL/EAT /801
TITLE ANTIMICROBIAL |
THERAMY ul
| GUIDELINES e

NB- Revivion done after fwa year oF wieaerier necessary for smirebiliny ad adegmocn Ary privted copy
ecuantey wrcontrofhed document, wnleas otherise siumpes)

GUIDELINE CONTACT OFFICE: -
DIRECTORATE OF PHARMACY
Drafted By: Dir Ceelia Ngetich.

Chair, Antimicrobial Stewardship Sub-commiltes

Signed #°" Date: 16° November 2023

Keviewed Hy: D Charles kowolah,
Chair, Drugs and Therapeutics Commities

Signed &E— Date: 21" November, 2023

Approved By: e Wilson Aruasa WES, FBS
Chiel Executive Officer

Empivic dwtimicrobial Therapy Guideiines Page 3 of 100



Contents

GUIDELINE IDENTIFICATION AND APPROVALS.. ... oicvs

i b

R I e o a0 il el ] s ot

PURPOSE OF THE EMPIRIC ANTIBIOTIC GLIDELINES

PRINCIPLES OF ANTIBIOTIC THERAPY AND RATIONAL ANTIBIOTIC PRESCRIBING ... ovev ooy semroens -8
MTRH ACCESS, WATCH AND RESERVE (AWaRE) CLASSIFICATION OF ANTIBIOTICS ..o v icomsenn o 10

DIAGNOSTIC STEWARDSHIP AND SPECIMEN HANDLING GUIDELINES ..evs
FUNDAMENTALS OF SPECIMEN COLLECTION .o icosrnmsrines

COLLECTION OF UIRENE FOR CLILTLIRE AND SERSITIMITY .o i disiemisi sosib sm sias st samii 14
RECOMMENDATION FOR BLOOD CULTURE COLLECTION ......oeroeiers i s rmmmmrssssmmrssy sesespms s i L
L DA TERIAL PR LI OIN LA i oo o i 35 i 1 e e e i 1r
MTRH Empiric Antibiotic Guide: ADULT BACTERIAL PNEUMOMIA ..o s s A7
MTRH Empiric Antibiotic Guide: BACTERIAL PNEUBOMNIS IM CHILDREN .........cccovme v ems mersmaearens <20

................................................ 9

L T R Lt e PR ”

MTRH Empiric Antibiotic Guide: SUSPECTED SEPSIS IN ADULTS.........

MTRH Emparic Antiblotic Guioe: SUSPECTED SEPSIS IN PAEDIATRICS .

MTRH Emparic Antiblotic Guice: Neonatal Sepsis,

4. CATHETER RELATED BLODDATREAM INFECTIONS

§, UPPER RESPIRATORY TRACT INFECTIOM ..o v
6. GASTROINTESTIMAL INFECTHONS .iaiaiamermiminin i mibiass iasssss isiasgas sissnsi f68ia s eaiar a0 sssi  smes assin

TR,

24

7. INTRA-ABDOMINAL INFECTIONS ..o, R e e b L B e .53

8. MEUTROPENIC FEVER ..icivs i sirasarmi sinsamas rmsa

= i

ottt e i | st T

B. INFECTIVE ENDOCARDITIR. . .. csncsinsassntarasmminimbissbsmmsssmsssisoiarnis iisn  stamsias sesssssssssisiatssnta siats ssasess .83
A UMY TRACT INFECTIIN o i i b el il L L]
11, SKIN AND SOFT TISSLE INFECTIONS [SETIE} cm v v isrirsmrmrarirm s srmmiriss s pers s sm s e e meseeres i

[ [ s [T 1 ——

PR ETR P E T

Crassification of operative wounds and rsk of Infecion ...

[y ) P Ll 6 LN e M U Wty LI O T LT Pl .
P PP NI i g e e g s ' s A e

b I EHE

R L TR L TR TR

a3
A3
84
84

L O TP E DN BURBEIY .. i aiiinmmi s homin i e i s s b i i o A s e 85

4. HEAD AND NECK SURGERY ... smsasmas

T I T TR T

e R L e R R P L L T T T

Page 4 of 100



3. URDUDGECAL SURGERY .. cociainicrsisaisrsisimms s s R i R e i g 87
4. CARDIAC, THORACIC AND VASCULAR SURGERY ........... i B P e TR S e B8
o S e TR R TR T Y e s s i i o B i e ma i S0
7. INTERV O TIOMAL R IGY . . it s ses ntarom e e v b oes s e er ey et e 92
CPECTAL COMSIDERATIONS . .. ... e i somso i s o bbb b s iy bt o e s b b 24
IO IR ot i e e i o s 55
APPENDIX 1: INTRAVENOUS (IV) TO ORAL [PO) ANTIBIOTICS CONVERSION .o, 95
APPENDIN 2: Comtnon oral antimicrabial options for switeh frem IV i 98
APPENDIY 3: ANTIMICROBIAL STEWARDSHIP, ... R R L S - L S LT S8
REFEREMLE...........cm PR A LR RTL AL e R R R e 100

Page S of 100



Dt Charles Kwobah

| F:hll: infectious Disease; rr. I: and Therapeutics

Committae (OTC)
Dr. Celia Ngetich Chinial Pharmaoist Chair. Antmicrobial Stewsrdship Sub-commites
Dr. Victer Kipyegon Corector, Pharmacy & Nutrition. Secretary OTC
D Berman Hjuguna Clinical Pharmacist, Secretary ARS
Dr. Enock S=ram Clinical Pathalogist
Or leenge Marata Pediatrician and Infectious Disease Specialst
D Ayub Bardsa Congultant Physician, Cardinlogist.
| Dir Shamim Ali Physician and Infectious Ditasse Speclalist
Dr. Enick Higatich Pediatrician and Neonatologiil
. Audrey Chepkemat Pediatrician and Neonatologist
Dr. Sena Saruni Gamerad Sungeon
Dr. Sydney Rana Rleurasurgecn
Cir. Klmanl Mbugus Anesihessologhs
Dr. Podi Philippe Obstetrican and Gynecologist
D, Bty Sers Physician
. Linot Eugo Clipscal Pharmacist
Dr. Marcy Rabwina Clinieal Pharmacist
Dr, Dennis Thirfkwa HOD, Heaith Products and Technology
Gloris Chabore Clinice| Officer
Ihi. Faith Sds Critical care anc Emargency Nurma
Wr, Philesman Chebil Oualey Manager, Laboratory.
his. Christine Akoru tachmol
Dr Fastus Njuguna Paadiairic H ist and Oncol
Cr Gilbart Olbara Papdiatric Heematoaogist and (ncologist
hri. Falth Elyeny Clirical Oificer
Mirs. facity Opando IPC Murse
Mr, Shem Kinara Mursa [Pzer AMR project]
s, Ruth Bonarer Pfizer AMR Project
D, Loice Achitmg Infectiows Diveass Phisician LONNH
Dr. Maryheth Maritim Infectimi DHease Phisiclan UONENH

Empiric Aniimicrobial Therapy Guidelines

Page 6 of 100



Asyrmptomatic Bacteniuria

Antim joroblal Stewardship
Absoiute Neutrophil Count
Culture & senstvity
MHEEH Prgurnaonia
Caniral Nervous Sysem
Catheter Redated Blopdstream Infection
Creatnine Clearanca

C-rasetha Droteln

Cerebrosginal Fliid

Computed Tomagraphyy Stan

Divided

Group B Streptococcal

Infective Endocarditis

intramuscular administratan
Intravenous administration

Losdig dose
Lumbar Punctures

Onge 8 day

Palymerzsa Chaln Rescton
|per asl aral adminkstration
Randam Blood sugar
Pesplrabary rate

Spacies

Three tmes a day | & haurly)
Feur terees 3 day | 6 hourky)

gaaihaﬁa¢%aiﬁﬁsga333323555

Bewiric Antinicrobial Th Guniclelines Page 7 of 100



PURPOSE OF THE EMPIRIC ANTIBIOTIC GUIDELIMES

Thess treatmend guidelnes prendde necommendations for empiric antibiotic therapy. Em piric therapy refess to
&n sppraprisze dhalce of ons of mone antibloties 1o treat &n infecton for which identifeation of & specific
pathopen hias not pet been made. Empiric therapy targets the most likely pathogen for the site of inflecbon.
Ideally it shou'd be the narrowest -spectrum, singls agert that matches the likely pathogen with sdequate
target fasue panatration, The purpose of these guidelines therefors k:

# To improve patient care by promoting evidence-based practics in artibiotic prophylaxcs and
theragy,

* To pramote the safie, effective, sconombe and rathanal use o7 antibiotica
= To metard the emergance and spread of mulliple antibbotie = resbitant bactera,

» Tig pliminate the wie of unnacessary o Ineffective antibigbics and curb the use of expensh ar
reserve anftlblotcs when not indicated.

= To combat emaergence of anbibiotic ressiance

# T mitfdirdses the mof ety and motality dus 1o aatimicrobeal-seastant infections

PRINCIPLES OF ANTIBIOTIC THERAPY AND RATIONAL ANTIRIOTIC PRESCRIBING

The appropriste uie of antimicrobials I8 mandatory for the eMective dalivery of care for patients and i o key
factor in the manapement of antimicrobial reskstance. Antemecrobial stewardship s defined as processes which
aisint and support clindeisns with dectsions regarding the cpfimal selection, dose and duration of an
antimicrabial sgent. Tha objective of antimicrobial stawardship i to endure the best dirical outcome for tha
treatmend of preventian af infection, with minimal paxicity to the patient and minimal impact on subsequent
deveinpment of resisfance, Koy tenets of rational antibiotic use include the following:

®  Formulate a clinical dlagnoss of micrablal nfection.

»  Send the appropriate investigations for all the infections as recommended. These are the
minimurm reguirem gnis for diagnosis, prognasis snd foflow up of these infections

o Micobiclogicsl samples (for oulturs and sensithity tettirg) should always be sent PRIOR o
initiating antimicrobizl tharapy.

& Formaulate a specific microbiclogle diagnosts,

® Determine and document the nsad for antimicrobial therapy,

¥ identify the most common arganism causkng the infection and institute pharmacalagic
antmicrobial treatment. Ensure that the appropriste drug, dose, frequency, roube and
duration is prescribed.

o Check for factors which will affect drag cholce & dose, g, renal function, drag Intemetions.
wsdvarie effect profiles and allergy.

® 'Whene emplie thesapy 5 used the seouracy of disgresls should be reviewed regulery 2nd
traatment altered /stopped when C & 5 results are svaifable. The naed for antimicrobial
therapy should be reviawed daily,

e instituts adjunctive and non-pharmacol ogic thamgy,

& Cmpinie IV antiblotes may onby oe ghen for 48 = 71 heury. Afer this e frame ol svailable
elirbcal aad microbiologeal dats shawld e reviewed snd Lraatment b usted secondingl y.

& Mew microbiclogieal or other information [e.g, defervescence for at least 24h, marked
climical improvemsnt; low CRP) should at this stage often permit 2 switch to oral antibioticis),
ar wwdtch to @ narroa spoctrum antibeefic, or cessabon of antibictics (ao iInfection presest),
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in umooerpicated infections, oral artibiotics or easly changs bom I to orsl thergy s
frequently justified,

®  Ugze simple generic antiblotics first (Access group of antiblotics) whenever possible, Avoid
broad spectrum antibiotics (e g, Amasiclay, quinpfonss and cephalosporing- Watch &
Rrsaree aniiblotics) when standard and loss exspensive antiblotics remain efoctive, o thoy
Ine rease the rlih of Ceosridfaldes aificie, MASA snd mesistant LT

& $Wait for at least A8hes of antmicrabisl therspy before Bbelng the pantiert as nea-
redponding ta the therany and 1o switch ta the next sppropriate antbiotie. Alss consider
escalation ¥ the patient’s condition detesioratas

o Once the calture / sensizivity report (s svallable initiate speciic sntimicrabial tharmpy.
Antimicrobeals may requine being changed(do-eicalate or sscalated. De-sscalate to tha
nerrowest spectrum, maost afficaciows and mest cost-effective option.

& Durabion of therapy should be determined by clinacal factor ssch a5 o e of infection, severity
af illness and response to trestment As & general guide, antibiatics can be dscontnued
within &7 deys of the temperstune retuming 1o nommal infectons at cenain sies (.8,
pyedonephritis, cstecmyelitis or endocarditis| or with organisms le.g., Staphyioooccus
aureus) may reguirg more prolonged therpy,

®  Prescribing antiblothos jusd in case an infection b prevent i rarely justified . Where patienty
#ie in hospital, clowe observation ks usualy a better option.

NOTE:

#®  Preferred antiblotics chaice, dosage and duration showld be followsd when posble. Selact
aernative treatment if there are other compelling reasons to present the use of the preferred
anbibiotics,

& When meg-down thorapy 4 recommended . the duration | the tatal trextment duration including tha
imtravenaus therapy.

®  For PARENTERAL sdministration instructions and companible Sulds REFER to MTRH IV administration
chart

& Consult your pharmadst for dose sdustment n Kadney & Hepebe iniparment, Therspeute drug
monitgring etc.
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TR ACCESS, WATCH AND RESERVE (AWSRE) CLASSIFICATION OF ANTIBIOTICS

This grows of antibictics havs Thiz group of antibiotics have higher | This grous of antibiotics are
Activity against a wide range of resistance potential and incwdes reserved for treatmaent of
eommonly ancountored ot of the highast priority apents confirmmd of suspocted
suscepiible pathogens whils alio ampng the Critcally Imparant imtections due to muladng-
showing kower resistance potential | Antimicrobials that are at retarively resstant ofganksms. Heserve
than antibiotics in the othar high risk of selection of bacterial group antibiotics should ba
groups. They are recommended as | resistapce. Selected Waich group treated s “last resort™ options
sssantial first or second choice antihitics ara recommanded as Their e should be tailored {o
emplric reatmment aptians for euiantial st ar secand chobos Pighly ypecifie patients arnd
infectious syndrames €0 improye empiric trestment options for a settings, when all altarnativas
Access and promots appropeiate Hmited number of specibic infecdous | have failed or are not sultzble,
| use. syndromes.
Pharmacy mpply does not require | Unrestricted use of thass anbbiotcs | Pharmacy supply requires 2
appraval. iy b alonwed for empincal use for | prescription by 8 consultant OR
A close monfaring 10 check their the first 48-72 hrs, After that e for specific indications (e g,
wsage (indacution, quantity and prascription by @ comsaliant or AMS sepraik
pattern) team along with justification for use.
Evidence of (&5 lab request should | Evidence of C&S5 lab regueast
be provided should ba provided

Ean ba started empirically as par Thare should ba dear indications There should ba clear indication:s
antibdotic puids lnest nkcal fMaboratory evidence (Culiure & [Labaratory evidence [Culiure &
Indication But to be reviewed afisr | sensithity report) s rd itlity réport)
avadability of laboratary evidence
Laboratony evidande |Culture &
sensitivity report)
Azithrarmyein Amikacin Calistin |polyrmyin [}
Aomyoeicallin Celepime Fosfomygcin {Iv)
Amosicillin/clevulanle Ackd Cefixima bmipenam/ cilastatin
Amnpicillin Colotaxime Limezolid
Ampleillin sufbactam Cefpodanime praseti Plesr Do FHERT
Benesthine bonrdiponicilin Ceftamidime Piperacilin/tarobactam
Beneyipenicilin Cafirlnmane Peldymyxin B
Ceftrianpne** Cefurnsime Tigecycline
Chletamphanicod Cigroflasacin Vamcmm ygin
Clindamicin Clarithrampcin
Cloeaciiin Erythromyzin
Dowyryrline Fasfomyrin [oml)
Fluclenacillin Lvofbomacin
Gentamicin Maniflanacin
Metronidasale (V)] Haomiln
m=tranidanale [oral)
Nitroturantoin
Procaife erdyl peaicillin
Sulfamethosamnle/trimethopeim
Tnidasabn
Tetracycline
Trimethopt lm
**Acopss drug for meningiis and pngumonia cnly
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DIAGNOSTIC STEWARDSHIP AND SPECIMEN HANDUNG GUIDELINES
FUNDAMEMNTALS OF SFECIMEN COLLECT|ON

& Stevile technigue should be abserved. Appropnate gerile contalngs shoukl be used,

®  Samples should be colectad at the time of patient presantationfonset of iliness and before
administration of ary antbectics,

& Sarnphes thould be cofected ONLY wien clisically mndicated, fvaid rowtne scresning cultures &g
routine tracheal aspirates

#  Adequite patient dats ind uding sny antibiorc use, and dirlcal histary i vital.
ADECQLIATE SPECINEN COLLECTION

& Al spacimens should be proparly labeled with patient information AFTER specimen collaction,

®  Blood samples for culture showld be takan from 2 stes e, from 2 central line and a periphera site
o T pesipharal $les.

#® When taking a blood cultura sample from a paripheral site, chean tha site with an slcohal swab and
alfir 30 decondd to dry bafore puncture, do not falpate the vassel before punchum onless sterile
BlovEd BFE wWarr.

®  For adults draw B -10 md of blood froem each sie, for cheldren under 5 pears, coflect 1-3 md

Certral vanous cathater tip cultunes MUST be accompan ied by biood for culturs,

Urine samples for cultwre should be 3 cloan catch midutroam sampla, fram a freshly nsested

catheter or theannd catheter hub where urine 'will be collected directly from the tubing.

Da mot colbsct urng Trom & wring bag, Uries sathetsr tp cultunes are nol accepiabls for cultures,

Abdominal fuid for cubture should be taken straight from the abdome n o from a newly placed drain,

Do not collect specimans from existing drains,

Wound swabs are often not ussful due to contamination. To collect 3 swale First chean the wound

with neemal sellne ard sttempt to get o swad from the base ar attarnaticely, gt a dasue soacimen for

cultura.

& Do not colkect a superficial sarmple from the surface of 2 wound,

& C5F samples: & sterile procedure should abways be used for coflection of CSF samples, A mask should
ke warn fo avoid respiratony contaminaton

& Abscanes, bullaa, bllsters sarnphes - aspinats direcily from the sbsoess with & sterile needie and
yringe. Transies the aspirate to o sterile conlalner, DO NOT 1ake & sample [na syringe to the b

®  Dwain all pus befons administering sntbiones (Souree comtral)

INTERPRET Nix BACTER QLOGY RESLULTS

# Theclinlcal contaxt must be taken into scocunt when ntemeeting cubtures 35 this will Belp s
differentiating true infecton fram colenization and contaminatian

®»  Select appropriste anfibiotics only (namowest specirum that can adequately penetrate to the s of
thi Imfection) interpreted as SUSCEPTIALE Do NOT =mply use the lowest MIC. Appropriate)
recommended duration of treatment shauld ALWAYS be indicated. Carsult ID physicians or
pharmacists for further guldance when nesded.

»  Coagulase negative staphylococd in blood will ondy be considered relevant if grown In more than 1
botile in an aporoariate cinical seenarna (e ., Infective endocardiris] in neonates and in patents with
cardiac gavices,

®  True infecton ks almost abweys present i the blood culiwne is pastive for Streplococo [mon-wrkdans),
5. oureus, Aeroboc and facultstive gram-negative rods e g, E, eou, 1. preumaonime, Enterpbacier,
Peeudomonas and Yees .5, candida pp.

