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Antimikrobiyal yonetim nedir ?

Uygun ilacin, uygun dozda, uygun siire, uygun yoldan verilecek
sekilde secilmesini saglayarak antimikrobiyal ajanlarin dogru /
uygun kullanimini iyilestirmek ve degerlendirmek amach
esgudumlu girisimler

The Sociely for Healthcare Epidemiology of America [SHEA), The Infecfious Diseases Society of
America (IDSA) and the Pediatric Infectious Dise ases Society (PIDS)

Policy Statement on Antimicrobial Stewardship,
April 2012



Antimikrobiyal yonetime neden gereksinim duyulmaktadir ?

* Antimikrobiyallerin yanlis / akilci olmayan kullanimi

* Yanlhis / akilal olmayan antimikrobiyal kullaniminin hasta /

toplum uzerindeki olumsuz sonuclari

* Antimikrobiyal kullanimi1 konusunda yapilan iyilestirmelerin

hasta / toplum yararina ve maliyet Uzerine olumlu etkileri



Antimikrobiyal yonetime giden zaman c¢izelgesi
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Resistant Strains Spread Rapidly
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Source: Centers for Disease Control and Prevention

MRSA = Methicillin-resistant Staphylococcus Aureus
VRE = Vancomycin-resistantant Enterococci
FQRP = Floroquinolone-resistant Pseudomonas aeruginosa



Association of vancomycin use
with resistance

(JID 1999;179:163)
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VRE Kolonizasyonu I¢in Rélatif
Risk
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Sefuroksim
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Tokars JI et al. Infect Control Hosp Epidemiol. 1999;20:171-173.




Annual prevalence of imipenem
resistance in P. aeruginosa vs.
carbapenem use rate
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Mortality associated with carbapenem
resistant (CR) vs susceptible (CS) Klebsiella
pneumoniae (KP)
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Antibiotic Resistance Cycle

Limited treatment
alternatives

= More antibiotics

= Increased mortality

Increased healthcare
resource use

Increased Antibiotic Use

Increased hospitalization
= More antibiotics

Increase in
resistant strains

Ineffective empiric
therapy

= [ncreased morbidity
= More antibiotics



Infectious Diseases Society of America
Superbug Hit List

Methicillin-resistant Staphylococcus
aureus

Vancomycin-resistant Enterococcus

faecium (VRE)
Escherichia coli

Klebsiella species
Pseudomonas aeruginosa
Acinetobacter baumannii
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Source: The Epidemnic of Antibiotic-Resistant Infections, CID 2008:46 {15 January)




Total Approved Antibacterials: US

[ Total # New
Antibacterial Agents

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

Spellberg, et. al., C/ID May 1 2004, Modified




Antibacterials vs. Anti-HIV Agents
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Figure 2. Antibacterial and anti-HIY new molecular entities (NMEs)
approved by the LIS Food and Drug Administration, per b-year period.

Spellberg, et al. Clin Infect Dis 2008 Jan 15;46:000




Review of Antimicrobial Stewardship

1997: IDSA and 2002: cDC 2007: IDsSA

Society of Health Care launches 12 steps releases
Epidemiology of America to prevent guidelines for
publish guidelines for antimicrobial developing
preventing and reducing resistance in institutional
antimicrobial resistance hospitalized adults stewardship
in hospitals campaign programs

<

1999: cDC, 2006: cDC Just in time?

FDA, and NIH releases October 2008:
publish a public Management of Medicare will stop
health action Multidrug-Resistant reimbursement for
plan to combat Organisms in Health hospital-acquired
antimicrobial Care Settings conditions deemed
resistance guidelines preventable.

Shales DM. Clin Infect Dis 1997,25:554 — 99 Several of these
Bell D, In: Knobler 5L, Lemon SM, Majafi M, Burroughs T, eds. Forum on emerging infections. Washington DC: o
National Academy Press, 2003, conditions are
Centers for Disease Control and Prevention (CDC) 12 steps to prevent antimicrobial resistance. hittp iﬂfECtiDﬁ-fE‘lEtEd.
wiww_cde govidrugresistance

Siegel JO. Centers for Dizease Conftrol and Prey; 2006: 74
Dellit TH. Clin Infect Dis 2007 Jan 15;44(2):




J Health Syst Pharm. 2005 Apr 1:82(7):732-8.

Results of an antimicrobial control program at a university hospital.

PURPOSE: The results of the first five years of an ongoing antimicrobial control program are
reported.

METHODS: In 1988, a multidisciplinary antimicrobial subcommittee of the pharmacy and
herapeutics committee of a university hospital was formed and charged with making formulary
interventions in an effort to reduce rising antimicrobial resistance rates and drug expenditures. In
1999, a number of measures were implemented for controlling antimicrobial use. Selected
antimicrobials with the potential for inappropriate use or whose inappropriate use had been
documented were placed in the control of physicians in the infectious diseases (ID) division.
Prior approval by an 1D physician was required before the pharmacy could dispense these
agents. Other key interventions included removal of ceftazidime and cefotaxime from the
prmulary, restriction of vancomycin and carbapenem use, and replacement of ciprofloxacin with
levofloxacin as the sole fluoroguinolone on the formulary. Data regarding antimicrobial use and
expenditures between 1998 and 2002 were compared and analyzed.

RESULTS: Antimicrobial use was reduced by 80% for third-generation cephalosporins and 15%
or vancomycin following the implementation of the new antimicrobial policies. Antimicrobial-
resistance patterns for many important gram-negative pathogens, including Pseudomonas
aeruginosa, demonstrated a reversal of previous increases. In addition, the rate of methicillin-
resistant Staphylococcus aureus decreased by an average of 3% each year from 1999 to 2002.
Phamacy expenditures for all antimicrobials, including antiviral, antifungal, and antibacterial
agents, decreased 24.7%, with a cumulative cost saving of 1,401,126 US dollars, without
inflation assumptions.

CONCLUSION: The implementation of an antimicrobial confrol program decreased the use of
elected antimicrobial agents and resulted in substantial reduction of expenditures for
antimicrobials.




Am J Health Syst Pharm. 2005 Apr 1,82(7):732-8.

Results of an antimicrobial control program at a university hospital.

— Develop and implement initiatives to ensure

appropriate antimicrobial use

— Review the existing formulary and
recommend cost effective agents that may
reduce the selection of resistant nosocomial
pathogens




Am J Health Syst Pharm. 2005 Apr 1:62(7):732-8.

Results of an antimicrobial control program at a university hospital.
Martin C1, Ofotokun |, Rapp R, Empey K, Amitstead J, Pomeroy C, Hoven A, Evans M.

Ceftazidime and Cefotaxime removed from
formulary

— Association with increased risk of MDR gram negative
organisms and VRE

Ceftriaxone limited to treatment of CAP,
meningitis and UTls

Penicillin regimens endorsed for most infections

Cefepime added for nosocomial infections in
patients intolerant of PCNs




Am J Health Syst Pharm. 2005 Apr 1.82(7).732-8.

Results of an antimicrobial control program at a university hospital.

« Mandatory 72-hour stop time unless
“vancomycin continuation form”™ was completed
on return of culture and sensitivity data

« Agent was discontinued if patient did not meet
criteria within 72 hours

 |D consult required to override automatic
discontinuation




J Health Syst Pharm. 2005 Apr 1;82(7):732-8.

Results of an antimicrobial control program at a university hospital.
Martin C1, CHotokun |, Rapp R, Empey K, Amitstead J, Pomemoy C, Hoven A, Evans M.

Expenditures

1998 — 2002 expenditures decreased by
25% (total savings of $1,401,126)

Figure 1. Expected (gray bars) and actual (black bars) antimicrobial expenditures, assuming
10% inflation per year and adjusted for fluctuations in inpatient days.
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J Health Syst Pharm. 2005 Apr 1:82(7):732-8.
Results of an antimicrobial cnntrnl program at a universityr hospital.

Antimicrobial Susceptibility and
Resistance

Figure 2. Patients with multidrug-resistant Pseudomonas aeruginosa isolates. Multidrug-
resistant was defined as susceptible to one or none of the following agents: piperacillin
tazobactam, cefepime, ceftazidime, aztreonam, meropenem, imipenem, tobramycin, gen-
tamicin, amikacin, ciprofloxacin, and levofloxacin. Duplicate patients were excluded.
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Martin et al. Am J Health-Sys Pharm 2005 Apr 1; 62: 732 - 738




J Health Syst Pharm. 2005 Apr 1:82(7):732-8.

Results of an antimicrobial control program at a university hospital.
Martin C1, Ofotokun |, Rapp R, Empey K, Ammitstead J, Pomeroy C, Hoven A, Evans M.