& Suspect contamination if anly one of seversl cultures is positve, i detection of bactaral growth
delayed [25 ), ar if multiple arganisms are isolated from one cutture.
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& AVOID ROUTINE TRACHEAL ASPIRATES. Tracheal asplrates thould only be collected il chnically
Indicated, conuder the angenism culured &5 the passible ciuse af infectan If the Chett radisgraph
shioiys indilrates comslstent with preumania

: SPECIMEN TYPES .
Specimen  Callection Chaality determinant Transpory
Blaod ! .ﬂri.Ep'I]{ techmigue . m I <1hr
“before antibiotic Adufts:  B-J0DmL
Pead'ss 13ml
Neonates: 1 mil
AN leant N aets i suipocted
mlechve endocardlis
Uirlme | vaided- midsream Do MOT obtain urinary catheter | < Zhr
Cean catch fip or samala from cathatar bag,
Suprapuble gipirate.  Mote. Urine cultune with growth
I, p of morathan ! organiemsisa
PR T contammnated sample. &
. propesly collected sample will
be reguaed
SpLeum ' Earty mae nieg Hinse mouth with sterile water | <dhe
bifare colctian,
Pusswab | Colectusingsterile | For swabs chean area thorughly | <Lhe
and swaly with ranspart with normal saline hefors
aspirate madia. collpcting sampis,
Mspirates shauld be Thisws and pus agpiratos are
caliected ausatically preferred 1o swabs.
il ayringe and
coments dspensed in
shefile contaner for
Ureniposintion,
CSF Calbect asaptically rte Cusndity | immadists
B screw chppad Adults: 7 el parbotils
beotibes, Pead's:. Ll perboile
157 hipchamistr
d - lcraology,
| 79 -hematology |
Thisue Cobect gt leaet Smmt Do pod submit samples in Irnrmed s
in serde container foernafin
S1aol | Caect with » stost Hon fermed Swoal only | <80 min

coliecton bk,
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| awald colecting

Tormed soo!
High .&Hﬂiﬂahiﬂ'lhl.ﬁt' -S-lehwld'hl:lmzrml:l.-lm - Imirned e -H.gmrm -1-5-dm
wagmal af spenuium It endopendcal canal Candipn mbécons
rwak Trichomame vagieaii
Ursthral | Clasn the surface, Swah showld ba - immedicta A, gonaTione 23 deys
wwah insert b wrethrogesital  fayon/dacron/alginate with T, wogginalin

fwak plastic handie and Iaseried 2.3

’ S e, o into ureihra, turm and beave

e n place for 1-1 seconds.

squssce the dischargs

on 3 tlean shde and

Make & SR’
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COLLECTION OF URINE FOR CULTURE AND SENSITIVITY
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RECOMMENDATIONS FOR BLOOD CULTURE COLLECTION
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1: BACTERIAL PNEUMONIA



1. BACTERIAL PNEUMONIA

 MTRH Empiric Antibiotic Guide: ADULT BACTERIAL PNEUMONIA

Definition Pneumaonia & 30 $0uTe respiratony liness sesoctea mth ndrﬂlu.pnl pulmenzry shadowing.

al Community acquired pnaumenia: pnewmonia acguired in the non-hospital environment
bl MNesocomial pragpmania: proumenia acguined in the hospital setting, This mcludas:

1. Hogpital acquited pnewnania: Pneumaenia sacouimd =48 hours alter honpital
admitsan

2. venbilstor Assaciated preumons ! preumonia scquited =48 hour afer
endotracheal intublatisn

) Aspiration pnewmens: pneumania resulting from entry of gastric or oropharyngasl fald
which may contain bacterta or asogenous subttancet and may ba of low pH.

Clinical findings =~ ® Acute: less than 2-week cnzet
® Caugh, pleurite chest pain, fever, dificuity In beasthing, sputum pr aductas, tBchypnoes,
mesplatory distress, bronchial breath sounds, cradkies
& The CLIRE-65 scoring wen be used 1o assess for spverity of liness in CAP:
Score of 0-1: low severity, 7t moderate myerity requiring hoipital admesion, 3-4; high
severity reguiring HDUCU sdmission

= Confuslan {1 pobnt], U= Livea =7 mmalfL {1 point), B- Resgiratory rate>=30 bpm 0 (L polet), §- Bood
pressure <SlmmHg systolie or <60mmHg diastolic |1 paint) ,65-Age =65 (1 poin)

Diagrostic bests: & [Determine severity: CURB-65 score,
Interpratation: 0-1: Probably sultable for hoems treztment flow rigk of desth)

2: Canader hospital supervesed reatmant
= T manage A Rotpitsl 5 severe preumoncs; high nsk for death.
® Chest mdlagraphs for all pateents,

Lak inwestigations
:H iI ; I I 0 .I..
mlrpﬂnrmumrfﬂuhtnlmm Alwmys send specimen i priar to iniblatian of
management decisions, antibiotics.
Pild {CLERB-65 score < ar = 3] in all canms:

& Sputuimn culture end Ganeupert If failed —  Boad culture

antitatic tharipy ~ Sputam for gram stain and cuftunm

Severs: [CURB-65= or = 3 or comorbidities) SN e

» Blood culure —  ‘Sputum for PP DEAT | dirnct

®  Sputum grem sain and cultiny mmmmwﬂm

&  Sputum for PIP DFAT |direct flusrescent pastve

antibady testing) if HIV positive
& NP swab from infleenza PCR & filu seasan
ChF and Procafcifionn

L]
e L e
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ja OUTPATIENT, no contact with healthcare

Avoid Cuinalones

mmmmmumnmmmm
| CURB £5: 0-1, MILD
3 Adut/Prasnancy | PO co-amaniclav
625 mg q&h for 5.7
::I'll'ill'l'lﬂ'lhl e # nup"q
7} S00wmg TDS for &7 OR
presmoniae | S8 PO Dexycycline 100meg
BO for 7 days

CONDIMION: T/AF INPATIENT, no contact with healthcare system, na prior antibiotic treatmant
_Hﬂﬂtmmuﬁﬂﬂﬂ_ﬂ

5
gnumon ag
. iafluenzos

Adultf Pregrancy

Po co-amoxicla
1g BD {OR IV en-
amasiclav 1.1g
o)

FLLIS

o Anthromycin
S0ty OO

Duration: 5- 7
days

Pemicilin gl
IV Ceftrianone 3g
oo

P

Po Azithromycin 300
mg 0D for 3 dayy
R

P Clarithromyein
S00mg BO

Duration: 5 - 7 days

Switch to orad tharapy when
clindcal condlidon improves,
and patiest can tolarite
orelly

5. pheLmonae

H. inf uenzoe

Po Azithromycin
SO0y DD

Duration: T days for
imUROCOMpetent
and 14 days for
immunacompromised

Send cultures [Blacd anhd
sputum) ot i time ol
admission; blood cultures -
4 845 from diferant goes,

Combination therapy for
hoapitalized cases af CAP
have a bettar outcome

than monotherapy.
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TiD oD sats from different sies.
pLLS Ll Teentrent dhoild
ok be culture gubded.
Sotmg 500mg OD theragy for
m .
Durstion: Fikdrys | MOSPHEiEed cases
Duration: 7-14 days of CAP have 2
better oubcome than
manaihempy.
U if aspiration
pRpumanis
Auspected, cansder,
ding clindarmycin,

Gram- Always §ET spuTum

magative rods nit bdood culture pri
inchadiog IV cefepime 2 TOS | or true peaicilln sty Sasbodoining
Preudomonas PLUS alkergy and for VAP and acjust whar results
B w P.rn'lnc:ln uze st il
Acinetobacter 15mg/kg v Meropenem 1g Purasion of antbiatics
Tos coaikd b shorianed o 7
Dlulticr g on Duration: 7 days diys ween for MDR
resistant Pasusanomes aerupnos
organksms i Piperacilling and A rembact
inchuding Tarohactam 4.5g B o v Irhectond.
Freyoomanas ) oo durstion may
E, eoed : he indicated depanding
Diusration; ¥ d
Kiebsieita, i upon clinical, rediological
Erterphacter, and laborsbary
Cirobacter, PAFFTIILTS,
Acingstobacter T "Dpeoncalany
antihiloticy acoording o
oudbure Bnd deaitivitg
et

Comsult (0 fmam for petests with signficant antabc sxposes ar known &3 be colomipad with MOE
TTRATETH.
For pabienis net Improving, Finkeste fer compicating &5, rmppeme thoreca,
Far yeveredy I piy o carbapeneim fped sat impheing consul an Infechioe Dirse npecipll,
Cllnisions Shaild use CLRE-E8 predicblon foo to sosan, naf realees ellivom jwdgments,
AripnOhil Cowes age |4 ROT My rsanes mtaid qu,plrlmu prsBumen | unliess lung sbaces oo
e b sspeoied
Agends glven parenterally intially then switched Lo oral one:

®  the pempersture kas witled; sfebeile on two pocasoas eght howry apart,

®  Cariolerste orally with adequate aral intaim.

L NN
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MIRH Empiric Antiblotic Guide: BACTERIAL PNEUMONIA IN CHILDREN

| I:hrllllhn Fﬂlumntlu. an acute l'tl'-‘.|:l|rHl.'-|r'|‘ ilness associated with rl-chdnmtll p-ulm-:n-lnr ﬂudm
i} Commiumity acquired prewmonda: pneumania scquired in the non-hospital emdrenmaent.
bl Nosseemlal presimanis: praumcnia scqured in tha hospin! seting. This includes

1. Hespital scgulred praumonily | PAsumanls soquired =48 howr altér hodgiend
admission

2 Wentilator Adsociated pneumanial pheumonia soquired =48 hours after
endotrachesl Infudaton

£ Aspirathon preumpnia: poeymaniz recuiring from entry of gastric & orapharyngeal flud
which may contain bactens or exoge nous substancss 3nd may be of low pH.

; Chinical findings  Prowmonia (non-severe): Cough or diffcubty in breathing with st least ane of the following-
| and Severity

; sing &  Fast breathing (AR age < 2 months = 60/min; age 2-11 months > 50/min; sge 1-5 year= 40/m;

=5 years: =30 min)
®  Lower chest wall in drawing
Severe Preumania; Cough or difficubty In bresthing plus st least one of the fallowing:

&  Owypen saturabions < 50 on pulse aximetry or cenlral eyanosis

& Severe respiratony distress (2.8, prunfing, very severe chest Indrawing)

& Signs of preumaonts with @ ganeral danger sign {Inabflity to breastiead or orink comvuksions,
Iethargy or reduced level of consciousness|

& Also, same or all 1the symptora of gneurmonia inon-severe] may be present,

& Auscultation Bndings of decreasad or bronchial bresth sounds ar signs of pheural efMusion of
BTy

{Adopted from WHO 2016

' Disgnastic tests: Lab investigations

Complete blood mount

ESR, CRP or PCT

Bload culture (priar ta antbioties I possible)

Masopharyngesl swab for BioFire respiratory PCR Panel (Il ayadable)

Induces sputum for PP Direct Fluorescert Antibody testing [DEAT) FHEY positive ar
sevargly malnowrished

Imamng

Chagt x-ray: Indicaied in treat ment failure, woriening of preumania, non -esponse afier 48
hours, recurment preumania.

LI B

Children (=5 years} and adalescents: The cinical presentation of viral preumania may not b casy 10
dislinguish From bacierial preumania. 0 viral Prsumonse: Complainis ane related to slowly

progressive systemic symptoms over 3-7 days with malatse, pharyrgitis and headache, followed by
agh that is frritative and nonprodectve (lastng 2 -8 weeks). Physical examidnation may show rales,
rivonchl and wheerss i the context of o child who does not appear il [“walking pnemania™), Do ROT
treat i with antibiotics.

| Ermpirie Therapy
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Po Amoskciilin 40-495 mgkgfdose | Counssl on dangsr signs, reviey afer
Viral infection i3 (man dg/day) g12h [hagh dase) for | 48 hours
IMGFE COFET0 e, C-T days
{nfluenza, RSV, [ unsespransive in 48-72 hours Antibiatics are not rowtinely
human shift to recommendued singe viral infections
retapneumodrusih | Po co-amoxiclay 45mg/ g/ doss are common.
MPV), Parsinfluenzs, | (emcaiclin companant, max Lg For nfant & children admsted 1o
Bl enatriglinis| BN S-7 days hospial, rreat Be presumed bacterlal
unless viral origin confirmed
Bacteria Exparts recommend using high doss
L preumoniar amexicilfin to overcome resitance
Groun A corherred by cell woll changes of the
Sirepococcis bacter|a [preumococous). 11 & child
H. ifluenmae cannot toderste hizh dosa, the
£ oureus, standard amasicillin dose can be used,
Standard dose: Armowicillin 4550
mg/hg/dey PO In 3 divided doses for
5.7 dlays,
Duration: minkmum 5 deys & uniil
gfzbrie for -2 days i empine
therapy with absarca of an identified
spacific oficlogy & specific therapy
with known pnsumonia due 19
pReumoDocus, f. influenme
B Mormielly catermhale
0-2 months First Line = f
I Benzylpericilin ‘:mw!ﬁ:d'l-:r:lﬂhl failura
E cok 15,000-50,000 1L/ k' dose TDS Azithromycln 10mg/la/day
Growp B Strag (age 1-4 weeke]; 50,000 on.
5 prgumpoiiae W kg fdose QID [age =4 week) = N ki houlk S0
Chippdi il ven a5 3 slow push over 2-
3 rminute,
W kit Gt — Monhter LECs lor children on
for 5-7 days hadad gentamicdn
Second line
IV Cefotaxime 150-200 mg! kg day
{miax 2g/dase) div TDS-QID for 5-7
days
=3 manths IV Benryipenicillin [x-pan) 50,000 | - pop o e hick secretions at
® 5 pocomonio wm“*mfm]' Qo thie enfrance of the nasal
W y ov pass s of throst which the
¢ Hoeme | st least 5- 7 days gt
I 130 sigms of [maprovedmant within ET;’:'::HI:: "' H” m:;
43 hpwrs and staphylococcsl eatment in patients whi
Lo ba & sespected: S
Empiric Aniimicrobial Therapy Guidelines
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IV Fliecoxacllin 50 mg/Hg/dose
{max 2g/dase) OID

PLLIS

IV Gentarnicin 7.5mg kg 0D

for 5-F days

20d e

I co-amosiciay Mmglke day
ibazad on the amexicillin

content) (mas, 1.2gm/dosa)
'I'Iﬂ 7 da

IV Piperacilling Tazobactam QID
23 manths: 80 mg/kg /dose
{plperacilin companent)

>4 menths < 40kg: Iv: 100 mgfkg
Jdose [piparacillin companent)
Children and adelescants S0kg
¥ 4000 mg |piperaciin
componenl]dose (Mas 1&g
plperaciiin/component,/day)

PLUS

I Amnilcacin 15mg)leg 0D for 7
diys

U Ariretobecter or

© Respomding ta nial
treatment

Able o feed with, intact Gi
absarption,

~  Freefrom pubmonary’
aatrapulmonary
comngihcathons

Always get sputum aind
biond culbure priorto
starting antibiotics and
adjust therapy whan resuits

Are out.

Peeudamangs wae dual
therapy incliding a bata
lactam #nd aminogiycoside.

Monitor UEC 43-72 hours

& Connace with IV anbbancs und there & aiidence of good oieics response andyor labarelary
markers of mfecbon improwe, then consider switching fo orel therggy to complete the

durgtan of tearnent,

8  For potients not improving, evoimte for compaicationt Some compioations e 9. snpyems
Wil regue drodnege of infected pewros fluias ang intrapiewal antffbringpies &g, atenase
{f mot condraindicated] with prolonged duretion of treatment (10-14 doys) to minkmize furthey
complications.

»  Adaitionm coveroge for aneerobic organims end 5. ourels moy be required in the presence of

a Uy abecegs. Cingamye’s may be ooded,
& SLpportiee [5e o)
&  (ve parocetomol if child hos fever,

&  [f wheezing, oive inhaled reoid acting broncpod!iator and o con e o Fend s

PG Gt

®  Enswre the child eoeneed odvguote hydrobon: mairtenanor fhiids, encotsnogne
berastfreding and fond ot soen o podabie
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2: ACUTE BACTERIAL MENINGITIS



2. ACUTE BACTERIAL MENINGITIS

= e Lo s e o e

DeFinition | Infammation of meninges and subarachnied space, Major causes of bacterial maningiis ng|ode f,

| meningiidis, S prewmonice, L mancoytogenes,
Classification I Communlty-acguired bacterial meningitis: usually caused by Srepioooocus

pneurnanite, Nelaeria meningitials, snd, primariy in patents cver 50 years of age or those
who have deficiendes in cell-mediated immunity.

Health care-asocated venkrioilitis and meningitis! usually caused by staghylocoscol and
aerobic gram-negative bacill. Typicadly follow neurmsuepscal procedures such as post -
eranatoay, vertricule-pedtomeal shunts o sher head trauma

Clindeal jmwmmhmnﬁnm&,mﬂﬂ:mmm
S . Histany: Sevems hagdache, fever, change In mantal status, convulshons, skin rash

| Physical signes nuchal igadty, positive Kernigs” and Brudrzinsk sign, canial nerea palsies,
| papiledams

Im childran, commoen signs and Rmptoms inchude fever, irriabifity, poor feeding, belging fomtaned
and secares. In neonates, 385 are subtler and may resemble necnatal sepsis.

Hagnostic tests Blood tests
{mﬂlhhhuét.nirﬂ:' elmvated white blood coll with & loft #hi%

& Two aerabic bisod cdiures prior to the intiation of entimicrobial theeapy (Dositive in 50
S0%)
®  Serum gectnphies: hyponstremia in 30% of case
®  Seremguosge: helpful = delermining the cemebrospingl Nald [C5F) to-biood glucese matio
& HiV igst
Lismibsar pupctusre should be done in all patents with meningitis except for those with
confraindications such as:

®  H=sed intracianisl pressume [feos] newrodopc deficits, reoent onset selmres,
papiiedama) with risk for cerebral Berniaton dus to obstrisctive hpdrocephalus,
cenchral edema, or space-occu pying lesion.

»  Thromborytooenia [<50,000/ul) ar other bleeding diathesis, including ongoing
snticoagulant therapy

& Suspocied ypinal epldural absoes

: Brain imaging: Should mot delay initetion of therapy; imaging ls often NOT necesany.

A& bead CT sheuld be performed befiore LP in adults with supectad bacterisl menlngitis wha have
| pne gr more of the following risks factors

®  History of central nervous sirstem (CNS) disease (mass lesion, stroke, o focal
infection)

N it amirure (within one wesl of peessniation)

Fagilledama

Abnormal level of consclousness

Focal apurologic deficit

OSF gudies
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& Opening pressure with the patient ing in the fateral decubitus pagtien is usialy >
J00mmHAD

Cell count and differential: WEC count abowe 1000/ul, with & percertage of
nsutrophis wually greater than 50 parcent

Glutose concentrathon, <2 22 mmalfl, & C5F to serum glucose retio of <04,
Frotein concentreton: B proteln concentration »45mg/dl

Gram stain and bacteral culture

GeneXpart mth/rif

CRAG ard indls ink

Other tesis, ag, multipha PCR [BIOFIRE}

In preseniztons of sub-acute ar chronic nature, consider diagnostde tests for T2 meningics,
particularty m BV —nfectisd panents,

Once suspected snd awaiting laboratony results, emplric therapy should be started within sn
heur or presentation to prévent complcations and mertality.