Antimicrobial Susceptibility and
Resistance

Figure 3. Percentage of all Staphylococcus aureus isolates resistant to methicillin.
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Impact of Improving Antibiotic Use on Rates
of Resistant Enterobacteriaceae
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Impact of improving antibiotic use on
rates of C. difficile
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Reduction in C. difficile Infection
Tertiary care hospital; Quebec, 2003-2006
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Clinical outcomes better with
antimicrobial management program
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Infectious Diseases Society of America and the
Society for Healthcare Epidemiology of America
Guidelines for Developing an Institutional Program

to Enhance Antimicrobial Stewardship

Timothy H. Dellit,’ Robert C. Owens,” John E. McGowan, Jr.? Dale N. Gerding,' Robert A. Weinstein,®
John P. Burke® W. Charles Huskins,” David L. Paterson, Neil 0. Fishman,® Christopher F. Carpenter,” P. J. Brennan,’
Marianne Billeter,” and Thomas M. Hooton™

Clinical Infectious Diseazes 2007;44:159-77



Implementing an Antibiotic Stewardship Program:
Guidelines by the Infectious Diseases Society of America
and the Society for Healthcare Epidemiology of America

Tamar F. Barlam,"* Sara E. Cosgrove,™ LilianM. Abbo," Conan MacDougall,' Audrey N. Schuetz,” Edward J. Septimus,” Arjun Srinivasan,’ Timothy H. Dellit
Yngve T. Falck-Ytter,” Neil 0. Fishman,” Cindy W. Hamilton,”" Timothy C. Jenkins,” Pamela A. Lipsett” Preeti N. Malani,” Larissa 5. May,®
Gregory J. Moran," Melinda M. Neuhauser,” Jason G. Newland," Christopher A. Ohl,"™ Matthew H. Samore,”™ Susan K. Seo,” and Kavita K. Trivedi”

Clinical Infectious Diseases™ 2016:6210):1197-202




Antimikrobiyal yonetimin hedefleri

Birincil hedef

* Antimikrobiyal tedavinin Kklinik sonuclarini en iyi hale
getirmek

 Antimikrobiyal kullaniminin  istenmeyen  sonuclarini
azaltmak

* toksisite
* patojen mikroorganizmalarin secilmesi
(ozellikle Clostridium difficile)

* direncin ortaya cikisi



Antimikrobiyal yonetimin hedefleri

ikincil hedef

* Saglik hizmeti kalitesini olumsuz yonde etkilemeden hizmet
giderlerini azaltmak



Antimikrobiyal yonetim

Antimikrobiyallerin uygun kullanimi hasta guvenliginin 6nemli bir
parcasi oldugu icin dikkatli bir gozetim ve rehberlik gerektirmekte



Antimikrobiyal yonetim

Antimikrobiyal kullanimi ve direncli mikroorganizmalarin secimi
arasindaki baglanti nedeniyle, uygun olmayan antimikrobiyal
kullanim siklig1 antimikrobiyal direnc tlzerindeki onlenebilir
etkisinin bir gostergesi olarak kullanilir.



Antimikrobiyal yonetim

Etkin  antimikrobiyal yonetim ile enfeksiyon kontrol
programlarinin bilesiminin direncli bakterilerin ortaya cikisini ve

yayllimini sinirlandirdigl gosterilmistir.

Goldmann DA, Weinstein RA, Wenzel RP, et al. Strategies to Prevent and Control the Emergence and Spread of Antimicrobial-Resistant Microorganisms in Hospitals. A challenge to hospital leadership. JAMA 1996; 275:234-40.
Healthcare Infection Control Practices Advisory Committee. Management of multidrug-resistant organisms in healthcare settings, 2006. Available at: http://www.cdc.gov/ncidod/dhqp/index.html.



Antimikrobiyal yonetim

Antimikrobiyal yonetim programlari

Hastane temelli gelistirilmekte

Hastane disina 6zgu oneriler bulunmamakta

Hastane dis1 kliniklerde ve uzun siireli bakimevlerinde akilci
antimikrobiyal kullanimi olduk¢ca 6nemli

lyilestirme yéniinde etkin girisimler konusunda veriler sinirh



Antimikrobiyal yonetim

Onerilere kanit olusturan verilerin buiytik bir bélimii hastanede
izlenen eriskinlerde antimikrobiyal kullaniminin iyilestirilmesi
amacilyla uygulanan girisimler konusundaki calismalarin

sonuclarindan koken almakta




Antimikrobiyal yonetim

Calismalarin c¢ogu yogun bakim tnitelerinde izlenen

eriskinlere odaklanmis

Hastanede izlenen yenidoganlar, cocuklar ve adolesanlar
uzerine odaklanmis az sayida calisma mevcut