Empiric antibiotics '

A} Comamunity W Ceftrizzone 2pm BD ® If lumbar puncture is

acquirad delayed by radeologicsl
5 pidyinianicn Duration; 10 -14 days investigation, start
:' wﬂ anbbiotcs afer
- Influe e obtaining blood
culturas.
Cther organsms
Gram-negative rods DT NOT daly initigtion of
arbbsotics
8] Healthcare- Adult
assadated I Cemazidime Cetepime 2 2 IV * StV
wentriculites and 2gm TDS DS Danamethasane
meningitis Q. 1%mp e QA0 15 2 30
ﬂﬂﬂhﬁ”r time of first dose of
Agrobic gram- *I¥ Vancomycin *|¥ Vancomycin antibiatics, Contnue fof
negotive bacii. 25-30 mg/ky 25-30 mgfkg 4 days I the Gram stain

loading dose then | loating dose then |  Ond/or cuftune ls
15-20 mg/hg/dose | 1520 mafkg/dose consistent with 5

BD/TDS B0,/ TOS BAEJMONOE.
(e dose {Max dose 3g) &  Discortinue if not §
‘8l predmania or &

BacTerial i LY
Duration: 21 deys | Duration: 21 days Whilm::::::;’:

niot bo be present

& [e-sicalate
ambibioties bo tergeted
tharagy when tha
culture results ang
avadlabio. Reder below
for organism specific
duration of treatment,
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Remawal of infected
shunts {source controd)
whare feazibla
A Commumity IV ampleillin & Adsust therapy based
Acquired IV Cefotaxime 100mg/fkgfd div &N Lt
200-300 412h < 1200g);
Negnates mg Mg,/ day dv 100- & Start antbdobc
E ood QI [ mae 150mg/fkg/d div therapy immediately
5. prietmon e Zgm/dosa) q12h b7 days after LP or i this is
wieboislio &> 1200g) 150- delayed, after obtaining
Enterobocterace o PLLIS 200 ks fday blood cultures.
Group B
SIEptaeOeELs (FITR) W Bengyipenlallin f;;:‘mﬁ‘;-ﬂd} lﬁ};?:;: below 3
300,000-400,000 ¢
unitsfieg /duy div Cefotanime is the
Qo PLLIS preferred third
firmace. 24V day) enenon
cephalosporin because
Duration: 14dsys | yon3gp | olles drugdrue
interpesond [in terma of
mg/kg/day (max i BETOn wWith
2g/done) div QIO c2loum-containing
, infumson & bilirubin
Duration: 14 dwys displacemant]
® Dexarmothasone has
no rode in neonatsl
meslpgEs
15y | L)
:_t'r:::m““ (&85, dexamethaione
 ma, W CaMriaanne 100 melki day [max 015 mg/ kg day St QIO
£ preumanios 1g/done}div BD far & days along or
N, menngtidis shortly before the 1t
r : Duration: 10-14 days antiiotic dose.
£ reumgn g ® Do ROT start
A, ﬂ-l_ﬂa_m_ dekamethaiong » 17
I, meringiinis (ess haurs alter arting
Coammon] antibketcs.
3 years 18 years ®  Agpst therapy based
5 oNEWRoncE o e,
N, meningtials
B) Healthcare W cefeplme 50 me/ke/dose |max ®  Mainly in children
Associated meningitls | 2g/doss) TDS with previous VP shunt,
in childran - aaternal veniricular
drain X bafide,
Coagulase negatihe mm.
Slophy. 000t W Vancomycin 15 mg/kg/dose TDS neotEtes
aung s
£ sureus & Concylt 3 phasmacist
o VEnEOTE
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CiFamm BEgEve Dase and fraguency should be therapeutic drug

GRaniEmS Individunbied baged on serum mionitering (TDM]

E ool concentratian [TOM)

K. preimanioe § . Ue-escute

B, Ae-1g 050 annbioncs to tarpetad
culture results are
availahle,

&  Rermovsl of infected
shunits |$ource control)
whane feasible

DURATION DEPENDS OM ETHOLOGY AND ADDITION COMPLCATIONS
Melsreria mening Haly T eyt
Strrofesocous oAfuwhodice 10-14 days
Hapmophdis ffeenmoe 10 diys
Stophpiocorres derres 14 -2E days
Growp B strepdococe) 1 doys
L maonacytogenes Longer duration in immunotompromised
Gram megateee arganisms (&g, E col | patients
ond ather colforms)

® fnoongoniam s iroloted on C5F CRS but LP & suggestve of bocteria) meming ris ond pofent
Ii responding, continus antitdatics for 14 doye,

#  (Corficosteroids for ponents > 3 manths with probobiy mennging (frenicy purident C5F CSF
winte cell count » 1000 colis/a, raiseg C5F white ce)ls wTh profes move than § madol
boctene on Grom stoin

&  Correct ony electrelyte obaormo! 'Tes,

& Do ANOT restrict fluids or overirpdrate, Give moktenonce fluids

& f there i no improvement diter 48-12 hours, re-tvaluote the paticat,

& i suspected meningoooooal meningitiy Righ dose corticosheroigs shoud hOT be vsed

® i imhwnorompromised consider TH megning!tiy or Cryplococco! mening ity
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3. SEPSIS

Definition | Sepsis = a Wfe-threaiening organ dysfunction caused by dysrogulatad host response o
| infoctho.
- Recognition | Sepsh: suspecied infoction PLLIS q50FA scam = 2 palnts
** pargeted histery and plysical examination®
**uprure pirway ang bBreathing**
Quick $apais Aelated Organ fallure Assessment (g50FA] Clinlcel score In sepais
disgnosis .

Low blocd pressure [S8F < 100mmiHg) 1

High respiratory rate (212 b/min) |

Alterod mentation |GC5 14} 1

| Septic shock can be dentfied with a clirecal construer of sepsls with persssong
hypotension, reguiring \Ascoiessas thepy to elevste MAP >55mmHg and Sctete = 2
e /L desp b adegquate fluid resuicitation

| Imitial | 1.0wygen target sty >95% or BA-02% in patients with chronic lung
l management; dismate
!hlﬂuﬁ . Blood cultures and lab Blood cultures. (BE. CRP/PCT, BGA with factats, evaluate
| works BEFORE antibeotics for end orgon damage: renal function test, LFTS
3. Lactate Wanows biood gasf serum |actata -3 mmalfL: =4 sevena
epiii
AV Fluids ‘Bolus 30 mL/kg N5 target MO2 ~55mmMg or systolc BP
>1D0mmHg
i not &t target, repeat; sarly critical cans consull for
inatropic support
** uton in cardiac patienis and patients on dialysis;
early senade ayiew
5, Empiric antiblotics: within | Identified site of infection: see appropriate section
L hwr from reqogrition. e — - T T
a) Unidentified sourca community acquired infection;
* Do Mot wiait for Resuls )
Target organisms: streple. cofi
*"Target suspected source
| wihers possibie® W Armowictay 1.2 g Ofhe
S
IV Amikacm 15m/ke/ day
b) Unidentified source with high risk
Empiric Aniimicrobial Therapy Guidelines




[comorbid medicel conditions fimmunn supp ressed)
eklerty) recent hospital contact of admisskan) or hospital

Acguined,
Target arganiam;: E o' si-en/ Pseudonmand 20ebis'eMa
IV cefepime 2g TDS
PLUS
WV Arndkachn |5 mp/ig/day
e [ e prre e o

Review to Iﬂ:Eﬂ'I.'I'f'p' possible source of infection

T T T TR e ey
UiEP O Smlkghr

Decreasing serum lactats
improwing lovel of conscigusness

I Refer | Bppropcats investigations and managerment: guided by suspected sowrce.
|
| Admitting tesm,’ critical care review

#® Review cultures within 48hrs-72hrs and tzilor antimicrobial therpy.

e i no improvement noted: review approgriate dosing) sounce oontrol! nonbacierial cause af
prosentation Non-infectious case

# Repest caltures and conmalt 1D

Definition The Systermic inflammatory response symdrame (S5] in the présence of suspected or proven
infection constitutes sepsis,

| 5iRS combinod with scute orgen dysfundction = srvere el or septic shock
SIS SIRS requires =2 abnommal measure of the Tallowing (one of which must b HR or RR, snd tha
othier must one of the fellowing: temperature, WEBC or ¥ banding)
& Core tempersture >385°C [if adllary, < 37.9°C) DR <56 (If amliary, 354°C)
® HR abnormal |Tachyiardia, or<1yr ofd, Bradhcardia)
® RR sbnormal for age o mechanical ventilation for an soute pubmonery process
& WEC abnormal [Lesiocyte count elevated or depressed for age |, or =10 percest
immature nestrephil (> L% neutrophil banding)
| (NOTE: refer bl fov rovmind refenoe roages of Wi figs, B7 and WEL )
Recognition A} SRS components AND 1 major organ dyefunction
® Rewplestory:  regulres mechanikal ventfathon
& Cardiovascular
#  Blood pressuce below 5% percentile of noemal value for age OR
& Vasoachve agents sdminsered OR
o Bate adogss < - 5 MEq/L AND ai least one of the folldwing:
Lactate » 4 mmalfL or Cap rafill > 3 pec
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Comman
Pathogend

Evaluation

Do NOT wait
for results to
slart

8] SRS components AND 2 minor organ dysfunctions
& Resplratory {not meckanically ventlated)
a > 2 5P measurements < 90% OR
a Requires supplemental oxpgen with FID2 = 50% 10 mantsin gaygen
wturation = 0% and < 34% (and has not received asthma and
sedrure medications within 2 hours)

& Hematclogic

o Low plateled count (< 80,000/ mmd ) of deching In platelet count =
50 from the highast valua in the past 3 days OR

o PT~18.5sac OR
(%] m:llm
&  Henal

g Elevated orestnine (pe < 1 year! 106 mmol/L Age > year: 165

mmol/L OR

r Creahnine intrease = 100% from baselne level

®  Hepatic

& ALT: Age £ I menths =156 unita/L; Age & 2 months > 71 unitsL O8
& MST Ape < 1year > LB wnitaf/L: Age 1-17 years > 92 wnits/fL

MOTE: Tha > 2 S90S componssds AND ongon dysfunctian MUST aecor weithin 34 Sowrs of 2ock

ather fo meet the oriterio for seoss

Focusad Histary and physical ssmmination, identfy svidanca of shock or sapsis -associsted organ

dysiuinetian,

hiajarity of mortelity bn pediatiic sepsia resubs from refractory shiock and/er multiale argan
dysduinction pyndioame with mary deaths ocourmeng within the Inital 48-T2 hours of treatment
Early identifhcation and approprlate resuscitation and management are crithcal 10 opimigng

nutoomes,

Saph aursus, MRSA, Streptococous prepmoniae, SIFeploCoOTus PYOERNET,
Py choma i cerng™osn, Escherichie co'l Enterococcus apocies, Mebalella species
Alpha streptacoctud ip children with acute myslogenois boueemen with macosinis and

neutropenia
Wiork up for CBC
infmeTen CRR/PCT
Blood culture
Lo Tar $ource
Wuigeric wp for pegan RES
dhafunction
Lactate
Renal dysfunction
BN/ Serum erpatining
Electrolyte
Liver dysfumctipn
BIC

Empiric Aniimicrobial Therapy Guidelines

et Blood culture before starting antibiotics

Lirinabyils, Chest X Ry, abdoming] uitrasound,

| LF, wound secrenon, s tood etz. if indicated

Hypoghycemia opasionalby stress

| hyperghremia

® L0 mmalfl suggests hypoperfesion,

& |nitial blood lctate=3.5 mmal/L (315
mg/fdl] in pedietic patients with sepnc
shock

| Sqrum craatining =7 times upper it of

raarrreal Forage) Twofold incease in baseline

| ereatinine defines renal dyalfunction

®  include Ssrum calcurm/serum
phasphomns and magnesiym
®  Total biEnuhin 28 medl or
® glanine srminctransferase (ALT) =2
times upper imit of normal for aga
Elewation in PT and aFTT of INR; Decreassd
fibrinogen and increased O-gemer
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Empiric
antibiotics
{inktiate
within 1 hrj

" roview
il tiire
results
witith b 4B-72
hs**

Ressaess

Empiric Aniimicrobial Therapy Guidelines

Securs airvry and ensure breathing.

initiate IV Mubds 10-20 mifgg Eoluses vo mesimum of 40-60 milfg:

Fluld refractory shoc: assess cardiac function, ICU consult, start vasoactive therapy
Enry.

Traat hypoglycemia, hypercalcasmia

 For suspected menanghtis /UTH prewmonla see relevant emplrk gusdehnes

®  Low risk: ro comorbdites and nocentral line.

¥ Banzylpenicillin 50 000 LU /kg/dose QID {max 4 ML/ dose) OR
iV Aopiciilin 50 mg, o fdose QID [max Bgfday]

PLUS

IV Gentamicin 5-7.5mg flg/dose 0D
Duwration 5 =7 davs

&, High riik
Central Ine, Immunoooemgromised, aon-oncology, Recsiving immanosugpressive Bx (other than
chematherapy], Becent hospitafzation (> 4 days within 2 months), Long term care fcility
regidert, hemedynamically unatable on vasoactve therapy and/ of ICU admissian for thack,

Cefepima 50 mg/kg TDS [max 1g/dose)
PLUs
Amikacin 7.5mg/kg BD {max 1.58/day) [f not in renal faiurs)
ADD
metronidazole 7.5mg/kg/dose TDS (max S00mg/dose) if iIntraabdominal  imfection is

suspactad

& Asgess work of brasthing and sepis specfic parametens every 15 min: Martal status
Capiltary refill) Pulse strenpth) Extremity temperalune Vital slgns

& Normal mage Target age-related vital signs (cooptes from Sepenge et ai. 2014}

hge Henrt Rate RR WL coumt e 5* percenile 387 novmal
[corrmctnd  |correcind | 10reem®) walued
WYL wATG  estluding pt
wim SO0
1 month -« 2 B0-180 =58 Hor=1F 1 month-1 Ta
Wear
15 years <iED <ai Bor>i88 1-10years 70+ [2 5 dgel
- 12 pean =140 438 <456 5135 = 10years =]
13 -1B years =130 %35 ol 5erx1]
Temperature comecton formulas

HA [correcied b0 HE measurad - 30 s fmesramed bady temp - 375

AR foorvociad i BA meapured = X multpbed by [measured body temp - 379

Whars X = 7 for 03 e
= 5 for ofhar a5
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Early-onset sepsis [ECSH Neonata! infection <72 howrs atter birth.

Late-onses sepsis (LOSE Neonatal infection > 71 hours after birth

anothar baby in tha case of 2 multipie
pregrancy

Other mak fackars

o |fvasae group B areptococcsl (GES)
imfection in & pressous baby

»  Maternal GBS coloniation, bacteriuria
o ilection in the curent pregnancy
Pre-tenm birth < 37 weels' gestation

#  PPAOM = 18 hours before birth,

= PROM = Confirmed at term for> 24

v

Risk factors Clinical indicstors
_ Rad fiag dinicsd i=dicators:
Red flag rigk factor: =  Apnoea [lomnposary sinpping of hroathing|
o o Ggimuras
* Suspected of corfirmed inflection in v Moaed For cardapuiranany rtuscisation

s foeed for mecheniosl vestilation.
s Sigres of shock

Other dinkeal Indicstarn

o ChS |ethangy, irmtaksllgy, Sgns of neenatal encepheiooathy-Akored
TS venass, almaned musde tona, bulging fatnelle

*  Respirstony: [achyproes, Wirsenng respratony siress, Hynowa Ferssient
pulreanary Bypemension of reebarms

o CWS: = Signs of shock {ashamda > 180 beabi/min, bredycanda <500
besty)\min. hypotention {<-2 50 for agel, copiltary refill > 3 soc. mottied wion]

»  Abdomen: dubersion, recurrert voming, bile-stnined vomdia, Feeding

diffscutises, Faed indolesanoe and abdnmirsd cistenmon

$hin and gabowtanaoui: petechial faih, wherema

¢  leundics withia 2d hours of Birth
hours before the omniet af laboer #  Temperaturs instabillty |core » 38T or = 3E°C)
" mwfmr}m ¢ Jamindice within 14 hours of Birth
v Hesmalobog |l sl el ancesiie Weading, thiombaoptopensa, o
limica! L
LI diagnoss of choroamalonis | | |
|
¥
Ay red Tlag risk foctars i L
O 1 npn-red flag risk fector or aos- Blo red Mags, riek factors or clinkal
i ried flag clinical indicator imdicators
! ﬂuﬁzi::umurmm! Mo laberatory evidence of poasibhle
e tign
I
L}
Take a complete history and examinatian and Perform nvestigation,
Early-onset sepsis Late-onsot sepsis
®  Full Mood count & Dmepe ad ey oFdEl depail PLLRE Do ot rowtinely grve
¢  Bood culture # P antiblotics treatment.
* (AP /Procalcitonin »  Chest or sbdominal s-ray if Manitor vital signs and clinical
®  |umbsr punciure [P} ¥ cdinlcal indicated cardition counsal on danger
featwres ol meningits are present ar & Do not rowtnely parform wring slign
bigod culture & positae, miCrosEnpy of culture,
¥

Start empiric artibéabcs.
Berzyl penicilin {o penl and an aminogiyesside [(Gentamicing
Far renal fatlure=use Defotadime instead of geramicn,
** Ear necratz g enietmon bs s rchode metDdaro £
&% Follow culture reawits within £8-72 hrs and adjust tailor the anmemiceobials®*

Empiric Aniimicrobial Therapy Guidelines
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Table 1: Posstive J Expecied labaratory resulls in sepsis,

-q...._...._- —F;in_im.ﬁnF:.i“. n - -.&..F_ ﬁi;._..._..-_.-....-.. _ﬁ._;‘_- - ---ﬁi--ﬁ“!
I chronological age, birth weight.

Base excess | »-10 mmelL = WWIBC of = 50 cellgfuL

| Lactate | =2 mmal/L #®  Proteln of =150 mg/fdl in preterm '

I - 2100 mefdLin term infants |
Whine blood cell = WEC » 20-20 000 w10%L o < 4 000 1107 /L

o Glucoss < 1,7 mmalfL in 3 term Infart or < |

| Elatalei < 150 00000%L 1.1 rarmalfL in 3 sretesm mfant |

| CRP | =10 mg/L o The ratio of ©5F to serum glucose |5

:-'—-------— . 635 pl rot useful in acutely il neonatey |
ot Positve &  MNaonates with culture-praven maningitis can |

have negative Gram-stained smears il the
concentraton of organisms |n the C5F is low

Repoat tests |Investigations during antibsotic treatment]

&  Rgpeat OBC, CRP and PLT aftar 24 - 48 howrs o assess response to treatment or pick up defayed changes.
®  Repest LP In 72 hours 10 sedude or confirm meningitls If the C5F was 8 bloody tap with & high white cell count. Or the
bahy was too unstable initial®y far an LP

# A blood culture showdd Be repeated:
&  Prios to the commencementfaddition of 8 new anfibiatic]s),
& The bobry hie o positiee bood cufture,
# The baby does not respond sati=factonly to antibsotic treatment
&  The inmdal culwre was negative and there (s 3 strong cinical susploon of infection or there are dineal
syrmplams of LN SUggesting meningir.

W: i the baby lails to respond (o above antibiotics, considern:
Do maultdsdalknary discuszion including 1D,
Review clinical presentaton

Ensure comect dosing,

Look for B spwrca {nvastigate for & fopus - Do echocardiography, renal and cranial ukrasound. |
Sowrce contral in settings of abscen

Ladk far non- bacterial caude of the gaeentation

Bwpiric Antimicrobial Theragy Guridelines rage 34 of 200 |G




Whaen to stop antibiotics

Baby on Empinic artibiotics

:

= Rewview 48 hours after staring treatmant
&  Call the iabarstery Tar interm bload euliure results.

Culture negative

& Initia dinkal suspicion of Inlection
was nol rang, and

Reassuring the baby's clenical
conditon with no cinical indicaton
af possibla infectian, and

The lewels and trends of CRP
MERagsUring

Cutiure posithe

realfis

depending on sensitivity nesults,

s Change 10 targeted treatment Dased on the biood cultune

&  Repeat the eulture after 72 of appropeiate antiblohe

Repeat culiure Is agaln positive,
=  Chack if the drug |s correct and appropriste
done
*  Hepean s culure,
#  [valuanon every 48 0o 77 haars whlll cullune
i5 negative
*  For culfures which remaln poaitive deiplite
BdenUSLE AppropYaTE therd iy
0 Ivvestigate fod o focus
o | Do echocarde graphy, renel, and
craniz| Wtmsourd. |

l

Repoat culturo i negathve,
# (Compkete at jeast 5- F
diayn of troatment
depending on the

initial prganem

Empiric Aniimicrobial Therapy Guidelines




Arrilacin

' Amaoicillin

P——

| Cafepime

Celotaiime

Ciproflasacin

Clirsgia reryman

Colstimethatg
[ Colisting

<lig

PNA 15-78 coys— 15
mafig/dose ervery 24-08 hours

| 20-50 mg/kg/day po 12 hourly

PhA 1528 days: 50 mg/kg/dase
every 8 i

Far mening#tis, Group B
Streptococcal

PHA 7 days: 50-TS ma/ig/dass
ke 6 hrly

| BMA 0-14 days: 50 mg/g/dose

every 17 s, w

PMA 15-38 days: 50 mp/fie/dose
every B-12 hrs, hufim

brs., inafim

For meningitis

PNIA >7 days: 150200

mig/ g/ day divided every 6-8

s, iy

PMA 15-28 days: 50 mgfig/doss
every B hrs-L2, by i
For menimngitls,

PMA =T days: 150 mg/fkg/day

| diided every 8 Ars.