Antimikrobiyal yonetim

Hematopoetik kok hiicre nakli alicilar1 veya uzamis
notropeniye neden olabilecek kemoterapi alan hastalar gibi
immiunkompromize hastalarin dahil edildigi calisma sayisi az




Antimikrobiyal yonetim

Antimikrobiyal yonetim kilavuzlarindaki oOnerilerin

hastanede izlenen tim hastalara uyarlanabilecegi kabul

edilmekte




Antimikrobiyal yonetim

Antimikrobiyal yonetim onerilerinin derecelendirilmesi

*Antimikrobiyal kullaniminin iyilestirilmesi

*Antimikrobiyal direncin ortaya c¢ikisinin ve yayiliminin en aza
indirgenmesi

*Saglik hizmeti harcalamalarinin azaltilmasi uzerindeki olasi
etkilerini yansitmakta



Table 1. Infectious Diseases Society of America-United States Public Health Service grading
system for ranking recommendations in clinical guidelines.

Category, grade Definition

Strength of recommendation

Good evidence to support a recommendation for use
Moderate evidence to support a recommendation for use
Poor evidence to support a recommendation for use

Evidence from =1 properly randomized, controlled trial

Evidence from =1 well-designed clinical trial, without randomization;
from cohort or case-controlled analytic studies (preferably from >1

center); from multiple time-series; or from dramatic results from
uncontrolled experiments

Evidence from opinions of respected authorities, based on clinical
experience, descriptive studies, or reports of expert committees

Clinical Infectious Diseases 2007;44:159-77




1. Rating the quality of the evidence

g s 3.

Establish initial Consider lowering or raising Final level of
level of confidence level of confidence confidence rating

Study design Initial A Reasons for considering lowering Confidence
confidence or raising confidence in an estimate of effect

in an estimate across those considerations
of effect WV Lower if A Higher if*

High Risk of Bias Large effect High

confidence PDED
Inconsistency Dose response i

Randomized trials <

Indirectness All plausible / Moderate
confounding & bias SHS0O

Imprecision
p » would reduce a
Low

demonstrated effect Low
Observational studies < confidance Publication bias i SHO0

* would suggest a

spurious effect if no Very low
effect was observed D000

Clinical Infectious Diseases™ 201662101197-2E




2. Determinants of the Strength of
Recommendation

Balance
between
benefits, harms
& burdens

Quality
(certainty)
of evidence

Patients’
values &
preferences

Resources
and cost

Clinical Infections Diseases™ 2016641051197-H0



3. Implication of the
Strength of Recommendation

*+ Population: Most pecple in this situation would want the
recommended course of action and only a small proportion
would not

“ Healthcare workers: Maost people should receive the
recommended course of action

** Policy makers: The recommendation can be adapted as a
policy in most situations

“* Population: The majority of people in this situation would
want the recommended course of action, but many would not

% Healthcare workers: Be prepared to help people to make a
decision that is consistent with their own values/decision aids
and shared decision making

% Policy makers: There is a need for substantial debate and
involvement of stakeholders

Clinical Infectious Diseases™ 2016:621051197-202




Antimikrobiyal yonetim

Antimikrobiyal yonetim programlarinin uygulanmasi

*Biiyuk ve Kkiicik Olcekli hastanelerde antimikrobiyal
kullaniminda %22-%36 azalma

*Y1llik 200,000 $ - 900,000 $ tasarruf saglanmasi

Carling P, et al.Fung T, Killion A, Terrin N, Barza M. Favorable impact of a multidisciplinary antibiotic management program conducted during 7 years. Infect Control Hosp Epidemiol 2003;24:699-706.
Ansari F, Gray K, Nathwani D, et al. Outcomes of an intervention to improve hospital antibiotic prescribing: interrupted time series with segmented regression analysis. J Antimicrob Chemother 2003;52:842-8.
Ruttimann S, Keck B, Harmeier C, Maetzel A, Bucher HC. Long-term antibiotic cost savings from a comprehensive intervention program in a medical department of a university-affiliated teaching hospital.Clin Infect Dis 2004;38:348-56.



Antimikrobiyal yonetim

Antimikrobiyal yonetim programi lokal antimikrobiyal kullanim
ve diren¢c sorunu ve sahip olunan kaynaklar dikkate alinarak

kurumun ozelliklerine gore belirlenmelidir.