For savere infection, uslally
dua to multidrag resistent
grganiEng

| 10 mg kg /dose every 12 Brs

PMA 15-28 days: § mg/ig/dose

every B hrs-12,

© IfiN: Colistin bage — 2 5-5

mg/kg/day or 75 000 - 150 000
urite/ kg/cay dvided avery 6-12

| s

Empiric Aniimicrobial Therapy Guidelines

| PN <7 days

15 mgfgd every 4B howrg
PrA B T8 dim

15 mgfigid every 24-48 hows

PMA B-28 dayi: %0 mgug/doie
every 8 hrs.

| PMAD-7 days: 50 mg/kg/dosa

eviry 17 hes.

PNA B-28 days: 50 me/ig/dose

| every B2

PHA B-28 dieys: 50 mgfig/dove
every B-12 hers, im

PR 828 days: & magfhgfdose
eviry B-12 s,

ki days = 15 mp/kg/d every

SO mg/kg/dnse avery Bhrs. |

=g

24 houes
8-28 days- 15 mg g id
every 12-24 haurs

PHA: 8-28 diys: 50 mg
every b hrs.

PNA: 828 days: 50
mgfigldose eveny 58 hrs,,
refim

PMA: B 28 deys: 50
mafia/dose every Bhra,

PMA: 8-2B days: &
mg/kg/dose every §hrs.,




Gantamicin
PIUA 15-25 days — &5 PruA B-28 days — 4-5 m/kg/dose  §-28 days- & mg/kg/oose
mg/kg/dose every 1448 hours | every 24-48 haurs i | every 12-24 hours iv
keropanem For body weight 1-2 kg
PRA 15-28 days — 20 mg-40 - 20 mg-40 mg /kg/dose IV
mg/kg/dosely every & hours every 8 hrs,
PRk B-28 days — 20 mg-40 rmg
! | Meafdose WeveryBhoury | | -
| Metronidazole | <8 dayi - 15 mggSdose v,
PHA 15-28 days ~ 15 PNA B-28 days - 15 mp/kgidose every 24 hes,
mg/lg/dose IV avery 28 hours | v avery 24 hours B-28 days- 15 mg/ig/dosa
“ - | 1 Ih'.m'lfﬂhﬂ.
- (nacillin <8 days =25 mg/ g/ dose
PHA 1528 days - 25 PNA S-28 days — 25 mgflg/dose  iw/im, avory 8 hrs.
mg/ kg done /1M every 8 howss  w/im every 8 hows 8-18 days- 25 me/ka/dose
| i, ewery 12 hrs.
Faniciiin &
{Aguaous) PAA 15-28 days ~ 50, 000 PR 8-23 days = 50, 000 PHA B-28 days = 50, 000
Hpen unitsig dose v every B hrs, units/k/dose iv avery & hrs, unitskg/dose iv every &
hre.
Vancomycin | PNA<T days PNA<T doys PNA<T diys
<1200 g 15 mg/hg/dose every  1300-2000 g 10-15 mgfhg/dose  10-15 mg/fig/dose every &
4 hrs, every 12-18 hrs. 12 hrs.
<1200 g: 15 mgflg/dose every | 1200-2000 g: 10-15 mg/ig/dose  10-15 mg/ig/dase every 6-8
24 haa. every B-12 ks hri.
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4, CATHETER RELATED BLOODSTREAM INFECTIONS

Defnitian Preszpe of Dlood sireem Infection i e patent with & centrel line or hermodlalkysts
cathater
Recognition »  Heemadialysis catheter) cartrad ling)/PICC line) umbilical cathaters

e & gignofinfection: fevers/igors/chills/pus from cu site
& Mo elematve she of infection

=*% Thorough History and physkca! exam 1o evaluete potental sounce and/for
corpglieatian
Evaluation Twio Setx of Blood cuMures BEFORE antibiotics:

¢ Faired blood cultunes drawn from both catheters & paripharal vein,
¢ [f Bleod cultures cannol be drawn from peripheral vein, it is mosmmended that twa
or mote Bloed cultures should be dawn theaugh diferent catheter lumean.

RAGSE Cofmimon EauLative agenls Are gram positdve organisms: £ g ureis/Caly
Other lab work: CHC/ CRF/PCT
Echa Hl Sraphylococcus ourews
 Empirsc antibiotics Adult: IV Piperacillin-tazobactam 4.5g QID + IV vancomydn 15-20 mg/ks/dose BD or TDS. |

e

Childran: IV Piperacillin-tazobactam 100 mgfke (plperacilin component ) QID (max plptazn
1E8g/day) = W vancomydin 15-20 mgfg/dase fmax 3500 mg/day) TOS or QID

* Adjust doges in renal fasure

*Felloyw through levels for vane if possds [oomsult pharmacist)
“* Reviaw cultures and tailor antimicrobial thesapy within 48hrs [Consult 10/AMS i needed)
"For CONS, nead to decide whether solates from blood culture |5 colonizer of true pathogen

sepsis or seghc shock

hamedynamic instabiling

evidance of infecton at twnnel o at eait site,

suppurative thrombap Mebits

andocarditls

Cultures grow staph aureas or MDA organizms (e.g. 5, oweos, Pi
oengfagg, mycobacterium or fumgd

o porslent bactorsemas 43 hrs, after tailared antibiotics or longer 1w
which the infecting organcsm |8 sutceprible.

& @ &8 @ @
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Buration of treatment

Prevention

= metaiatc imbection: mew munmw’ aubeore ks
=% {atheter break for 3t |east 48 hrs. before 3 new ona,

"33 |f there i urgent indication for diaksis (hryperkalernia) pulmonary edemaj use the
infected cpthatar

Exchange cathater:

Complicated CRESI with limited vascular ascess,

Afeirile for &8-T3 hrs. after tallared antimicroblal therapy.
Hemodynamically siable
No evidancs of tunned or exit site infection.
¢ Consult 10 cass of 5. gunews (High nisk of treatmeant failure)
Attempts at catheter salvage ame only recommended in uncomplicated CRESI or CLABSI caused
by Bacieria thal are meither boo virulend nor (oo diffioull 1o endicate

Aeview lor improvement: resolution of feversd no hamadynrmic instabdity.
Review cultures drasvm in 98 hre. and adjust antiblotcs appropriately.
I Mepgative cultures and no Improvement dithin 48
2finn
Adyft; IV meropenem 1g TOS » IV vancomyein 1520 mgMgldode B0 or TOS

Children: IV meropenem 20-40 mg/kg/dose (mas Ig/dose) TDS + IV vancomycin 15-20
mi ke dose (mEx 5600 mg deyvi TDS or QI0.

Adjust dose in renal iImpalemert,
=% foliow through levels for vancomyein [IF possible | eondult & pharmecist

& TEHEncomyeln- Heparin Lock therapy: 1.5 mgfml yaneomydn S00 units/mL heparin
For any patent with funga! {i &, candida) bacteramia, consult D/ AMS team

Uncomplicated: 2-3 wesks of taltored anthiatics
Complicated: & - § weoks of taiored anthiotics
* Duratign i from first negative culture/ dearance of bacteraemia®*

== Simphyacocous awrews bactenemia 4 weeks of anbiblotics (the first 2 weeks of IV
antipatic)

== *|f consarvative therapy fadls In 5 cureus suppurstive thrombophiebits Swrgical resection
of imvolved vein may be considered

e |nfection prevention strafegles (hand hygiene/adequate skin prep/ barer
precautionfasspts echnigueddhangs dredungs whan ndicated.

o Descourage femaral catheters whens pagsibile.

*  Remave unnecessary fines
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5. UPPER RESPIRATORY TRACT INFECTION

MTRH Empiric Antiblotic Guide: UPPER RESPIRATORY TRACT INFECTION

Definibon Uppir resplratony tract infectiant can be defmed a selfdimited irraticn and sweliing of the upper
airways with assodated cough and no algns of proumonia, in @ patient with no other condition that would
acoaunt for thelr symploms, or with no hilstory of chronke obstructive pulmonary disease, emplysama, o
rhronie bronchits. Uppar respiratony trad infections imeohee the nose, sinuses, phanyme, larms, and Bige
ATWIYE

Phanyngitis: The inflammation of Phanynx (Sore throat],

Clinical findings: Sore throot (often worse when swallowing) with 3 usal duration of 1 week, Common
cald, Paln and dbeambort ot the back of the throst, Filnful swilloswing, Enlarged Lymak Modes, Pyreda,
Assorizted cough, rhinorhea, hoarsenass and/ora| woers suggest viral etology.

Acute rhinosinutls The inflammation of nasal and sinus mucosal membrane,
Chpicad findings: Nasal obstrechon, Masal discharge, Facial pain, Snosmiafhyoosmea, cough, fever,
halitesis, headache, pharyngitis {fests aperos. 1 6o 33 days)

Common codd: 3 common wviral infaction af the nose ard throat caused by diferent vinses
Cinica! Rindings: smeedng, rhirnerhea, sorm thrmal, cough, low grade leves, headache and malolse that
fasts up to 14 danys.

Aciske Otitis Madia; b acute Inflammebon ar an infection of the dir-Mllad spaca Balind the sand nim
{middle ear]. (Enicad Hndings: £ar pain, Ear discharge, Fever, Hearing Loss, Red ear drum, TR

Chronks Suppurative Otitis Media; Long standing infection of the middle ear with mastoid air cells,
Cinica! fingings: Hearng koss, Otorrhea, Low gitched tinnitus

Paritonsillitis or Tonsilar Abscess: |5 the collection of the pus bebween tonsif capsule and superior
constrictor musches, Clirica! Endings: General: fever, chifls, ngon, GEM, body aches Local: Throat ache,
Celynoplsagla, Hot potato vales/misMed and thick spesch, Halitesis.

Laryngsits: as Inflammaton of the velos box from overuse, Iritation of mfsction, Inkalatian ingeston of
cormashie substances, Clinigal Findings: Hosrsenass of the woscs, Vioice |od, Dry irritetive cough

Evldence has consstantly shown that antblones eare MOT effective for MOST respiratory et infectlons in
adufts and children and complications ans likety to be rars iF artiiotics ane withfeld,

GOAL: To reduce the antfhiobc prescrption for respiratony braot enfections

Bupitric: Antiovicrobiad Thercey Giridediries rage 42 of 100 |GGG




Empiric

Antblotic | S
Therapy
-« Pharyngitis/ Tontillitis
Antibiatics are NOT indicated. I Supportive therapy
Vircal causes: > 70%  »  wniess clinical signs of step '“'];'“:' antipyretics and
mfoction {Use cantor score below) ¥ i
O if severe and young v Pty
i Hll.ﬁ. & < rhinerrhed, hoarseness
Hﬂl:h‘.[m “hurﬂ uh“m
REPIG ity PO Amoxicillin $00mg PO Asithromyeln  ¥iral infisction
groug A beto B for 10 days S0mgODior5 | » Painl of came Respiratory
he i Iyric dawyrs paned ten be used o
Imont ! = Mad/ PO Azithromrytin  Complications of Group A
anid moderstn PO L2ma/ka/d®y  sweptococcus phanmgitis
Armaaicillin 20- rnas inchides
group Cand 6 Jomg/kg/dose S00mg/doss)
streptococc] mg/ hg/day (mex 1) Aruma rheumat fever-
lg/daviBD for10 ODforSdays Frllows Groug A S yopenes
days infection and & rare after
= Sayere PO Garoug ©/G Infection. Thi
Amouicillin &5 rational of tharagy s to
ghg f dose | | aradicate GAS and prevent
3g/day) BD for 10 AT
day
2. Pakt streptococcal
glamarulonephiits in children
< 7 years old
3. Peritonsillar abscess and
| suppurative phlebids
4| Pedigtric autoimmuneg
nauropiychiatric disorder
[PAMDAS]

I Afver consideration of treg pharyagitis nﬁmlulfﬂdu:idh;lhi:ﬁi;shlﬂuly couss, use hodibed
cembor criiens o determine the ubility of rapid strepiococcal sningen testing and empine ireatment
of symphoms OF rapld strep test i available

Ferenr -:-:II': 1

Tanslle waudata 1

Absanes of cough 1

a8 & cough [y rmoee ey

maciatee wnh viral mdeetiung

Apaprior cenvical LAD 1
Empiric Aniimicrobial Therapy Guidelines
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| Age 3 - 14 years L
E 15 = il poars (i]
fgr > &4 yram 1
Madified Cantor Gas Infection RARFIDSN DL/ ACR AAFP
Critaria S Ak {5) )
o i-2% P (el Toeatmerd Mo el Tresment
1 5.80 ko tead Toeabmend Bl femak /T reakment
i H“:E Ruspwed antigon test Rapid asbigen best
3 2838 Faped antien test Tmnnmtrmulrnllr
4 al=53 Rapad antger ies1 Test or treat empirkally
 + Peritonsillitis or Tonsillar Abscess
The coligction of pus betesen oasl capsule 3nd Superior COMRMIRCIOr Musdhey
Fuspbocterium  Aduit ! |« Sometimes a serioi
Pecramnen f£43] comglication of exudative
Eroug 4 i ;
. IV eo-amoxidey 1.2 ¥ Clindamyein Sufgical drainage is reguired
streptocece’ (33%) In trostment
IO for 10 days BO0OmEg TDS for i ) “ et
Wm 104 & Adimnit an o '
i Specislist
Streptococcus = Step down to ORAL
CNTGSTE grouwg antibbaticy onoe able
toderate to complede L0
Chiidren i
IV co-amaaiclay 30 IV Clindamycin = Fuscbacteriom b5 resstant to
mg/lgfdose 15 mg/kg/dose mecrolides hence
@il n [max macrolides are NOT
COMpOMNEnT] man BO0mE doas] recommmended.
500eng) TID for 10 TOS for 10 days
oy
'« Acute rhinosinusitis (< 4 weeks)
Most causes 3 pnmbiotics NOT Indicated unless 5 & 5 Sini & Svrpiond of
waribh, ABSTRIEE OF  of pycoerial infection present, presance of bacterial
frritants. |>08%, | infectian.
Agults *  pymplams are >10d,
e S00mg  Po " = pEyEne Brmatoms o signs
T mﬁ::-.: o sy olNen i bastciang
L%y Aoy = pusrulent nasal dischanpe of
5P aion, _ oF _ facial :3;.'::“ 'rir
. 3 conse ays
: oy e & pnsct aof worsaning of
e Mild) modarate: Po wymploms following 3
eo-amanicliy 80 Typleal viral ilbness (e
mg kg /dose that lasted 5 days that was
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Moraae o fasmanicil lin Pa Cefuroxime
etarrhols & companent may 500 15mgfhg/doie
Anaerob'c bactarn  Mgfdoss)BO for 10 max 1g/dey) BD
14 days for 10-14 days
Same olher 5 :
5:rup:|:mur.ul
SoaCins Po co-amoxiclav
A5ma/kpfdase
[armaxiciliin
Compaaent; max
7S mpdose) BD foe
10-14 days
» Commaon eold
Al causasare  Antibiotics are NOT indicted
wlial
'« Acute Otitis Media
Bacterial pathogens N9 prior antibiodics in
account for 85% of e priar manth wse
middle ear amaxciliin if prior
infretions antibiofics use
5 Lot ae PO cefurovieme
(459} 500mg BO for
b infleense Aduit 7 i
M. cotarrhals
1zt line
Virus causes upto § PO amanicillin 1g TOS
% ol middle sar for 10-duys days (high
Infections do
In children & and line
montha -3 years, PO co-amiexicloy 1g
pmenbi PO BO for 10 days
enactas of AOM
per year and 3%
are caused by
Wirusad
Chitdren
- PO celurosbme
1zt ling 15 mgfig/dase
PO Ca-amoaclay (max 1g/day] BOD
A5mg/ g dose Foer
Bmpiric dntmicrobial Therapy Guideiine

initally improving (double
sckening)

v [Fthare & no improvement
aft=r 3 dayy of antibiotic.
rifier ENT.

* Rafer to an ENT speciakst for
chranic rhinosinug ity (= 4
weesks) Anitheotics are
usually not efectve. Treat
acute Exaoer bation a8
aouta rhinosirussios

= Far all ear problema, swab
firsk if there |5 & dischargs for
L& 5 testing.

» g role for topied antibiatics

o |F tomglicate ar

IFFi P D prraimased 0
antibiofics should be uied
» Non-severe SOM:(> 2 years)
= Mild otalgia
& Temp=39°C
®  negative or
guestanable elam
Consader analpesic tregtment
without antimacroblals, These
may be fmeourable results in
mscestly adehirile patients with
wamng for 48 hours bafore
derioing to use antibiotics,

» Trgat children < 2 yoars

= ol seyere disease durabon
of traat mant 5 unclear but 5
dEys may be inadeguats.

= Pead's: Periistent middle e
effusion for 2-3 months after
therapy is expected and does
nof requine retragiment.

rage 4ot 100 [N



(hmosdcilin content; | < 2 years: 10 day

max B 75mddose} B0
bor = 2 year: T days

=3 years: 10 diny

= I yoar: T days

Chranie Suppurative Otids Media [CSOM]

Agrobic Adylt « Reder to ENT Speclalist
Em ¢ Acetsc ackd » Aural toilet is essential part
pyogenes. protens | Clprofioxacn 0.3% :i :-:::mmn:snum all
mirghiliz; klehe drops 3-4 drops TID

A | i e b 1 g, | Mo » C&S should be done for
2t PErmstent ﬂhl!l'lﬂ.l'gﬂ.
. I Hydrogen Caution on using patentially

Anacrobic opping befora

El‘;}: droes peroxide otobtoxic sar drops 2.4,
Sectaroines bl nken Gentamicin +/- oral Antibletice
Peprostrepiocnorus for acute exacerbamnon
. Prapionibocter
« Laryngitis
Wiruses Antibeotics NOT
Inghicated
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6. GASTROINTESTINAL INFECTIONS

L o —— e Te—

' Dofinition « Froquent loose watery stool (= 3 egliodes /24he) with or without
vamiting

= Should nat be treated ermpirically with antibiotics sxcept in the presence
of dysentery {bloody, mucoid stoal)
® Man - bloody infectious diarrhea is geremily aused by viruses,
= Timedy supportive care and refydration |5 sssential {for paediatrics refer
. o the netional pasdistnic protocal
| Investigations #®  Send siool samale for micrasoapy, culture snd sEnsinwy povad to
starting antibiobics.
®  Blood culture in systemic iliness

L TR Liiaas e s owoma s

' Definition Acuite dinrrhea 15 diorrhea lasting less than 14 days, Mainstay of therapy ls
o give fluids, zine supplaments and food, (Refer to KENYA PEADIATRIC
PROTOCOL for defnrdmnon classification and managoment)

: Etbology by age | <12 months:  Rotavins, Emtefotcongenle Exche cfa ool (ETEC),
Cryplasporidicm

12-33 monitha: Rotavirds, ETEC, Shipeia
24- 59 manths: Rotavirus, Shges, Vibrio cholerae

Usually acute GF is caused by Antibiotcs NOT recommandad {vad rebydration 5 the
i Virusss §.8., Fotmirus corpirstone of frest rant

Antibiotic therapy may prolong
ciriage state of saimonelious

fiefer 1o Pead's protoced far
management of dehydiration,
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Mild or uncomplicated

Servere Minows

[haspitalization, imase or
gther complications] ar
immenooompromises panents

 Suspacted Cholera

' Suspacted Cholera
[Camsative onganism
Vibeio cholerne)

PO cefinbme 10mg/ ke dose BO (me
400mgl

PLUS

PO Metronidanole 10/kg/doss {max
500mg) TOS

i coltriasone 50-T5 mg/hp/dey [mm
1g/dose) QD

PLLIS

IV metronidazole 15mg/Kg/ dose
s S00mg doss) TDS for £ days

" REHYDRATION (Oral or IV} is the

cormersiong of treatment.

PO Azithromycin 20 mg/kg/day 0D
fmax. 1gm)

A5t antiblobics once CAS
results are known

Puration of antibiotics:

+ Mon-5a'monets infechon: §
days

« Uniomghcatod Saknonslla
Iinfecticn: T days

= Complicated 5o name o

infection; 14 days

dvaid Fluarogil robenes
whenever possible: associated
with arthnspathy, wpoghyemis
& newopgpchistm symptoms

= Frompt indtiation of antibotic

therapy reduces the voluma &
duration of diamhea.

« Antrnicrobials should be
coralderad for people who are
modderately fo by il

Fluoroguinalones are not
aporoved for childran younges
than 18 yeary o for this
ndlcation.

 Antibiotic associated (C.di) colitis | also knawn as Preudomembranous colits)

Suspected antiofic Asocaied
colits presenting 35 severs
cisease or with prolongad
sympiams

Costridioldes sifficile (formerly
clostr'd L m J e e Fnduced
clarhea)

“ﬂi'-mﬂl'ﬂ-lﬂﬂmh. " wm.l‘lﬂ I.I;I'I-II

500mg fdose] div 210 for 10-14 days
QR

Po vancomycin 40 mp/kg/day [ ma
1g/doss) div QID for 10-14 days

MOTE: Vancomryein ks ghvan arally KOT
B Consuk a pharmacist for
EdlEMpOTanenies preparaton.

 u Mild cases of andbiotic

ass0ciated colmis do MNOT
warrant gntihlohe Treatment

s|mce symiploma fesolve within
T-10 days aher dscontinuation

of precipetating antibiotics,

« Probiobe theragy in children
with C. gffffelle diarrhes has
not been el studied

B} GASTROENTERITES [INFECTIOUS DIARRHEA) IN ADULTS

| Mild Diarrhea

Ol Hydration

Empiric Aniimicrobial Therapy Guidelines
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(= 3 uninformed swoalsfdey; minimal w MAosT community-acguined

associated symptomatciogy) diairhea i viral n origin
- . (moroinus, rotavirug, and
Modarsts Diarrhea Dral or Parenteral Hydration adenovirus).
[3-4 unformad stoals/day; with or 4
shorten the duration of
wympboers, therefore should be
discouraged.
| Severe Diarrhaa | Empiric therapy: = Sered stool MCS sarly and de-
escalate therapy as per results,
6 unformed stok/doa; +/- fever s Switch to oral meds ance
:::mnrnu:,!ﬂndwhul IV Ciproflaaacin 400 ma BO pathent can lokerate
Duration af tresiment:
PLUS s Man-Samaneh@ infection: 5
Bacterial: 5vpe'o 5., So'mone'lo days
¥, = Unromghcated Solmone i
Lo infection: 7 days
€ jgjun, C eifficdle [toxin positive)  py Metronidazole 500 mg TDS « Complicated Scimaneio
E co¥ jenterotoxigeni, infection: 14 days
e ienpaggregative, Shiga toin
producing) i £. histolytica is [solated, to
K. awytocaiToxin progucer] Eratcate cysls and prevent
relapse after aCute treatmént,
consicer adding:
Parasitic; Giarda Jambla, £ « P Arminosiding S00 mg TDS for
higeadyrivn, Crypiosporidivm ?days
 Suspected Cholera '
Causatien Hfalﬂilil'l"l I Fﬁ!ﬂimﬁuslrﬁlm -l-nht.rﬂtl:h;-'t.m'ﬂdr.ﬂ.nthm
reduce the #hedding t
¥iti=io eho e=oe CR = e time
PO Ciprofigascin S500my BD for 3
L
| Dafinition | w33 wiatery stools par day

= DOCUrs @ few howrs up to 2 manths after antéiotc intaks
[ » with no other plaus®ie explanstion of the diamhes
Risk factars Erokorged use of broad-spactrum antibéotics; Age aver 65 yaars; Recent
antibiotic intake (amaxiciliin & Ampicllin, Cepbalosparing, Clindamryoin);
Hasphaizathen: Comarbidities: Protos Purmg Inhiboss imske, Hecent £
difficlle infection

Causative organism  Clostridinides difficile (fcrmery costdlum difiefe-mnducsd disrhea)

Emprric Antimicobial Therapy Guidelines page 50 of 100 GG



 (Spore farming, Toxin producing, Gram -pesftive anserciie becterum)

initial (Nam-severs) H'.ln 4] Discontinue therapy with mciting

125 mg QM0 for | Metronldazals  andiblobc agent & soon as
10 days M0 mg TOS for possible s may influence risk of
10 deys COM Fecuffence.
| initial {Severe} | PO Vancomyein | IV | Symploms 1o indicale severe
125 mg WD for | Metronidazole  colits:
i Siomg IV TDS
s SWCE +15 x 109
PLUS
+Creatinine 50% Incresse from
PO Vancomycin  Daseline
135 mg TI0 for
| mﬂbﬂ: aTemperatore > IR.50C

= Eydence of sevens coling
labdamina| signs; rdagraphy,

Oval vancomycin is compounded
fram the IV formulation: Congult
# pharmacist

OTHER COMMENTS

= i potients with sovanced HIV diseose consider CMV colitis
= Far HIV [rfecred potient cansider cryplaghanding ang stoel Amlnasdle
= For organlsms ke tyohold/cholera the petient showld be solated with contect precd vboss un
enmdicoiton of the arganlse from slod is confirmed,
= These i3 a0 robust dete fo suomart the w32 of crobvatics.
# Prevenion and reeimert of defpdvanion and bypovolsrie shock is sssenbal, For efidven refer o
B thr pediuivic protocol for whyd-ation ragimm
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7. INTRA-ABDOMINAL INFECTIONS

Diagrostic tests:

Empiric
antimicrobiaks

Empiric Aniimicrobial Therapy Guidelines

e L e L W LA R e DL iy S P

l Intra-abdomina’ infactions (A1} describe 3 cvarse set of diseasas. Itis broadby defined as peritones!
inflamsiation in reiponee o macroorganism, resulthng in purdencos in the peritoncal cavity

1. Clinical features

Hypabansbon or ow MAPs, PR 100 bpm RA = 22 bom; altered menial siatug; wrine output
<30eril. kg fhoir,

2, Lab investigations

WEBC > 120,000; Lactate » 2 alevated CROProcsionanin; derangad BGS,

3. Imaging

Uk rasourd, ¥-ray, CT—stan abdoman

ADUILTS

Enterobocteriveeae | TV Coftrianone IV eo=amwdiclov
(eg:f call K, 1gm BD for 5 12gm TS fus §
OnEwmoise, and diys days
Streptococcussp) | OR

Enferocorcus spp, I Cefatanime Ig

Anoerobes QD for 5 days

Chikiren IV Ceforaxime 50 mg/hg/dose (max
5 Paggeranige g/dose) QID for 5 days

{mest commaon)

E. coll O

Sierp by locoeei I Caftriancne 50 mg/lg/dose {man
Group A strep. Ig dode] BD for & days

Entervearc

&, pREumonce

 Mianagsmaent of LAl resures resuscitation, source control, and antibactesial treatment The MD5T
important af thess Factors is pource contral, There ame three key components of sowhos control:
dranage, debndement, and deflnithve management,

# Perform analyst jeg. bleading
peair armatriedn) Gears stabn and
culure of peritanesl Ruld 1o
distinputsh primary from
secondary pemoa|is

= Start enfimagnobials as s00m 28
possible Ganeraly managed
medically, Do surgical conmult,

» Cafrincans may cause bile
sluglge in patienis uith
jaundice o cirrhwodis. it showld
be awoided in liver
imigairrmenl

» Maintain fluld and electrobyte
balanca.

« Conubdes Iepeat paraienteil
=48 hours after therapy if no
chinical impagvement, or
unidg! crgandsm, Changs
antibiotics if PN count has
not dechned by 25%

w I Blaod cubflure iz pasitive
[bacteremia) treat for 2 weeks

roge 530t 100 R



Lsually,
palymicrobial
comsstng of
mnaesobes and
lacuinative Gram-
negative bacitk:
Bocteroipes frogilis
oo,
Peptosirepioeorcue
E, col, Miebsede, P
ereruginasy,

ERMSIoenaiug

Adult

N Fiperacillin/tazo bactam 300

mg/kgday TOS

Chilgdrgn
IV Piperaciilinfrazobactam

300mg,/hg,/day (max 16g/day] TOS/QID
for 7- 14 days

= Fatsents may require efther
immediate surgery to control
the source of comtaminathan
#nd bo rémove the ne oone
nssug, Blocd and intestinal
content from ihe perlinneal
Y.
oR

= Drainage procedure (13
limited number of arge
abserises can be shown,

Comimnty Adult » Appropriate sounce controd to
acuired. ¥ co amaxichay | IV Cefiriasone 1 drain infected foci and
Commanorganisms | 1.2 gTDS for4-7 | gwi BD restosation of snatomic ard
Entercbocteriocese | days PLLFSRAINUS physindogical functon is
i the commonest IV Matronidazols recommended for all pahants,
erganism (x50 S00mg TDS a5 anBbiancs will Bot enter
for &= doys bda dusct in the presance of
Bacterpides only | billary enteric ohstructian. Obtain surgical
camprise 4-20% of BNEASTOMOsis consult,
bilizry infection. ohitnaction &
pressnt] » Antl-anaerobic therspy is NOT
indicated unbess there 5
biEary obstructon of biliary
ERTErC ANEFIaMoRs.
Children
IV Cofotanime IV Ceftrianone 100
200mg - mpfagday In « Convert o omi sntibiotics oan
500mg/kg/day IV | OD/BD (max. clinical improvement.
D iz 2gmfdase;
Igm/dosa) Agmi/day)
PLUS PLUS
I Metronidazole | IV Metronldazole
22.5-%0 22540
mgfkg/day TOS | mpfkg/day TDS
immc. dgmyday) [enam, dgmdoy]
for 57 diys with | Tor 57 days with
sdeguate source | adegusle soume
contiol comtrol
Hospital acquired fudult
Empiric Aniimicrobial Therapy Guidelines
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IV Fiparaci¥lin/tazobactam 4.5gm QD
for 5-7 days with sdequate source

control

Chisdren
IV Piparacllin/tarchactam

300mg ke day [max 16¢dey) QD for
5=7 With @de

s0urTE cantred

Antibictic theragy or prophylaes is not
recommended T severity index is & reluble
Severe acute Adult WV Ceftaridime 28 | |sgicator of seventy. In severe
pancreatitis with | v s pancreatins there is mare than
necrosis Piperaciliin/tazob | PLUS 0% necosis with increased risk
actam &.53 TDS | IV metronidazole | o indection
for ST dayswith | S0OmgTDS for 57 | o o ssance of CT CRP- 150
adequate source | days with mig/dL or pm;&ﬂ'ﬂf
control sl equate source :
be suspacted of having
eoARrol infectad severe DanCreatins.
» CT guidad paroutaneous
™ W Ceftazidime aspiration is recommended
Piperacilin/tazob | 200mg - when infected necrash s
actam 200mp/ kgl day div suspected.
Jo0mg/kg/day | TDS [mas 12g/day] | o Treatment choice in infected
[rmes LEg dey) PLUS necmsis is surglcal
QI for 5-7 days IV Matronidaiole debridernant. Spadmens
with adequate I1.5-90 shauld be wnt for Gram stain
souon oontral mgkg/day TOS ahd CRS.
(. dgeny'dany)
for 5= 7 cavgs wath
gl equate sournce
(eetiliye]
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E NEUTROPENIC FEVER

LS ik

- MITRH Empiric Antibiotic Guide: NEUTROPENIC FEVER

 Definition

Fbrile peutropenia: Fover during & period of severs n-euunpenla.ﬁ an mml-ugh:
EMErgEncy I pathents with canter gus 1o Increased rigk of death and severe
infections

Fever: When concern for @ fever ina patient of in an B-appearing child, a aingle
oral or axdlary temperature 23800 Wwith a digital thermometer [Therma Gun for
nof-sich patients only).

Neutropsni: Temporsny reduction of the absolute neutrophil count [ARNC)
<1000 calisful [<1.0x10%1)

Severs neutropenka; Abichite reutroghil count (AMC) S500/uL {0, 5=10+) OR
Expected to ba <500 within the next 428 hours OR suspacted leulamia [/ newly
disgnosed acube leulemla in the induction phate of therapy.

Shock: Failure of the circulstony system [ dynamies and unstable
pathophysiclogic state characterd sed by Inadeguate tmue perfusion
Climical sigms of shock: Delayed mpdisry rehll, low blood pressure, doughy skin
turgar, cool skin temperature, decreased urine cutput. slierad level of
coniCiousness, increased rezpratory support.

Culture negative sepais: Clinicy| evidence of seprle dhotk oF davers chnical
iness, bt bhood cultures results 2re no growth or contaminated.

Neutropenic enterocolitis {typhiitis): Faver neutropenia + sbdaminal pain,
tendenmess and/or Bloody stosl in a child with cancer dus to Breatedown of gut
maucota integrity with high risk of sepele Require gut rest, nothing by mouth and
additional snseroba:

Endl of febrile nevtropenis episode; Afebile =48 hours, recovery of ANC
bispond nadir and antibiatic cessation

Fever, Neutropenia and other signs and symptoms of infections. Monitar for
sagnis of sepsls and septic shock,

A CLINICAL ASSESSMENT

AgesLment

avaluation for ahock

Regudresd et Obtain Hood cultures before mntibiotics (serobic, anserobsc],
maleria/parasive sorean, full naemaogram, lactate.

Review of systems. with special feeus on neane, moge/snuses, mouth, lower
raspiratony, G, and skin

Detalled Evam with focus on noseyfsinuses, mouth, pulmaonary. abdoman, and
skl Atlerlian an sites of medical devices (e, OVC G-tube), waundd, snd
perianal reglon.

Asseas fisk for Tubercubosis, leishmantasis, malasns

The prasence of =2 it roncaming. Please wse clncal jud pment

hawralogic Aiterad mernts satus {lethangs, incressed seepng, diFirulty 1o waks, confusion],

shalies fohilhy/ngoms, rew or worening selpees

Cardicvasoular | Increated hear! rate, ow Blood presise, abaarmal heart fiythm, evdence of

layy perfusion {delayed capiiang refill, cool swtieminios, pale, motiing)
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Pulmonary Increased work of breatheng (netractiond. ncreased mde, euira muscie usa ), kew copgem levels, new
refpuirnment for copgen suppart

| | Renal Liny o abment sing sutnut, oo i o ine

C. ADDITIONAL WORKUP BASED DN CUNICAL STATUS ASSESSMENT

Respirgtory Symptomes Cheest E-ray 2 v COVID [F LI

Gondoemnary Sympkomg | Clean caich wrinalyl Urine cubum

Eerwene Abdoinal Paim CT akcomen/pelids Absicerdral US Plan film d view

Febrile nevtropenia con be charscierizesd sccording (o the (dentified causative
pathogen and source of infection:

. Micrebiclogically documa nied infection: Causaiiva organiam [deniified.
. Cliplesl focus of infection dizgnosed but no pathogan identified (2.8, pneumonia)
| Unexplained fever: naither a dinical focus nor an identified pathogen (most comman
senario)
 Nen-infectious fever (2.5, drug-induced)

m . i a0
Wld = 1000 cells/uil1%19°1)
Severe Meutropenia = 500 calia/il {05250}
Profound netropenia | = 100 e/l (0121070
RISK STRATIFICATION
L ANC <500 expected 1o (ast for less | [ Expected Neutropenia of <500 for more
than =7 dayi Than seven diys
. Clinically stable (MO: hypotersion | U Chnically urstable [Presence of hypotenson,
o dehydraton, altered mental gltered mental status, hypoua, new onset
status, hypomda, or obguria, abdaminal pain or aligurial,
pnmimania)
.| Presence af active uncontroled
_ Mo active uncontrolled eomnorbidity,
earrarkidiies
Diagrostic Tests:

1 Microblological: Dependant on source of infection
= 1 38t biood cuftures [serobic and snasrobic bottles) from the central line and 1 582
bicod cutturas from penphen| bicod before antibiotics
® Aptibeotics MUST be adminaienrsd within ane hour of diagness,
& Othas sampiss for Aicroscopy dnd cultures include wiine, pus, sputurn, CSF and
stoal

[ Others: Complete blood cell count. UECE, LFTs ARG, C-reacthve protein andfar
procehcitanin
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| Imaging suspected e of infection o indicated,

Causative organisms  Risk

Fawer Gram Positive:
predominantty
COGRulasE fegafve
staphylacocci ond 5,
oirEus

Gram Megative;
Gt rri-feiy] GiTve
el

Othet pathogens
Fungsl imferpons
unmman

Gramm Positive;

L TR T 4
Sirepincocrus Sap
F. foecals

Gram Negathee:
E. Ca¥

Kiabsella sp,
Entrrobacier 5mp..
P geruginesn
[cousing the mone
seripus lnfections)
Azipatpbactsr §pp.,

Cther pathogens
Cond'da spp,
Aspesgilius sop,
Woricello fosfer,
FRerpes Simgisd Wrug
o

 Category

LOAW iS5k

HiGH RISK

. - ) -

PO Co-amoxichay B25mg TS
PLLIS

Pa Ciproftosacin S08mg BD

BAouth care with Brnsapny
Close obserwaton within 73 hiours

Children

PO Co-amaniclay J0mg/kg/dose |amaxicillin
componént| (mex 875 mgfdoss) BO

PLUS

Po Clproflosacin 10-15 mg mg/ g fdose (ma doss
S00mE dose) BD

-Start empiric antbiotic ASAP sfter taldng blood uftures

Duration of treatmant: until ANC = 0.5 x 109/L

-Can consider slopping the anthiote sfer reeassassng
the patient following 2 days afebrile at the discration of
the treabing haemato-oncohagist,

Ayt

Monctherapy: 15t Line

I¥ Piperacilin-tazabactam 4.5¢ GID

i

IV Cofepima 2g TDS  Uiatil chinical signs of infection
resalved AND no fgver fof ot lsadt 48 houn

Fmﬁ?&ﬂqﬂ;hﬂqhﬂﬂm“lﬂ

o with suspected centrel line infeckon, severe mucesits,
skln and saff Huwe infecton, prevsanie, hypelensio or
VOR porhoge s suspected,

Consider adding.

¥ Metronidazoke S00mg TOS (i on cefepime)

i the presenor of severe mincositiz: mirg-abdaming
infechions: pen-ongl gbrcesnes; ooiftly or if in 73w eed no
improvement,
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IV Meropensm 1gm TS
ADD annfungad,
H fever continues beyond &-7 days and no source is

blaniified.
IV /g OD Amphotericin B. 0.7-1 Dmg

Children

Mongtherapy

IV Fiperacilfin-tsanbactam 100mg/lg/dose {pipeacilin
companent (man 1Eg/day of piptase) ) QD

e |

IV Cedepime 50 mg/hg/dose (max 2z/doss] TDS

Until clinkcal sgns of infectan resolved AND ng fever
fior at least 48 hours.