Antimikrobiyal yonetim takimi




Antimikrobiyal yonetim

Hastane yonetimi ve tibbi personel sefliginin destegi ve isbirligi
Hasta guivenligi ve kalite biriminin himayesi



Antimikrobiyal yonetim

Antimikrobiyal kullaniminin surekli izlemi amaciyla gerekli
altyapinin saglanmasi i¢in hastane yonetiminin destegi



Antimikrobiyal yonetim uygulamalari

Information
Technology

Supplemental
Strategies

Effective
Antimicrobial
Stewardship

Acfive
Strategies




Antimikrobiyal yonetim uygulamalari

Aktif uygulamalar




Antimikrobiyal yonetim uygulamalari

Tamamlayici uygulamalar




Antimikrobiyal yonetim uygulamalari

Tamamlayic1 uygulamalar



Antimikrobiyal yonetim uygulamalari

Surekli denetim (mtidahale) ve geri bildirim

Enfeksiyon Hastaliklar1 Uzmani

Recete eden hekim ﬁ veya

Klinik Eczaci

Antimikrobiyallerin uygun olmayan kullaniminda 1



Antimikrobiyal yonetim uygulamalari

Antimikrobiyal kullanim kisitlamasi ve onay

Antimikrobiyal kullanimi ve maliyetinde 1



P. aeruginosa susceptibilities before and after

implementation of antibiotic restrictions
(CID 1997;25:230)

H Before [ After

100 ~

Qo
o

(o)}
o

P
o

Percent susceptible
]
o

o

Ticar/clav Imipenem Aztreonam Ceftaz Cipro

P<0.01 for all increases




Antimikrobiyal yonetim uygulamalari

Antimikrobiyal kullanim kisitlamasi ve onay

Clostridium difficile enfeksiyonu gelisimi ile iligkili (yuksek
riskli) antimikrobiyallerin kullaniminda azalma saglanmasi

Clinical Infectious Diseases™ 2016:6210):1197-202



Impact of fluoroquinolone restriction
on rates of C. difficile infection
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Antimikrobiyal yonetim uygulamalari

Antimikrobiyal kullanim kisitlamasi ve onay

Onay gerektiren antimikrobiyaller disindaki ajanlarin
kullaniminda artis egilimi

= ==

I

Treatment with antibiotic X

@ Bacterium susceptible to antibiotic X
@ Bacterium resistant to antibiotic X

Antimikrobiyal kullanim egiliminin ve direng gelisiminin izlenmesi !!!



Antimikrobiyal yonetim uygulamalari

Antimikrobiyal durdurma onay1 ‘Stop order’ / Zaman asimi uyarilari

Recete eden hekimin antimikrobiyal kullanimini gozden gecirmesini saglar
(Az sayida yayinlanmis veri mevcut)

Clinical Infectious Diseases™ 2016:62101:1197-202




Antimikrobiyal yonetim uygulamalari

Antimikrobiyal istem ‘order’ formlari

Antibiotic Order Forms

* Required fields for each order, assists in education and
research
* Stewardship at the point of order verification

[DAPTOmycin] Indication @ Prophylaxis-Surgical | Prophylaxis- Medical | Non-infectious | Infection-Documented

ream , Burn | Cellulitis | HEENT | IV Line . Lower RTI | Meningitis
nic Fever | Surgical Wound | URI | UTI | Non-infectious

2. [DAPTOmycin] Site (select all that apply) @

New Therapy = Maodification of Therapy | Change Route of Therapy | Continuation of Therapy

1 Susceptible
stant CoNS | Organism NOS

Figure 2. Antibiotic order form in Epic.

Kanita dayah kilavuzlarin uygulanmasini kolaylastirabilir



Antimikrobiyal yonetim uygulamalari

Egitim

* Receteleme davranisinin iyilesmesini saglar
* Antimikrobiyal yonetim stratejilerinin kabuliint arttirabilecek
bilgi birikimi saglar

‘.
(B < .
‘,%

8L T
M

¥ Egitim sart &

Egitim sart, ama yetmez ! — ..
Aktif uygulamalar olmaksizin kalici etki saglayamaz




Antimikrobiyal yonetim uygulamalari

Egitim

Akademik tip merkezleri ve egitim hastaneleri preklinik ve klinik
egitim programlarina temel antibiyotik yonetim ilkelerini dahil

etmelidir.

Clinical Infectious Diseases™ 2016:6210):1197-202



Antimikrobiyal yonetim uygulamalari

Kanita dayali kilavuzlarin ve klinik algoritmalarin olusturulmasi

e Multidisipliner yaklasim
* Lokal mikrobiyoloji ve antimikrobiyal duyarlilik verilerinin
dikkate alinmasi

Antimikrobiyal kullaniminin iyilesmesi yontinde etki gosterir




Antimikrobiyal yonetim uygulamalar

Antimikrobiyallerin donustimlu kullanimi

Theory of antibiotic eycling

Antibiotic | / Antibiotic
use |/ L resistance

— Class | — Resistance to class |
-—-- Class Il mm Resistance to class |l

Antimikrobiyal direnci onlemede veya azaltmada uzun vadeli
etkileri konusunda yeterli veri bulunmamaktadir.