Canssbar pdding.

I vancomycin 10mgllg QIO (max 2-4g/day)

if withy suspeched cendral Woe (nfection, sovere mucosihs,
gilm and 3o/t Hoe ffection, oReymaR,
hypatension/seos’s

Comgidar adding.

M Metronidanobe 7.5mg TDS (if on cefepima)

'n bhe presesde of Leveie Mucd iy Mive-abdam ing!
inflections; peri-onal abscesses; oolns; fin 72 ond ma
TV e,

Znd fine

s |V Meropenem 60-120mg/kg/day |max
1g/dose} div TDS +/- Vanconmycin 60
mgkg/day div TDS dose (mas. 2gm/day]

Pirsiibent fivir 3-T diys snd B0 dowicd i dentified;

U IV Amphotaricin B, 0.5mg/kg/dose 0D &
gradually esralats by (025 1 mg/'ke/doss)
{max, 1.5msgficg/day)

Duiration: dictated by specdlc orgonlim identifled, ste
and durgtion of neutropenia,

Low-risk patients who havs:
= raceived IV antbiotics for =7ihrs
= higen afebrle for =24 hours
= no ldenhfed source af infection
can be discharged from the hospital wahout sntbiobcs
_ regardiess of marrow recovery if follow -up is ensured,
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. In patients with unexplabed fevar, tha Initial regiren
should be continued wntd marmow recovesy [ANC =
2.5 10E/L)

L Treat staph bacieremea lor &t kedst 2 weaks after
negative blood culture; prolong |4-6 weelks) i
| disseminated or deep mfections
Principlas of antibiotic stewmrdship:

M Source corda!

0O infgh-vak febrie newtropena, urgent thesapy with mirpvenows brsod-ssectnam onifmicrobal
15 requirea.

M Septic screen includ'ng b'ood cultr befos commenring onibiohc

Il Use monpthempy with or get-pseudomonn! B-lactom oz 18 S opent. Vet -ono'ye's as
hor Bt there i mo cliinloal ovenioge with S-actorn 8 amiasgconde cominaction thermpy

Il ModiPcasfar af antibiotc regime i deterioration of chmcal slofus or |f there i po clineal
improvement over 72-98 hours in o stoble podent.

L Artention mit b podd (oo Sirict So'oon Meciares MandwEiming ord fIn aieobic fedivingie
ana Fagent’s personal hygene ang oier,

N Wenrcomycn & mof o royting (o the antiol antilotic regime, Consider adding vancamycin for
pabeaty cola s med wih WESA sussected to have catheter-related ‘sfecHos, sk's oo soff - Hasue
Infection; in septic shock. Stop vencamyen after 48 hows [f ro evicénce of grom in ofter 48
hawrs if o evidense of grom-pooie ool

U Asrifungel therony thould be shavhed eanier in: fevers mucosilie; oro thiush; dyiahogia;
Fesmiciows swin infifrotes or puimanary infitrodes; fu naol raudotes proaange SO LER MO
than 7 weeke

0 3/3af febr e seutreneac patteats wh pesy steat fever 22 week have system e fumgel Hfeckose

0 For Paodbatric oncology podients with sevare neutrapemna refer o the Peadiatric ancology
fever treatment guidelinesclgorithn fovoiloble n Subirs woard).

| @l o i neutropanic patiants, axpacted to hive prafound
neutropenis ANC thrashald <100 cellsfpmal) for =7 days,
Antibscterial prophylaxs
1 Ciprofloxacin 5000 mg orally twice dalby unil the nectropenia is msobeed OR
1 Levofioacin 750 mg dally unti] the nevtropenta |s resolved
Antiviral prophylasis

1 Acyclovir BIO mg orally tiice daily
Velsowchovir 500 mg oraily tadce daily
Hepatitts B: For patients at high rsk of reactvation

Tenofowir 300 mg orally once daily [contnued for at least & months afer completion of
chemethermpy

Antifungal prophylasks
Voriconazsla 200 mg orally twice daily

Patients with acute leukemnis undergo Induction chemothermpy at risk of developing
sovere aralfgastrointestinal mucositis.

Flueonaeale 400 g orslly once dally,
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9. INFECTIVE ENDOCARDITIS

' MTRH Empiric Antiblotic Guide: Infactive Endocarditis
Definitian Infection of the endacardial surfaces of the heart

[ Hatve vabve endocendins
| Prostbetic vahwe endocarditis; nfection amsodated with insertion or presence of prosthetic valva,
paermalier, of Enplanted defibrilator. Can be early (<12 months post op) o late {»13 manths post
 opl prosthenc valve endocardis., )
Recognition Duke oriteria

Magor eriteria Mimar Criterla

1jPastthve bloed culures with tyolkcel € arganisrns 1)Predisposing valvular or cardiac abnormality
form 3 separate blood cuures: def as

IjFever =38 C
[ Tymical [E anganism ¥ = o g o0 S endtnh
aurews fenteneorcuy HACE K proup/S. bovis In
the absence of primary focus, vasculir phencinenon: anerlal o sepiic
L Typicad |E argankm wilh at bessl 2 podgitive ol mycons anewervem/|anaway beslons/
cultures drawm > 12 hours apart OR all 3 or conjuncthval hemorrhage/ pulmonary nfarcs
majority of £ separate blood culhwes, with fist
#nd last sampie drawn > 1 hour apant. dfimmamelogic phenamsnon:
glomerulonephritia/Osler's modes/Roth spots/
podinve Rheumatoid Factar
2} Evidence of endocardial immabrement with S| Positlve culture with Rt mesting major
pasitrea ECHD findings critesin

Definite infecthve Endocarditis: 2 major OA 1 major 3 minor OR 5 miner critera
Probabbe Infective Endocanditis: 1 major + 1 minor GR 3 minor are fulfilled

Diapnosthc pests: A keest 4 sews of blood oultures 2t 0, 20min, 80 min and &0 min from 3 ansamic sites within 1 how,
before adminlstration of antibiotic therapy.

==foliow blood cufture results within 48hrs and use culiure guldes therapy

=atpllowan blood cultures should be obtained 48 1o 72 hours a%ter antimicrobial therspy & begun
and repeated svery 4E to 71 hours unt| clearance of bacerem:a |5 documentesd

ECG, E0HG, Full hemegram, E5R, rheumatald factod, Uninalyess, chest mdi agraph, ather emaging
dictated by the climical presentation.
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Empiric
antimicrobials

GRGAMsM | ANTBIOnC COMMENTS
AjNative Valve Empirkc antiblotics * Repeat blood cultures eviry
Endocarditis 48-T2 ks, until Mo growth
Streptocecc wincons | ADULTS obtasnod
ather sirepiocoec ¥ Vancomyeln 30 mefkp/dose BD
Enderoonce PLUS Duration of therapy
Stophylococc I cefeplme Ig TOS Average & wesks BUT actual
HACER group duration depends on Balate,
Culture negamve and climical scenaric (Corsult
i10%} CHILDREN ID/aMA5 team)
IV ceftrianone 100 mg/kg/day OD or 80
{max dg/day; 2g/dose) far 6 weats Once pathoyen is identfed,
PLUS antblotics should be adopted
IV gentamicin 1 mg/kg/dose TOS for 14 | o susceptibility pattern.
i1
oy Duruthan al therapy o countbed
8} Prosthetc Valve from the lst duy of nagutive
Endacarditis ADULT e,
IV Vancomyeln 15-20 mg/kg/dose g8 | manitor renal functions
Early [< & months iih )
M; wv PLUS ** Follow mwm Il
5. epldermidis IV Cefepime 25 TDS for § weeks Target trough levels 15-20
5. Buteus meg/ml =* invobve dinical
Pharrnacy. [avaliabie In MTRM)
Late (> 2 month
pnit-l:lmﬂ.' w in IV 40-60mg/kg/day div Early surgical consultation is
XL wiridans PLUS s
Surgical indications;
Emteruec IV cefepime 50 mg/hg/dose {max
£, oeus 2g/d0se) TS for 6 weeks { -5 & 5 of congestive heart
{ailure due 1o velve dehiscence
sntracardiac fistula and
prosthetd valve dysfuncton
Pargstent barteremia despite
5-7 daye of rreatment
-Haart biock, annular or gortic
abacnss
Becureni emlbnd
~Caused by fumgal or highly
resistant organisms
R Follow Consult cardiology team and refer patient to cardiology dinic for lang term follow up
up
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10. URINARY TRACT INFECTION

l:lml: wyrmplama ul' -d frequency of . mm}t mmm uFREnLY, pnhl,
hssmatiuria

Cystitls - Infecrion of the fowes winacy s, mucoss, of muogs specifically, e uemicy
bladdes Symptoms inclisde dysuria, urgenty, frequency without fever, haematuria;
ehils, suprspuble pain and back péin.

Pyelonspheitls - Infection of the upper urinary ract [rensl pelvis snd shrenchymal Symgtoms
irchude loin pain, flank tendernass, fever, rigors, or other evidenoe of sstemic inflasmmatory
response Infants and children who lave bactenuris and fever » 380 GR thase presemting with faver
=3B € with lodn pasn) tesdermeds and bactanurs dhald be worked wp for pyelanapheine

Asymptomatic bagteriuria - Presence of bacteria in the wrine in sigrificant quantities without signs
and gymptoms of UT). This may represent colenizanion, partcularhy weth nonsnslent bacteria.
Treatmant and screening & MOT recommended sacept in pregnant women ar persons undergaing
IrvBswe genitoufinary LRt proceduray,

Uncoemplicated LTI — An infechon lmited 1o the lowes unnary tract with no assoclated uralogical
anomaties and no concern that the infection has extended beyond tha bladdar ie., mo evidence of
flank pain, fever, peboie/perinesd pain in man or signg of systemic (Bness like sepsi,

Complicated U] - An Infectian irmabang the enal parenciyma [seute polonepheits) o which s
aEuacaled with underying struetunal or funcbenal abrarmaliny of the Kdaey, wrinary et and

concerns that tha infactian has mitended bevond the badder Le evidencs of flank pakn, fever,
pebdc/perineal paen in men or signs of systemic illness fike sepsic

Deffsrentiating untomplicated #nd complcated UT| is often not feasibie in nocnates and infants, they
should be treated a5 complicated UTL

Pyuria;_the appearance of leukocytes [210 WBC/mL (uncentrifuged) OR =5 WBC/hpf
(centrifuged)) in a freshly voided urine spedmen. it s evidence of inflammation in the
Heniipurinary tract and i present inakmos all pereany with ywgdomatic UTh, Pyuria is suggestive of
buit mat dingnostic fag, UTI
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Diagnostic | children
tesis:
- Ppuria
2bv Leukooyte Estarase (25 WEC or 21+ Laukneyta [210 WEC or 21+ Leukooyte
on Extorase] Ectorasi)
Pastve Mirte on on
Paskpas Hitrite Poaithae Nitrite
AND
Requiremant 2; Cear/non-bagged uring cilten: specimen with infoctious quantity of urepathogen
Oieap Catch Mid-stream
Indweling® or |/0 Catheter = 50,000 CFU
Suprapuiblc Cathatorization/Suprapublie aspination (5PA) or
Steribe Surgical Cultire + 10,000 - 50,000 CFU
‘Hﬂm cathaser can be discontnued, woided miditream unng specimen culture should ba obtained
prior o the initation of antimicrobial therapy. In patents reguinng ongoing catheterization, & s
preferred to insert & fresh urinary catheter 1o obtaln unne cultere, reithar than using an existng ethetse
In urskogy patients, pleass chisck with urology tam prior 1o removing any mdnalling catheter, a5 some
e srgical placemant
Bupitic: Antiovicrobiad Therciey Giridediries rage 7 of 100 [N




Aduly
Baoth symptom and microbiglogic criteria MUST ba present fior diagnosis of UTI

Mo indwelling | Pasitive urinalyss (WEC | Acute dysuria

catheter z10y/HPE) —LR=—
Faver' sat lpast 1 of lollowing [now or worsesingf: *
AND I n fawmr, 3 of tha following {néw or worsening)
Urinary urgency
Paositive wrine culturs® Frsguency
fz10Pcfuyfmil in vosdied AND Supraputsc pain
spacimeni & Gross heematuna

& Costovertebeal angle tenderneis
=  Urinary incontihencn

Indwelling Pagithe urinalysss (WEC | At least 1 of the following [nesy ar warsening):
cathater’ 210/HPE) ® e
Costovertebeal angle (OVA) tenderness
AND Rigors
Dlirium
Pasithre urlne culture Frank padn (back, side pain)

Pebnc discaomiodt
Aoute haematuria
Maiatsa ar lethargy with no other cause

@ B B B B B @

{10ty fmi}
AND

*Mew onsst delirium i HOT a symptamathe eriterion of a UT for petients without an indweiling
caihofer

o Fayiss: »37.9 | LOO'F] or 1.5°C |2.4°F) incranse sbode baseline temperature

¥ s use  lower colomy count cut off of 107CFU/mi In 8 specimen collected by in and out catheter,
i f catheter bn plece for =2 weeks, change @thaeter before pbtairng a urine semple of oulturs

ORGANISHA ANTIBIOTIC ALTERMATIVE  COMMENTS
THERAPY
1. Acute cystitis
E. coli fBE%] = Nitrofurantoin
monohydrate-
" Adlis masmcrystals formulaton
preumpniae Pa oy lﬁ: g
Mitrofurantain &25mg BD for 3 e I atack
maCrocryials ;
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Hﬁm.ﬂln fors | deys Infemalesgnd | = Urine culture s indicated
days in females 7 diays in males OINLY is mymptoems ane
SEephaoctLs and 7 deya in urresolved ar recur
imiales
= hvoid nitrafurantsin in
FProfeus species eGFRe 30 mifmin
» Avoid Co- armaniclaw in the
Fate . Pregrancy A triFraeater
) = Nitrpfuramtoin & typicaly
PO PO co- amoxicims ayoided in the 1 trimader
Nitrofuranioin B25amE TDS Toe 7 batt can be used if ather
macrocrystals days optians cannol be used.
100 mg BD or on « Awaid nitrofurantoin in the
SOmg QD for 7 Brd trimester due to the
dye PO Cefuromime 350 |  small risk of hemolytic
mg BD for 7 days anemis in nawbarn
Flusreguinalones aee NOT
recommanded for empirical
treatmant of UTIy becaiss
o
o ®  Propensty for
e collatarl damage |
&g sefection of
drug resistant
Po co-amoiclay |y 0 abie 1o tolerate bactrria)
10-15 myg/ig oraby »  Potnpaly serious
fdovelsmaxicilin adverse events Le.
component; max | IV co-amoniclay aarte aneuryse oF
500mg| TS structurally and
i
oR Jm functionally normal
i Liringry bract
{amomici¥in i
for childran COMPOnEnt; max .
! tendinopathy or
-25 kg 1g BOD for 5 | B73me) BOfor 57 tendon rupture and
7 dys e paripheral
.3 ths- 12 ridro ity
YEEE
OR 30 mg/kg/dase
[arnenticilin
companent) TDS
Witrofurantoin 1.2 | Tor 3-7 328
g W/ dose QUD
ima 100mg/ dase)
for 5-T days
2. Acute pyelonephritis uncomplicated
Empiric Aniimicrobial Therapy Guidelines
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Aduks dadult

Enterobocie- oosae Outpatient
Pa co-

E~terococr amoniclad 1
i8]

In mon-pregnant, npatant W eeturaxime

pro-manopsusal 750mg TOS for 10-

wornen without bt 14 days

cal amoxiclaw 1.2g
:ﬂhﬂﬂ i TDS IV for 10+
mormal or 14 days
comorbidides
Escharichia oo i M Caftrianona 1 IV oo=fumomidlay
| gOD for 14 1.2 g TS loe 14

PrateLs 500 | s i

ilehsielln ipp.

Enterobarter spo Chilgren
2 1- =3 months
IV co-amanicley
30 mg/hg/doss I young infant:
fraaicillin
component) BO IV Cefotaime 150-
for 10-14 days 200 mpSlg/ day

[max Ig/dos THE
for 10-14 davt
3 months- 13
yanE
¥ co-amanlcloy
30 mg g/ dose
{amoicillin
COMPONSnt; max
BTGy} TDS for
10-14 days
o8
=2 months old:
e Caduroniime 30
mg/kg/dose TDS
Empiric Aniimicrobial Therapy Guidelines

= Lrine analysis, gram stals,
C & S tests should be done.

» Blood culiures are Aot
roufinely done unbess
sephc

» Routing urclogic svaluation
and imeging not
recommended unleds sl
febrde after 74 howrs. If
dhinigally responding to
treatrment, post breatment
uriné culture & NOT

recoemimended.

IV antibiotics should ba
continued untii the patient
s clindcally improved [e.g.
glebrile for 24 hours) and
abile to tolesale orally can
be switchad to oral o
ompleta the durstion of
reatnuent.

w Avoid Amdicacin in renal
dysfunction

Caution on co-ameaichay in
late preg, 13™ trim ¢
Co-amaedicling Is generally
safe in pregnancy {Category
B}, but thera may bean
increased rigk of

nec rotizing enteracalitis
associabed With use In
prEterm, prematurs
rupture of membranes. Use
cefirlaxone 1g 0D

= Nitrafurastsin should NOT
b used for pyelomephiins
or renal sepss dus to poor
kidney & serum
conceatration

» Cephalosporins sre HOT
usedul if Entarococcus. s
Suspesied
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fmae. 4 Sgmiday) |
PLUS/MINUS
I Gentamicin
Smgkgdase OD
for 10-24 days
‘3. Other urinary tract infections
a)Compiicated UTIs
Enterabarteriarene Adults o DbtEin urne culture belane
Freprococn, starfing treatment,
Ovel Theragys « Start with parentersl
broad spectrum antibiotho
Po co-amoxiclay
Pernamands s in severely il patients then
M for 7 de naitoh o ol
apent/dorscalate when
ﬂw " of there is clirecal
structiirel OR Parenteral improvemant.
mml thempy: » Adjust medication when C
. Ry IV co- IV Ceftriaxane 1g B 5 testing results ars
» urinary fract [ a] availalle
ohairuction ;:;ﬂ-:h 14 » Treat for 10-14 days in
« CKD patiEnts with
« Poorly controlled | OR PLUS/MINUS - Wpper tract symptams,
IrmiLnGs Iy OR
. [
n Gantamicin - dlaed respore o
» uminary cathater in | PLUS/MINUS 75mg/g 0D for 7 | Sepsis
- Gentamicin 5 o
m
Heurogeric
" bladdar mg/hg 0D
= Post-menopausal for 7 dwa
WM » May steg down to ol
o History of Chikdren antiblatie gulded by ¢ utune
recurrent UTH #nd sensithity result once
Oral Tharag'r: an tolerate orally snd
+ Nephraithlasis W
R afebrile = 48 fpws
I0mg/ kg dose
ibasad on the

rage 7101100 [N




amewelin
w.“'r AN
BTS mgdose|

TDS for 7 days

Faranteral
therapy;

» 1 mantha

o
amaxiclay 25

mg ke dose

{remauiclllin

IV Ceftrlamane 50
mgfkg/dose OD
companent, [miax 2g/day]
max 181705 PLUS/MINUS

ORr Gentamicin

iV Caluroaime 7.5mg kg fdose DD
50 far 7 ding
100mg/hg/day

div TDS [max

1. 5mg/dase)

PLUS/ MRS

Gentamkcin

15mg/kg/dose
oD

for 7 dys

B) Asymptomatic Bacteriuria [ABU)

# Livinee Bacterial
Frowth & 10°
cfifmil in ¥ serial |
samples in wamen
OR @ single
samphe in men
without LTI
Pymgtoms

Sereening for, and treating pympbomans
bactediuria it nof recommendied, pecepd;

in preghant wiemar,
o=

Piiar to Fansirsthng resection of prosiss
[TURF] or wologics procedures breaching the

MECDEI.

= Whanever indicated,
trestment should ba
guidad by urine culturs
and sansitlity results,

= Duration of treatment for
progrant women: 57 days

€) Catheter-Asiociated UT)

1 Awrmptomatic
bmcteriuria

Adults/Children
Antbiotics NOT indicated

Empiric Aniimicrobial Therapy Guidelines

= Linnary catheter should be
REMOVED or repaced If
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mﬂlﬂl‘lﬂ'ﬁ

2. Significant Adults wlmh“ been n-stu
Bachediuria in i i
afbrile patients !m[i':“m.ﬂ‘: ?' :;:'::':‘ « Obtain urine Gram stain
with signs and s i ard_mlu..lr- mmn
symplami testing praar to inftiation of
‘reatmeent
3. Sgniticant Aduilts « DO NOT obtain urine
bacteriuria n R -l:lm.lr:“ﬁ:r asymphomatic
febrie patisnts 625mg TDS for 7 patie
with athar signa 14 days » Treatment thould be
ard Syrnpborme wﬂ h‘f RS refulte,
Duration:

R = 1 days if responds
pramptly after change of
cathater

s 10-14 for thase

W Hhﬂ" 15 with d:h:rl'rd rELpOnsE

mg/leg DD without regards 1o

unehla oo oleats whesher the patient

oraly for 7-14 remaing catheterived or
days nat.
Children IV co- IV cofotanima

amaiclew

<3 months: years

30 mpg,/lg 50 mg/kg/dase

Jdose TS imax

farmaxicillin 2000eng ‘dooe)

EOMmponant; for 7 doys

iz S00wng| BD

for 7 dayvs

incroase fo Q1D
In veary sevens

3 months - 12 infections

yeas: 30

mg/hg

fdose(pmoxicil

in component |

s B 75|

TDE far 7 daya

Principles of antibiotic stewardship:

® Ofstain wtine cultune for alf patients with cpatitis not responding fo empire antibiotic
l Fﬂ'ﬂ#‘ﬂl‘l wrosepEl, refer i sepeis plideinet
ob wring Gravm shoen, cultwee ond sensifvity for all poients m#p;:
mmmuumwmmﬁmrnm:mmtmu Seect the na

& Avoid the use Hfm.iﬁhﬂnﬂmﬂf:m

feritis piioe o

Empiric Aniimicrobial Therapy Guidelines




®  Empirical theropy is NOT ~ecommended in chigen with gfebrle UTT, Theropy should be guided by
eebib etic cuty e ond send v ty esules

o [fithenn ir 0 good c™ical wsooze to teot el ofter 24 houes of borenteno’ therapy, consider
switching to an ora antibioie ho combisle He ouse of restment.

& Pyslonephrifs in men cam indicote the presence of lower winary troct abnormalines. Urologliood
InuEEnTaTion S FeCHTEER S 0 Glogoss paitus abnonmgites,

# Do not teal iympiomatic botlenls owtsides of pregroncy
Other notes

Chidaen < § yeas with cenfrned UT and chiidren wiEh recusent ar peraisteat UT's show'd Soe on
ultrgsound feon af the kignewd, ureter i bigoser 10 fereen for abmarmalities of the urinary braet

‘afection andfor be reflered fo o spec'e st for fu ther ‘nuestigafiors.
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11. SKIN AND SOFT TISSUE INFECTIONS (S5TIS)

Definltion Ssmlmuh'em:lm“iuwm;uﬁHMThe-fmuﬂmh
presentation, setiology and severities. They range from simple superficial infections to necrotizing
infectiams.

L85 present dinically divarse challenges requiring management strategies that effectively and
efficlently identify those cases reguiring snmedlate attention and (atervention fom the less severs
(=118

Diagnosis g] Chnlcad features: fastures of inflammatory responses with othar mandfestations such &5 fover
[=387C), rapidly spreading areas of enythema, oedema, tenderness, skin warmth, pain o
tenderness [The minimurm disgnosns criteria). Systernic fastures (e g, fever, mmed WELC] are
not abways present but are sssociated with more sewere infectons

Bl Lab bnvestigations: 'WAC [eukocytorh with neutrophlls), CAP, Lebaraiory risk Indicataes for
Mesrabising Fasciits (LRIMNED| seore (2 & based on Lab indicatians like KB, Ma, Glueoss, WBC,
erasatining and CAP), Pus culture I present, skin aspiretion cultune.

el Imaging: Uitrasound, C7 scan with deep abscessas

dseie, and vndouler {I!-mn'gl' h,mmhll: or vanous) insuficlancy, {L:wllghuhlln shiom ta be

the mcst frequent laoabon for 5518,

Erialogial risk factors: The mechanism of injury [frauma ar pther) or specific aaposures inoreeses the
Iikelivood of 55715 cavsed by specific microbes e.g., diabetes mellitus: Stophpiooaoes owrews, proup B
sreptococt), oagerpbes, Grom-negative boe''; Mautropersa: Prepaompnias oo,

1. Skin abscess, boils, furuncles

»  Incision and drainage (160) is the mainstay of theragy,

. mﬂmﬂmuhnmmﬁmmw
. &nd bail or abscess |3 « 2 om (chidren] and < 2 cm (adult) in dismeter

- WH#MJ-ﬁﬂﬂmwﬂnmhﬂrh

o - hﬁrm mm.m Ill#lﬂ'ﬂ himnﬂmmu
M: In presence of cefiulits. M
m MWMMM# or
W mwmwmm
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s lack of response m &0 glone.

Associgted septe phiehits.

S | &0 i mstary
[RASSE, MRSA| C Send Bmidate/pus and
For H&D » Antiblotic: hood cistim.
Aduly PO Clindperryein
30450 meTOS for | T Nobe: Meedle aspiration
PO Auciooecillin | &7 clays (i1 MRSE B Inadeguate
S00wmg QD) for 5=7 5 suspectad|
days Systernic agents should
bo ysed in patents who
[ [ ! { mre tende, who have
Children extensive diseate, or
PO dlindamycin who have assocated
PO Auclonacillin 25 — | celiLhit s
10wneg g fdase
Rfhg/day (max | o 450 mg/dose)
00 fdase | do | TOS/0uD for 57 I dwald flissroguinelonas.
o for 57 days |
days (where MESA | - . I route only for
OR s suspectad| thosa cannat tolersts
IV cefaralin oA orsl meds
S/ oy e YL e Clindamycin 25~
(e, A/ dary) bor mid | 40 me/ i
o moderate infection: 500 E..I'-:] r.T:JS
(severe: 100-150 mgdw | T
105 | rmax Bgfday) bor 5-
7 dmrs
3

. uﬂnﬂ“ﬂﬂ:nhmgﬂm

-

ubezantial surmounding cellulids

abscesses >1 om (infants and young children) gnd = 2 om [adult) in diemeter and In
multiphs b esH0s
Severe of extenilve diseanes (e, iwalving rultiple sites of infectiom)] o

Presence of systemic inflammistory respanse syndrome [$I5] e temp - 387C or
<36°C, tachypnoes, tachycardia or WBC > 12,000 or < 4000 call/ul

& Assoriated comarbidites or immunosuppression
® Extremas of age
»  abscers in aress diffieult to drsne (e ¢ . face. hond and genitsbal
® Lnci of response to |RD slone.
5. gurels | B0 mainstay
[ Cubure of hiosd
T — For 180+ Antiblatic enudate and for bullae i
mdﬁdﬂﬁ thers are
of Sysiemic
5. gpogenes !IIHJI :;E:i:r enteriing whin
;n ment, or
Po dindamiycin uru'rgm':ml:m:urhldhi.

| 300-450 mg TOS 5-
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Mild [outpatient] | 10 days {if MRSA is
| muspactad) *  Adepnister
PO Flisclonacllin o et I ot
500mg QD for 5-10 ertensiva lesions,
days
Gram negative cover
Moderste be naecessary in the l:'n.un.ﬂ.rlrl!r
st} 1.Patentisl relaton of the
I Fuchaxselllin 0.5~ ceflulints to 8 decubius wicer
1g G for 510 days & Crepitant onliufics
%. Provminent skin necrosis)
gangrene
For severe sov 4. Location: Perioral
mm Efprrectal celulits
Below 8 Clinieal mm
SEpthipnmic
o r-uu:ﬁnl necrohizing
Po climdamecin f. Do sad
Po Flucimacllinzs = | o ity
somg/kg/day [max G0
S00mg/dose) deequp | o 450ma/dose)
for 7-10 days [mild te | TSR0 o Fo20 ®  Change to aral when
:I | days [where MESA Improves,
5 juspecivd| " ;l:l;ll lmr:ttmmﬂumﬂ
#MEF RCe
OR - OR ?ﬂmmﬂnn
™ Fhachosacillin | RappeT,
S0mg kg dose (max 2g) ;Illl'hlﬁu:"I a2t ®  Dther references
QD for 7-10 days | 80 mg g day [max e d 3
| 600mg/doss} TDS guﬂhﬂﬂfiﬂ-l‘
oR | for 7-10 days. i
B : fwhere MRSA is
cetazolin | g d
SOmg/kg/day divTDS | e
[, 3g/day] for mild
10 rmad ersle infections
[severs: 100-150 mg div
TOS {max &g/day) for 7-
10 days
o i@nEre d88
necrotizng Fascitls
beelow
£ 3 W

mmmmmhmummmmmm
mithm-mnmmmmrmmmmmmn
defined by hypotension, nauses, vomiting, diarrhea, renal faikure, respiratory fallure and

‘erythroderma,
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Mised aerobic - gyrgieal Debridement + antibiotic

ansarobit K-y, CT scan of MAI may
bacteria Adult show gas involved tissue.
Urgent surgical debridement
IV Pige racilin/tazobactam 4.55 QID and antibiotics are the
i mainstay of therapy
IV Clindamycin 600 mg QD for 5-10 days Early axploratory surgery i

recammended 1o s#uloabish
diagnadt (Includes serobic
and anaerobic oultunes) and
redect 3 Aof-viate tyius,

[Ue-mzcalate onoe cultures are aval abled
Necrotising Fascistin ruled out)

Children Combination therpy ks
needed with cindamycin to

IV Pipzracillin/tazobactam B0mg/kg/dose bloox toion prodiuction

[piparacilin componant) {max 3g whather & patient manifest or

pipecilin component/dosa) GO does not manifest toxic shock
Fyndrame.

PLLES

WV Clindamycin 10mg/kg/dose (max VIG can be used a5 an

GO0 /dose) TS for 5-10 days adjunct, typically w1 gm/kg

on Day 1, followed by
(De-micalaie pnoe fullures are pvaliable OR Q.Amg kg on 1-2 subgequent
Necromizing Fascists ruled out) days.

Debridemeant no hoaper

nastdad when there is:

# Climical imgrovement,
and

» Winimum of 48.72
oars afier completion of
surgical debridement

Duratian of et ment:
at leger I weelks if no foo
It found (no deep- seated
invalvement plus no
invmbvesment of heart,

bonie, joint ate.)

4. Non-Purulent Celiulitis

| Wisialhy bets- Aduly;

haemalytic POAzRhromycn | T Cover for both staph and
stretococ e, | PO Amaxicllin i

| BOmg OD day 1 wirop
Goup A B,C6  500mgTOS for 7-10 m-::wu.;nfm
srepioroce] dayr

| 5 dovs
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£ ovres [rare)

= - hg

lmyation to reduok lecal

Children oedemp. Miued infection
{utrep. and staph.] is rare.
PO Co- ampxiciay (7:1 * f & aureud is present, |
formulation) 25- | PO dlindamycin 30- ED is neaded.
45me/ky/day | 40 mg/ g/ day [max
[amowicilin component, | 450mg) div
man 1g/dose) div BOfor | TDS/QUD for 710 | * Other refermnces
7-10 days | days |where MRSA THEMERA g
!inulpi:tld] writil the patiend is
afebile for 3-5 days,
W co-amaniclav ® Change to oral when
f0mgikg)day | I Clindamycin 30- cordition improves
[amaxicillin compenent, | 40 m/ke/day |max
max 1gidose] oV TDS | &00mg,/dose| TDS
for 7-10 days for T-10 days,
| {whare MRSA is
| sapected)
IV cefagolin
50mic/hg/day div TDS
{mas, 3g/day) for miid
to mod ergte infectons
[siwere; 100-150 mg div
TS {max by fday] fior T-
10 days
£ ouwus Adult; Early 1D conpult i mo
I ovement
IV Fluckascillin 1-1 g 10
H e paditive blood
Step down culture |3 assaciated with
5355, then IV therapy an
PO Flicionscillin $00mg 0O foe 7- 10 days s sicseelidioning
| glinical Imprenmment &
Children Doy
W Fhachoaacillin SO hg/dose |mie 2g) QD Consider adding
Step doam chndanmen o et
exntooin production in
Children <25kg: PO Flucluacillin 25- SEVers cases,
S0mpg/kg/day [rmax 1g)
Children = 25kg: ose sdultl dose.
far 7- 10 days
Empiric Aniimicrobial Therapy Guidelines




6. BED SORE/PRESSURE SORE/DECUBITUS ULCER

|| Swreplocsecus | |ocal treatment is preferred, Crebride necrotic tssue and
o L5 mmsniat wound deessing.
5 oureds Superficial infection: 1% silver sulfadiazine Remove pressure i decublius
oP— T ear, alevats leg i verous
as P etails; avabuate for
mﬂﬁi H there is If there is surmounding pevascy lnrzation i thers
mwmm-_l cellulitisfsigns of becterasmia/ fasciitss/ artarial insufhiciency.
g intramuscular abscessf OM
. : g Do NOT use povidone lodine
changes: or chborhexiding, both mey
camape granulation tssua
MJ!’ gnd fibroblasts,
IV co-amoxiclay 1.2g TDS For histalogy amd culture, tha
: bast mathod B surgically
Children ebinining deep Husue
irmEnd IT osbeo |
IV corameniclay S0mg/hg/day amanielln | oo | oot
companent div TDS beopsy. Meedle aspiration
fraen the ulear margin &
acoeptable
mﬂ“'ﬁﬂ * Mo infaction- No Antimicrobéal »  Give Tetanus
IR O & inlected wound: proplylaxis and
depanded on vaccing i indicated
nature of the Al
Lrausea)
Po Fludoxacillin 500mg QID ®  [ehriderment of
LW [ wha Limel iy b
& Srréptdendtud jcated
m. e — m z
L] E‘Eﬂ“mﬂ! M
s Cp 4 = Dbtalm culture angd
* C tefoni Po Flaticxscillin 25 - S0mg/kg/day div QID semitvty Lest.
* Pepliainongs
o, fwater
Exporure],
» Acmetobacier

5.
# ASTpTongs 5

For Animal bites and human bites- Refer to WHO guidelines

Principles of antibiotic stewardship:

& (PN aneiblotss therapy | ndlcated, review patient proghess daily and eonsides swithing form
IV o omEl thersgey

* Streptococcsl infections are mione likely 10 be non-purulent. Staphylocooal espedally CA-
MASA infactions more lkely to present with pundenceahsoesses

Empiric Aniimicrobial Therapy Guidelines
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12. SURGICAL PROPHYLAXIS

ImErgdiicTIcn

Surgical site infections or post-operative wound infections remaln 8 common postoperative compboaton and
account for approvimataly 15% of nosocornial infections. Post-operative wound infections are associated with
prodanped hodpital stay and increase cogt of hossitalisation by 20%.

Miodl posloperalive nfections are caused by organiems that ere endogenous 1o the patlent. The goal af
proghylactc antibeafics i o reduce the Incdence of post- operatve wound infection. Antibiotic prophylass (s not
aimed &t achiewing bactena steriity bt 2t reducing numbers of wizbie bactena to levels, which zre uwniiely o
pwenwhelm the host's defense and prevent infection from pczurring

Wl centes worldwide hive adopled the Nabional Acsdemy of Sclence) National Resaarch Coundl (MASNAL)
classiBeation of surgical wound as shown below:

Classfication of operative wounds and risk of infection

Ciean Elective, non-emerpency, naa-traumetic primarly closed, <%
ng aoute inflammetion, na break in 3septe technigue, not
eormrmmnicating with respiratory, gastrointestingl, blary or
gEnitourinany systems !
Chaain Lirgent or ermargsncy case that & otharwise dean, slective, <10%
Contaminated  communicating with respiratory, gastrointestinal, biary or
gendtourinary tract with minimal spillage [e.g.,
appandactomy|, not encounbering infectad urine or bile,
minor braak b aseplic technigue

Contaminated Mon-purulent infiammation, gress spilage from <%
gastrointestinal tract, entry into baliary or genitgurinany
tract in the presence of infected bils of urine, major break
ir suapilc technigue, penetrating trauma <4 haur ald,
chronic open wounds 1o be grafted or coversd

Dty [Sepii Purienl imflamimatsin |8.5 shaiai], pré-apatative perfarathas of AT
e ERny, st mbingl. bliary or gasi bourin ey tradt, penetrabng
IFmirE ] liig ald
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Artiségtic proghyleds is MOT warranted for procedures in the categery of clean ndess yvou are using a prosthetc
material or surgery prolenged mone than 4 hours,

Arntiblaotic prophy lakls igalso indicated in patienis undegolng proce dures associated with high infectdon mtes e g
abdaminal susgery, opémations Lasting rmore than faur hours and in patienits with two or more comasbid canditsans

In rase of sstablished Infections postoperatively e.g. due o perfoted appendis or afer abscess drainape,
antibiotic treatment 5 indicated and this doas not constitute prophylags and hence & not covered by this
Euidaling,

Definitions

Colifsrms are e Gram=-negative bacilk (reds) that normally Inhab® the cofon and meluce Escherichio cail,
Kigbsieta preumanioe, Profews spp., Enlerobacter spp, and others,

Fundamdéntal principles

1 Pre-waslh, steride dressing and recommended IPC should be adhered to

2. Appropriately aoministersd antibiotc prophy laxis reduces the meidence of post- opestive surgical
wound infections.

3 A solected anfibiotic should ba effective against probable contaminating organbm: (fora)
assodsted with the operstive procaduressite wing evidence fram RCTy where svailable

4, Prophylactc antithatics st be administered |/ sulficlant dosags 30 minutes priar o tha inclslon
jusually with mducnon of snassheds (o ensure adequats Neasue ConcenLratan). i stretan
afer siin ncison or > &0 minutes before incisan reduces effectivenass.

5. IV infution should be started 3060 minutas prior to skin intigion,

6. For procedures lasting grenter than 3 hours, an sdditenal dose of antibictcs & sdviied, Lkeaise,
procedunes in whilch there b rapid Blood kods [over 1.5 [Bres) and)'or uid sdminsiation will dictets
an additional dose of antibiobc

7. Whan Indicated, propfiactc antbiotcs should be piven a5 3 SINGLE dose at indection of
anae.ﬂhu.la garept in the follewing situabons:

Operatipns where prasthetic material is implarted o ingertad,

= Break in the sterile technique or aseptic barriers

= Emergency cassarean section in patients with ruptured fostal membranes, In cagsarean
surpery the recommandaetion 18 infute the antibjotic after cord- camping (1o avoid
exposng the foelus 1o unnecessary sniibiotic doses)

B A aporopriste prophylache antinlotic should: -

B effective agamsl anticipated micro-crganiuma/Tiora of the operative e,

Achieve adeguate local nesua level

Cauge minimal ity

Ba relativety inexpansive,

8. Antimicrobial prophylat does nof substitute for good wargical technic e,

10, We recommend AGAINST THE PROLOMNGATION |;|F5|..|r'il;l| anbhicts prophylaxci administaton
after completion of the operatian Tor the purpose of preventing 55 (WHO, strong
recimmendaton, moderate evidenos]
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1 ORTHOPAEDRC SURGERY

Lsualy, MO prophylaasis
required.