Antimikrobiyal yonetim uygulamalar

Antimikrobiyallerin doénustimli kullaniminin antimikrobiyal
yonetim uygulamalarindan biri olarak kabul edilmemesi
onerilmektedir.

Clinical Infectious Diseases™ 2016:6210):1197-202



Antimikrobiyal yonetim uygulamalari

Kombine antimikrobiyal tedavi

Direncin ortaya cikisini 6nlemek amaciyla rutin kombine antimikrobiyal
kullanimini 6nerebilecek yeterli veri bulunmamaktadir.

Kombinasyon tedavisi belirli klinik durumlarda uygulanmaktadir.



Antimikrobiyal yonetim uygulamalari

Antimikrobiyal tedavinin diizenlenmesi
veya
spektrumun daraltilmasi (de-eskalasyon)

Kultir sonuclarina dayanarak etken patojeni hedefleyen tedavi
yaklasimi antimikrobiyal maruziyetini azaltir ve tasarruf saglar.



Antimikrobiyal tedavinin diizenlenmesi veya spektrumun daraltilmasi (de-eskalasyon)

m Formal review of all

critical care patients
on the 3t or 10t day
of broad-spectrum
antibiotic therapy
significantly reduced

—+— Targeted broadspacirum antibiolics in intensive care unils use Gf th'E'SE' agEﬂtS

B Zame antibiofics in non—intervention medical/surgical wards
- (p<0.0001).
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Elligsen M. Infect Conirol Hosp Eprdenuiol 2012;33:354-61




Antimikrobiyal yonetim uygulamalari

Doz optimizasyonu

Antimikrobiyal tedavinin en uygun dozda uygulanmasi

 [lacin farmakokinetik ve farmakodinamik 6zellikleri
* Etken mikroorganizma

* Enfeksiyon bolgesi

* Hastanin bireysel 6zellikleri



Antimikrobiyal yonetim uygulamalari

Doz optimizasyonu

Farmakokinetik izlem

 Aminoglikozidler
* Vankomisin

Yan etki ve tedavi maliyetinde azalma saglayabilir

Clinical Infectious Diseases™ 20166210:1197-202




Antimikrobiyal yonetim uygulamalari

Ardisik tedavi

Parenteral tedaviden oral tedaviye gecis
(Sistematik plan)
*Antimikrobiyalin biyoyararlanimi

*Hastanin klinik durumu



Antimikrobiyal yonetim uygulamalari

Ardisik tedavi

Hastanede kalis stiresi

Saglik hizmeti harcamasi

Ayaktan parenteral tedavi gereksinimi

Damar yolunun acik olmasina bagl komplikasyonlar

Klinik kriterler ve kilavuzlar olusturulmasi kurum genelinde
uygulanabilirligi saglar.



Antimikrobiyal yonetim uygulamalari

Antimikrobiyal tedavi stiresinin kisaltilmasi

En kisa stureli etkin tedavi uygulamalar1 icin kilavuzlar ve
protokoller olusturulmasi /onay / denetim / geri bildirim

Clinical Infectious Diseases™ 2016:62101:1197-20E




Antimikrobiyal yonetim uygulamalari

Antimikrobiyal tedavi stiresinin kisaltilmasi

(En kisa streli etkin tedavi)

Yogun Bakim Unitesi'nde izlenen eriskinlerde ardisik

prokalsitonin izlemi

Antimikrobiyal kullanim stiresini kisaltma olasiligi var

Clinical Infectious Diseases™ 2016:62101:1197-20E




Antimikrobiyal yonetim uygulamalari

B-laktam allerji oykiistui varliginda uygun allerji testlerinin yapilmasi

Birinci basamak tedavi kullanimini destekler, alternatif tedavi
uygulamasini ve tedavi maliyetini azaltir.

Clinical Infectious Diseases™ 2016:62101:1197-20E




Antimikrobiyal yonetim uygulamalari

Klinik mikrobiyoloji laboratuvari

 Kiiltir ve duyarhlik verilerinin saglanmasi
* Direncli mikroorganizma suirveyansi
» Salginlarin molekiiler epidemiyolojik incelemesi

Duyarhilik verilerinin kisitlanmis veya kademeli bildirimi

Clinical Infectious Diseases™ 20166210k1197-202




Antimikrobiyal yonetim uygulamalari

Klinik mikrobiyoloji laboratuvari

Solunum yolu patojenleri icin hizli viral testlerin uygulanmasi

Uygun olmayan antimikrobiyal kullanimininda azalma saglar

Clinical Infectious Diseases™ 2016:621051197-202




Antimikrobiyal yonetim uygulamalari

Klinik mikrobiyoloji laboratuvari

Kan orneklerinde hizh testlerin kullanimi

(kan kiiltiirtune ek olarak)

Uygun antimikrobiyal tedavi ve klinik sonuclarin iyilestirilmesi

Clinical Infectious Diseases™ 2016624101:1197-202



Antimikrobiyal yonetim uygulamalari

Bilgi teknolojisi

* Elektronik tibbi kayit sistemi
* Order girisinin bilgisayar sistemi araciligiyla yapilmasi
* Diger verilerin entegrasyonu

— Kultiir sonuglari ve duyarhlik verileri

— Karaciger ve bobrek fonksiyonlari

— Ilac etkilesimleri

— Ilac alerji bilgileri



Antimikrobiyal yonetim uygulamalari

Bilgi teknolojisi

 Bilgisayar temelli stirveyans
— Antimikrobiyal uygulamalarinin izlemi
— Direnc profillerinin izlemi
— Nozokomiyal enfeksiyonlarin saptanmasi

— Ilac yan etkilerinin belirlenmesi



Antimikrobiyal yonetim uygulamalari

Yasam beklentisi olmayan ‘Terminally ill’ hastalarda
antimikrobiyal kullaniminin azaltilmasi kararinda destek

saglanmasi

Clinical Infectious Diseases™ 2016:62101:1197-20E




Antimikrobiyal yonetim uygulamalari

Antimikrobiyal yonetim stuirecinin ve sonuclarinin izlemi

 Uygulama antimikrobiyal kullaniminda istenilen degisiklige
neden oldu mu ?

 Uygulama direncin veya antimikrobiyal kullaniminin
istenmeyen diger sonuclarinin azalmasi veya oOnlenmesini
sagladi mi1?



Antimikrobiyal yonetim uygulamalari

Antimikrobiyal yonetim stlirecinin ve sonuclarinin izlemi

Antimikrobiyal kullaniminin izlemi icin

* Tedavi guinu ‘Days of therapy (DOTs)’
* Tanimlanmis gunliik doz ‘Defined daily dose (DDD)’

Clinical Infectious Diseases™ 2016:6210)1197-202




Antimikrobiyal yonetim uygulamalari

Antimikrobiyal yonetim stlirecinin ve sonuclarinin izlemi

Antimikrobiyal harcama giderlerinin izlemi icin satinalma
giderlerine dayanan hesaplamalar degil, uygulanan
antimikrobiyallerin maliyetine iliskin hesaplama yapilmasi

Clinical Infectious Diseases™ 2016:6210)1197-202




Antimikrobiyal yonetim takimi
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“Antimicrobial resistance is a
global problem,

and antimicrobial stewardship
programs are the global solution.”

Pharmacy Practice News
August 2012



Antimikrobiyal yonetim uygulamalari

Surekli denetim ve geri bildirim (A-I)
Kisitlama ve onay alinmasi (A-1I)

. E@itim (A-III)

Kilavuzlarin hazirlanmasi (A-I)
Antibiyotik rotasyonu (C-II)
Antibiyotik “order” formlar (B-II)

. Antibiyotik kombinasyonu (C-II)

. De-eskalasyon (A-II)

1.
2.
3
4.
5.
6.
7
8
9

. Dozun optimal verilmesi (A-II)
10. Ardisik tedavi (A-I).




ASSESEMIENT OF ICURRENT PRACTICES SURVEY [HosPmaL)

This questionnaire was developed 1o better understand your current antirmicrobial practices and your
experience with antimicrobial stewardship.

Faormy Nasee: DwaTE:

Acute Care FaCILITY

. lsyouwr pharmacy open 2477

a. I me, what are the pharmacy's hours:

b. Please describe the off-hours coverage plan:

[ ameount used [ie., grams or
milligrarms)

[Joefined Daily Dases {DDD)

Coollars spert

[ Jother (please specify ]

. Do you have an in-house microbiology lab? ves [ ] Mo ]

e Antiricrobial uee data is provided in (Please check ol
that apply):

if ma, where are the microbiology services
perfarrmed?

Hew frequently is susceptibilityfresistance
information reported to the institution?

Hiow are you able to aooess the data?