Minjess surgery expected to last | Adult: Jg prior ta mcision
- e than 4 hours, thes iChildirem: 50 mg/%g IV prigr to incision
I cefaolin
ncluding spinal fugion ;
Skon commensals iV cefazalin Adult: 25 prior to Incisan
specialy Chilldren: 50 mgfeg IV prior 1o (noson
5, orureus Coogulnee

aegotie faphyecons”
Coliforms

Bisk of araerobc IV co-amanlclav Adult: 1.2 g prior to Inclsion

nfechion 8., g Children snd Adolescents: 30 mg/keg prior w

Benafit not proven.

Empiric Antmvicrobial Therapy Guidedines rage 8s of 200 |




3 HEAD AND MECK SURGERY

| PROCEDURE; Oean non-newrasurgical head and neck surgery - Tonsillectomy/ Adenosdactomy/
Rhinopiasty

(Orepharyngeal Flora) | Mo prowen berefitfnot

Streptococcus soa, | necormmanded

5 gureus Angerobes

Corynebacteria

PROCEDURE: Clean non-neurasufgical head and neck susgery - Involving Omphanmy

i0ropharyngeal Flors) Adult; co-amoudclay 1.3g priar ta
Streptococus spp. | P Pt mclsian Children and Adclescents:
5 oureus Angerobes W ek priar to incsion
Corprebact-io

PROCEDURE: Clean contaminated newrosusaery/ maxiliofacial (Cranial ax sinuses are opened)]

[Oropharynees: Flora) |V co-amauiclay Adult; Co-amauiciay 1.2g prior to

Strepiocooous 5o, [l

5 oureus drgerobes Children snd Adolescerts: 30

el sdaoud i A N mgi/kg prior to incision

(8 duo | ¥ vencomwein Adults: 1g IV, administared an hous
arpmebuar pror to incison,

@ i M re-dosmg required peri:

operatively.

Imtants, Children, and Adolescents:

IV 15 mg/fegfdose within 120
minuies
prios o surgical incision [masimdam
I i llmh
:'Ium'lill :I bt I._h . .
| 5. mureus Corynebocienia IV cefasolin -lﬁlt: g prier to incision
Cheld reen: 50 gk IV persor 19
| Y T —— . - -mm
.cmpufm nEg T IV cefazolin Adult: 2g priorto Incision
staphylocace) Childran: 50 ma kg IV prior to
5 oureus Carynabactedia | incigion
Empiric Aniimicrobial Therapy Guidelines
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3. URCLOGICAL SURGERY

Colforms Enterocoos I¥ Gentamicin
£ owreun

Colifarms Enterococs IV Gentamicin
L oureus

|V 5 mg/kg singie dose

v 5 mg'kg wngle dode

Coforms Enterococc IV Gentamicin
& aurgug

wod e m

5. qureus ¥ PiperacillingTazabactam

Enieracoc

Empiric Aniimicrobial Therapy Guidelines

|1V 5 mpfig single dose

| Adult: 4.5g w2 single dase
Children: 100 mg /kg (piperacilin
| eampanant] (mi Sg dose of

| pperacillin component) a5 a Sngle
|ﬁ-

rose w7100 NN



4. CARMMAC, THORACIC AND VASCULAR SURGERY

5 pueus R Cofuroxima didult: 1.5 STAT pre-op ther TS0mg TDS
Cpaguiase nagatve writil all incwelling tubes and cathetors
staphyiocood e removed

Covynebachernio Children: 50 mg/kg IV prior to surgical

Incigion (max dosa: 1.5} then TDS until
#ll Indweiling tubes and cathates ane
ﬂrlmﬂ

C PROCEDURE: Hmnrlﬁ:mhramﬁ:muﬂm and :qnhgﬁ

5 oureus A Cafuroxime Adult: 1.5z STAT gre-op thas "S0mg TS
Coogu'ate wegatng until all mdwelling tubes and catheters
staphylococe e emowed

Conyneboectenin Chibdren: 50 ma kg IV

Colifarmis In gnoin 1.5g prior to surgical inciseon (may dose:
incitians 1.5g) pre-op, than TDS until 38 indwedling

|mwmmmnm

|5, dungus v Couronime continued for upg ba H.i ﬂ.!g;htpre—upmmmm
Coaguiase megative 48 hours 1o prevent empyema ar - TOS

stapiylococd Coliforms FReUmona Childran: 50 mg/kg price 1o surglcal

. _ ncison |max dose: 1 5)

Speia date supporting antibsatic
prophyisis unavailable,
Therefore, pending availability,
recammendations follow thoss of
“mpeen Lechinigue”
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5. ABDOMINAL SURGERY

mwwmmwmﬂlmmwm

L'ﬂl.'u’am: Peptas- I Cetazolin Adult; Jg prior to ncigon
R | {ERM s &5 g i 1V pelo i Incheko
 PROCEDURE: Biliary Surgery [Open] L e | : ;

Califormd o Cataenlin MAdult: 38 prior To ingison
j.ru:ambu Children: 5l]-rrq'.|"k;l'u' nrlurtulnr:lmn
|mmhﬂlmﬂ -::uglndll‘wln uhﬁ:m

Colifarms I Cefasnlin Adult: 2g prior to incigon

dnoeropes Children: 50 mgfkg IV pripe to incision

Coliformi Anaerobers W Calacoiin Adult: Ig prior te ncighon

Eteimened PLUS Children: 50 ma/kg IV prioe to inclsin

IV Wlatroni dazole BLLS
Addult: Metronidazabe S00mg
Children: Metraridamole 7 5mpg g IV
= prler to ingision

Mmbﬂllﬂfm I'luf!.'-lhnﬂn Adult: 2g prios to inclsion

t'nhj'nfm Children: 50 mg/eg T prioe b incision

MMIMH@Hﬂq-WHw

5. aureus IV Cefaznlin Adult: 3g prior to incision

Coaguluse negative Children: 50 me/kg IV prioe ta incision

:_mmw

.mmmmmmﬁm

5 oueus Coogu lnse No antiblotics
AEga fve Tio o oooeE.
i

5 oaureus Mo antibiotics

Empiric Aniimicrobial Therapy Guidelines
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6. OBSTETRICS & GYNAECOLOGY

PROCEDURE: O & € { Eveluation
Cofforms Enterocorcl IV co-amoxiclay Adultr g prior o incsion
Group 8 streptococoi Children: S0 mg/ig (a8 amoxicilin component)

B . priar to inosion {maximum dese: 1.5g)
PROCEDURE: Postpartum BTL
Coltfarms Enterocare e ank bk

Group 8 streptococc required
PROCEDURE: Cervical Cerclage

Group 8 Streptococs required
Codlfarms Frierocacd W cetazalin Adult: 2g prior o Incklon
Group 8 Streptocoocy Children: 50 mg/lg [V prior to incision

{manimurn dode: 1.50)

PROCEDURE: Caesarean Section -Emergency [ruptured membranes, maultipls VEE »5]

Codiformi Erleracoce I Cefazolin Adult: 2g prior to incsion
Group B Streptococe] Children: 50 meflg IV prar o incision
PLUE {maximurn dose: 1.5g)
PLLIS
Gentamicin Smg/kg IV tingle dowa
NB: Women with profanged rupture ol
membranes gnd permociem C5 should recaye
treatment reaimen,

IV Gentamicin

Colifarms Enferococd W Cefazalin Aduit: 2g prior o incsion

Group & Streptococn Chilldren: 50 mgfig IV prior to incision
{ {mazimum dase: 1.5)

PROCEDURE: \Vaginal Hystenectomy

Bapiric Antimicrobial Therapy Gurdelines rage 20 of 200 |



Eolifsrms Enterorocn ¥ Cefazolin
Group B Streptocots

PROCEDURE: Perineal Tear

Colifarms Enterococc I Cefazolin
Group B Streplocse

PROCEDURE: Daagricthe Laparaseopy, DEC
Coliforms, Enterococci Mo antibiotic
Groug B Streptocorc riguired
PROCEDURE: Operatee Laparoscopy
Colifonms, Entarooocti Antibiotics depand
Grouwp B Straptococt on tha indication,
genarally:
I Catasclin

Adult: g prior to incision
Chiddran: 50 rng:.l'lnca I\ prigr fo incision
[rundmum dode: 1.5g]

Adult: 25 pricr 1o incision
Chaldean: 50 mp'kg IV priof 10 incision
{maxdmum dose: 1 5g)

Adult: 12 prio to inciskon
Childran: 50 mp/kg IV priar 1 incisian
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7. INTERVENTIONAL RADIOLOGY

&  Lreteric stanting snd
Mephrostomy

& Ahsoess dralnoage

®  Post TALE

IV cefarodim = IV metronidazele

IV co-amonlclay

IV co-amonicliay

Metronldasche = co-amoalclav

®  Litering Ariery Embolization |V eo = ameniclms

®  Progials Ariery
Embolisation| Kidney =
Eladder|

© Stent Replacement

1% co-amaxiclay

Adult: Jg price 1o fndision
Chélldren: 50 mg/fkp |V prios 1o
G

W eefazolin

Aduly: Ig prior to indsian
Chilldren: 50 mg g IV priar o
IFEksian

FLUS

I Matronidazals

Adult:500mg
Children: 7.5mg/kg prior 1

indision

Agult: 1 2g prior to imosion
Children and Adolescents: 30

- mg/kg prior k2 incision

Adult: 1 3g grior io IReEian
Children and Adolescents; 30

, ME/RE prior b incition

Adult Tah Metranidasole A00mg,

tah co-amaxiclay L2Smg pror 1S
incision

Children and Adolesconts:
PO metranidazale 7. 5mefig + co-

armcm|claw 30 mg/kg pricr to
Ivcision

Adult: 1.3g pnor to incsion
Children and Adolescents: 30
mp/kg priar b Incision

Adult: 1.2g prior to inckEn
Children and Adodescents: 30

_Mg/KE prior to inclsion

Empiric Aniimicrobial Therapy Guidelines
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& EVAR/TEVARM@e or Large

IV o - amaxiclay Adult; 1.2g prior to incision

Vessed Stenting Childran and Adolescents: 20
mg kg priod bo incision
Tumr Ablation
®  Microwawe Ablation or BRA 1 co-amoxiclav IV co-amnxiclay
Abletion » Jem . Adult: 1.2g prior to incision
Children and Adoletcenty; 30
I métromdaiola

mg/ kg prior o IncEion

+
I Mmtraridazale
Adult:500mg

Children: 7.5mgfka priorto
incizson

MB: 1. Disgnostic procedures = progphylazis not indicated.
2. Slenting and embolifation — antibiotc prophyiaes |ndcated with Sngle dode IV cefamlin

Bamipiric Aniimicrobial Therapy Girdelines
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SPECLAL CONSDERATIONS

¥ Clindamycin Aduit: V: 900 mg
Children and Adolescents: V- 10 mpfeg prior (o ngision; may repeat
in 6 koA,

or imasimum single dose: 900 mg)

I Vancamycin Aclules: 1g [V, administered an how prier to incision, Mo re-dosing frequired
pari-operatively.

infarts, Children, and Adobescents: I'V: 15 mgfig/dose within 120 minuress
prior to surgcal incaion (readmum 1gm)
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APPENDIX

APPENDIX 1. INTRAVENOUS (IV) TO ORAL (PO} ANTIBIOTICS CONVERSION

®  Early intravonous-to-oral comyersion (IWOC) as a key stewardship measure . Sevaral chnical trials have
demonitiated the efficacy and Salety of I ta PO antimicrobial carversion, and sevaral siudies have also
addressad tha aconomic smpact of this conversion.,

*  Coft savings are acleeved through lowering derect scguisition costs, eliminating the need for ancillary
supplies, reducing pharmacy and nursing tme, and thortening the length of kospital skay. IV to oral
antirpicrobialy canvessdon alio benefits the patient by elliminsiing adverse svents aaociated with Iy
therapy, intreasing patient comdart and mabllity and increasing the possihiity of eardier discharge

®  Tha optimal Hme bo consldar switching 4 pathant to oral therapy bs after 48 io 96 hours of intravenow
therapy. This period allows the chnician 1o eveluate the patient*s microbiology resulis and assess their

redponse ba treatment. Many clindeal trists support the early switching to oral sntiblohes after this period
with egusl trestment sfficacy and no adverss effect on patient ouicome,

¢ Al intravenous antibiotkss should ba redewed efter 48 howrs and dally tharaafter . Wis should be
dopumerted clearky in the medical notes.

Before switching 1o ord antimicrobial, & patlent must mest the following crtena;
A. Display signs of cinical Improvement AND
H. Abde to toderate oral therapy AND

C. lot have 3 condition in which higher concentrations of antbiotic are requined In the tssue or a
protonged course of IV therapy 1s essenibal Criteria used to detenmdne Pabents for IV to PO thermapy
Conversion,

CRTERA USED 70 DETERMINE PATIENTS FOR W TO PO THERAPY CONVERSON!
A Diplay signs af eliaical linpeovem st

»  Afabrie (temp 535" € and «38"C for past 42 hours
=  CRP trending down
Stable rrmunie respanss [WCC = 4 and <12 & 109 calls/L ar 'I'.'I'Eﬂlﬂll'ls Lawards aormal rﬂ'lﬂt”t .1

ImpartEnt 0 exmmene the pabent’s mediceton therapy for other medications that @n cause an
wcrepie or sustairmd fegh WEBC cousl nech it senssls

& o uneapisined ek oanda
No unexplained fypotension
Ha tachypnoss

B Alle 1o tolerats oral therpy,

& Patiset is not pil by mawth
Patiest (s toberating oral food of enteral Teeding.
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#  Oral gbsorpticn & not compromised fe.g darhes, vomitng, malebsorpive disorder, parnal or total
remowal of the ssomach, short bowed syndrome, unconsciows, swaleanng disorder)

€, Not have 3 condition in which highar concantrations of
course of IV thavagy is essential,

»  Prolonged parepteral therapy & equined for the folowing indicathone
Emdocand ks

Staphyiococtus aurelus bacieragmia

Cuteomyelith

Septic artheiss

Infected wmplant or prosthesis

Macrotizing soft tisswe infection

Deap-seated infection e 4., absorieowsmpymma
Complicated arbital cellulims (abutess o ather comglication|

Central nervous syitem nlscnons (e.g,, meningins, braln abscess, otg,)

# There s mamiber of conditions in which a switch to oral therapy should be considered Inchuding:

® Opgumania

Skin and soft tisue infackians

Uriray tract infechions

Uncomplicated Gram-negatve batis@emia
intre-abdominal infection without deap sasted molfaction

| APPENDIX 2: Commion oral antimicrobial options for switch from IV

PO Cefuipaime axetil 500mg BD

Current parenteral regimen Oral Regimen [Adult dass) Oral Bloavailsbility
i AmoxicillingClavulanate 1.2g TDS - Po co-amaiclay B25mg BD Armcecillin: S0%
Clwvualarate 30-
v Ampicillin/Sulbactam 1 5g Q0 —= | PO co-amasiclav 625 mg BD ol
I Cafanolin 1g TDS L PO Cephalexin S00me QI0 Cephalesn: 90%
v Calarohn 2g TOS -.. PO Cephalexin 15 QD
I Cefepime 2g BOY/TDS N PO co-amaxiclay 625 me TOS
Preudomonas: Seek schice from ID
Muﬁﬁﬂm fmaicillin: SO0
i Cefapicimee 1-25 TDS u PO co-amasclay B25mg TO3 Clavulanate: 30
8N
Pseudomonas: Seek advice from 1D
specialist or Clindcal microbiology
I Caftrinesas 1-1g OD b7 PO eo-aimaiclay 625 mg TDS
OoRn Cefuroxime axetil;

37-52%

¢ Cafurosime 250mg-L5g W TDS = PO Cefunoalme axetl S00mg BD Cefurosime aaetil:
37-52%

W Coprafcaacin J00-400mg BD - PO Ciproflesmen S00mg-T50 BD Ciproflesacin: 50-
ES%
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Iy Cendamycn 30mg-600mg - Clindamyon 300me-e00mg Clirdamyoin: =90

| TO5/GID TDS/0ID

Iy Fluckoxacillin 1-2g OiD & PO Fludpacilin S0mg-1g Gid Cloacillin: ~S0%
{1H before maal]

W Flusongzole 200mg-d4d0mg GO - PO Flutonazola M—Mm'!: ch Fluennacole =506

1 Levofionacin S00mg-T50mg GO - mmﬁmwm Lewafloacicin: ~99%

Iy Linezalid 600 mg BD - PO Linezald 600 BD Liraaolid: =100%

0 Metrenidarole S00mg TOS - PO Metrondarole 400mg TOS Metronddaobe:
100%

1 PiparacillingTarobactam 4.5g - PO co-amauiclav 1g B0 Amouiciilim; S0%

TIBOID Pesudomnsonaw Seak adulca from 1D | Clonlamate: 30

specialist o Clindcal microbiology 2%

Tha fallawing IV drags have equivalest oral deses: Fluconardde, Arithromycn, (o -rimoxidols

*¢ zhequential therspy with direct converskan {same medicstion with the same IV 1o oral doss)
= shagpential thermpy without direc conversion (same medicaton but different IV 10 oral dose]
» =Siibch or siep-down therapy (same ar different class of medication with samefsimilar spectrum of

argity)

Page 97 of 100




APPENDIX 3: ANTIMICROBIAL STEWARDSHIP

Antimicrobial resistanca [AMR) accurs when microorganism that causes infection resist the effects of the
redicathons uzed to reat them. There is svidence thet overall rates of antimicrablal resistance carrelate
with the wsa of antimicrobials.

The emergence of AMR can cause the resistance to firss-fne medicnes and lead to the use of second or
third-lina drugs which can be less effectve, mone toxic, more costly and have collateral damage to the
bady's gut microbbote with negithee oulcomes b the patients, The Warld Health Assembly in May 2014
addrazsad a global consensus to combat the antimicroblal resistance. The sctlon plan emphasized the
need of an effective “one health” approach imohing coordination among various sectors including
human and veterinary madicine, agricuftural, financial, envirenmental and well-informed consumers to
combat the antimicroblal resistance, 5 strategic objectives had been Included, and it invalves:

1. Improving awareness and understanding of antimicrolbEsl resistance theough effectve
communication, education and L Tl

2. Strengthening the knowledpe and evidence base through survellance and research

3. Redudng the incidence of infection through effective sanktation, hyglene and infection
prevention measures

4. Optimizing the wes of antimicrobizl madicines in human and animal haalth

5. Developing the economic case for susteinable imvestmant that takes account of the needs of
all countries, and increase msestment in new medicines, diagnostic toals, vaegines and other
imterventions

I line with strategy 4, antmicrobial management or stewardship programs have developed as 3
fesponse.

Antimicrobad Stewardship {AMS] is 3 coardinated systematic approach to improve the appropriate use of
antimicrobials by promoting the selecHon of the optimal antimicroblal drug regimen; right cholce of
antimbcrobial, right route of adminkstration, right dose, right time, right duration to optimize patients’
outcomes and minimize harm to present and future patients. The development of antimécrobizl
resistance straing in hospitals i intensifiod because of the high level of antimicroblal use and
concantrathon of patlents with multdple pathogens. Ongolng monitoring and prospective audhs and
surveitance have been shown to improve patlent cars, decresse unnecessary antmicroblal use and
microbial resistance and reduce pharmacy expanditures.

MTRH ANTIMICROBIAL STEWARDSHIP GODALS/STATEGIES INCLUDE:

1. Surveillance and feedback mechanism on specific antimicrobial consumption, [Core Strategy)
2. Progpective audit and feedback according 1o our needs. (Core Strategy).

3. Antimécrobial rounds by AMS team (Core Strategy)

4, Implernent formulary restriction and preauthorization. (Core Stratepy)

6. Streamlining the antiblatle weage

7. Antimicrobdal selecton and dose optimization of the antimicrobial

8, Initgrion of Intravenows { V) 1o oral (PO) switch program.
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APPENDIY 4. MTRH SPECTRUM OF ACTRITY
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