Are you able to obtain unit-specific data on an as-
neaded basis ¢
Is an antibiograrm developed for your facility? (an aggregation
of sensitivity of organisms)

a.  If yes, how often (Monthly, quarterly, annually)?

b. Does your facility have unit-specific antibiograms?

Are you currently utilizing computer-based surveillance for
antibiotic wse or health care—acquired infections?

a.  If yes, please specify the system that is currently in
use,

What are the top thres cormmon infectious dinical syndrormes
at your facility that are either known or estimated?

Hiw is inforrmation pertaining 1o infection sureillance
reported (by syndrome, overall incdence within the facility)?
Plese ligt ail.
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PRE-/POST-ASSESSMENT (CLINICIAN SPECIFIC)

GENERAL QUESTIONS PERTAINING TO ANTIBIOTIC STEWARDSHIP

QUESTION

=ctious disease-related hospital-acquired conditions
hat the Centers for Medicare & Medicaid Services
M5) considers preventable (never events) and for
hich reimbursement is limited include:
A. Catheter-associated urinary infections
B. Vascular catheter-associated infections
€. Mediastinitis after coronary artery bypass graft
(CABG) surgery
D. Complicated intra-abdominal infections

A

Aand B

A BandC

All of the above

hat can be considered the most important manner in
hich multi-drug resistant organisms {MDROs) increase
ostsy

The use of more expensive antibiotics.

The expense of personal protective equipment for
isolation precautions.

nt association w

The cost of follow up to demonstrate clearance of
MORD carriage.

poutine hospital-approved disinfectant products are
ufficient to kill methicillin-resistant Stoph. oureus
MRSA) in the health care environment.

-

rue
Falze

hough no special product is needed to eradicate
noomycin-resistant enterococci [VRE) or methicillin
resistant Staph. gurews {MRSA) from surtaces or

eguipment in the hospital, good cleaning technigue is

a health care worker wears gloves during patient
ontact, it is mof necessary to perform hand hygiene
fterwards.




ANTIBIOTIC TRACKING SHEET

Instractione: Pleass use thiz form te track sl anbivetics that have been presoized o 3 esdent Pease note that
whis sheet sepresenis all antibiotics that Fowe been preaaibed e DME 5 pecific iesident
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STaRT Fnop
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ANTIMICROEBIAL ASSISTANCE PROGRAM INITIAL REQUEST

Date of approval requess: Bervioe, Attending:;
Coniact person and beeper #; Locaion: AdmE date:
FPatient, e DOE:
Almrgies T, WHikg):

Underying Diagnosis:

INFECTIOUE DX [CIRCLE) Foeguesied|s) ABK,

Bl

Bademia
ik

it [wuperSoial]

i | e

Endesmairitia
Esophaiis Peridnent Microo
Pl @il Pty

i e

SIS .

approved  abw mof meeded | dose-adjustment | aitemaive agent 1D consul
alengy dupdcais therapy -RD dnug Interasctons EimesSic consult
FOLLOW-JUFF KO YEZ
ICIRCLE]
bilcezsd i sputum cx urine cxother o CHRICHEST & othier radiclogy

renal fm I b PO approprabs eam responseT




ANTIVMICROBIAL MANAGFMFNT PREOGEAM FOLLOW.LFS

D= oo fideorar-Lps
Aualiable for FRLEyes mo 3 pi OAC IO COREULT
Continued therapy with thic agentis) & jolrols ane)
JUSTIFED (no further inkervenion]

1.
2 JUETIFIED'WITH INTERVENTION
3. UNJETIFEED

I therapy 5 UMLUIETIFIED, reason:

. Crganism s not suscepiible o agent. . Prolonged surgical prophyiads.
:. Drganism suscephible o namower specnumiower . Mo dnug allergry or mild) sl eSecks,
peneration agent. . Empiric thesragry begun awating culune resuls, BUT
L. Crganism s & contaminant. no oeganism solabed afier T2 Fours.
. Owerlapping specinem. EL 1Dther,

RECOMMEND ATIHNS

HJUETIFIED WITH INTERNVENTION, reoomimend:

1. WinPD . Afemattee anbbodc negimen:

Z Dosage change:
Dustioncrange Diiscontrumion of amiiotic:
Ao i el s
Efreamiine regimenddc ofer aby . 10 comsuit
{Oibriain cuftures . Other:
ek evels
KMok,
Cther:,

RESPONSE OF PROVIDER

Wil mot maks: Crangs because

O Afending rsiss on ourenl et

O Team does ot agnes with recommend

Cther




