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PRINCIPIOS DO CONTROLE



Fatos relevantes

» Aproximadamente 40% dos
pacientes internados em hospitais
brasileiros estao em uso de

antimicrobianos.
— Dados preliminares/IRAS Brasil

» As prescricoes inadequadas de
antimcrobianos podem superar
60%.

— Jones SR et al. Am J Med Sci 1977; 273:
79-85.

— Hecker MT et al. Arch Intern Med 2003;
163:972-8.

— Erbay A et al. J Hosp Infect. 2005; 59:
53-61.

— Apisarnthanarak A et al. Infect Control
Hosp Epidemiol 2006; 27: 416-20.




Conseqguéncias do uso
Inadequado ou sub-6timo

Falha terapéutica.

Eventos adversos graves.
Diarréia por Clostridium
difficile.

Emergéncia de resisténcia
microbiana.




Core Elements
of Hospital Antibiotic

Stewardship Programs

Leadership Commitment: Dedicating necessary human,
financial and information technology resources.

Accountability: Appointing a single leader responsible for
program outcomes. Experience with successful programs
show that a physician leader is effective.

Drug Expertise: Appointing a single pharmacist leader
responsible for working to improve antibiotic use.

Action: Implementing at least one recommended action,
such as systemic evaluation of ongoing treatment need after
a set period of initial treatment (i.e. “antibiotic time out” after
48 hours).

Tracking: Monitoring antibiotic prescribing and resistance
patterns.

Reporting: Regular reporting information on antibiotic use
and resistance to doctors, nurses and relevant staff.

Education: Educating clinicians about resistance and
optimal prescribing.

http://www.cdc.gov/getsmart/healthcare/pdfs/core-elements.pdf



Métodos usuais de controle...

« Reavaliacao pela equipe clinica (“antibiotic
time outs”).

 Auditoria prospectiva com feedback a
equipe.

* Requerimento de autorizacao prévia.



PRIMORDIOS DA CAMPANHA



Factors predictive of inappropriateness in requests for parenteral
antimicrobials for therapeutic purposes: A study in a small teaching
hospital in Brazil

Scandinavian Journal of Infectious Diseases, 2011; 43: 528-535

GUSTAVO HIDEKI KAWANAMI' & CARLOS MAGNO CASTELO BRANCO
FORTALEZA!?

Table I. Classification of parenteral antimicrobial requests according
to the modified Kunin and Jones categories [23,26].

Instances of
Category prescription Yo
Appropriate (A) 480 40 .8
Probably appropriate (PA) 150 15.6
Unnecessary (L) 74 7.7
Excessive/redundant 50 6.1
spectrum (E/R)
Insufficient spectrum (I) 45 4.7
Short duration or low 45 4.7
dosing (S/L)
Long duration or high 09 10.3
dosing (I/H)

Multiple errors (M) 11 1.1




‘Table IV. Factors predictive of inappropriateness in antimicrobial requests—multivariate analysis.

Predictors OR (95% CI) p-Value
Inappropriate prescription (in general)
Patient in the intensive care umnit 1.57 (1.11-2.23) 0.01
Prescription on weekends/holidays 1.67 (1.20-2.28) 0.002
Previous consultation with ID specialist 0.34 (0.24-0.50) =0.001
Peritoneal infection 2.15 (1.27-3.65) 0.004
Urinary tract infection 1.890 (1.25-2.87) 0.01
Drug from penicillin class 2.12 (1.39-3.25) 0.001
Cephalosporin, 1% generation 1.74 (1.01-3.00) 0.048
Combination therapy® 1.72 (1.15-2.57) 0.008
Unnecessary antimicrobial use
Urinary tract infection 2.77 (1.51-5.11) 0.001
Peritoneal infection 4.31 (1.85-10.07) 0.001
Cephalosporin, 1% generation 2.28 (1.05-4.91) 0.04
Previous consult with I specialist 0.04 (0.01-0.26) 0.001
Excessive/redundant antimicrobial spectrum
Age =60y 0.39 (0.18-0.84) 0.02
Prescription on weekends/holidays 2.73 (1.34-5.55) 0.006
Combination therapy® 22.54 (7.78-65.30) <0.001
Urinary tract infection 8.22 (3.05-22.5) =0.001
Quinolone 0.65 (0.02-0.16) <0.001
Aminoglycoside 0.16 (0.04-0.63) 0.008
Insufficient antimicrobial spectrum
Patient in the intensive care unit 8.34 (2.55-27.31) =0.001
Previous consult with ID specialist 0.14 (0.03-0.3) 0.01
Peritoneal infection 01.15 (17.88-464.63) <0.001
Urinary tract infection 0.04 (0.00-0.54) 0.02




Research article
Analysis of vancomycin use and associated risk factors in a

university teaching hospital: a prospective cohort study
Moacyr S Junior*, Luci Correa, Alexandre R Marra, Luis FA Camargo and
Carlos AP Pereira

Table 5: Univariate analyses of risk factors for inappropriate vancomycin use, at the first 24 and 72 hours, according to the CDC

criteria (HICPAC,1995), in 557 patients in Sao Paulo Hospital between March and September 2002

Variables Inapropriateness (24 h) p Inappropriateness (72 h) p
MN(366) % MN(373) %
Age
< 60 years 264 (70.5) 0.001 266 (71.3) 0.002
> 60 years 102 (56.3) 107 (58.5)
Unit
Others 210 (71.3) 0.001 215 (73.4) 0.001
UCI/UCI ped 156 (59.7) 158 (60.1)
Meutropenia
Yes 9 (32.1) 0.001 B (32.1) 0.001
No 357 (67.6) 365 (68.9)
Central venous
catheter
Yes 221 (62.7) 0.04 226 (64.1) 0.049
No 145 (71.3) 147 (72.3)
Central venous
catheter
< 2 weeks 125 (69.9) 0.003 127 (69.5) 0.002
= 2 weeks 96 (56.7) 99 (57.9)

BMC Infectious Diseases 2007, 7:88 doi:10.1186/1471-2334-7-88



O QUE DIZ O GUIDELINE?



Surviving Sepsis Campaign

Surviving Sepsis Campaign: International
Guidelines for Management of Severe Sepsis
and Septic Shock: 2012

R. Phillip Dellinger, MD'; Mitchell M. Levy, MD%* Andrew Rhodes, MB BS?; Djillali Annane, MD*
Herwig Gerlach, MD, PhDD’; Steven M. Opal, MD?; Jonathan E. Sevransky, MD’; Charles L. Sprung, MD?;
Ivor S. Douglas, MD%; Roman Jaeschke, MD'; Tiffany M. Osborn, MD, MPH"; Mark E. Nunnally, MD'?;
Sean R. Townsend, MD"; Konrad Reinhart, MD'; Ruth M. Kleinpell, PhD, RN-CS";

Derek C. Angus, MD, MPH'; Clifford S. Deutschman, MD, MS"; Flavia R. Machado, MD, PhD"%;
Gordon D. Rubenfeld, MD"; Steven A. Webb, MB BS, PhD?; Richard J. Beale, MB BS?;

Jean-Louis Vincent, MD, PhD?; Rui Moreno, MD, PhD?; and the Surviving Sepsis Campaign

Guidelines Committee including the Pediatric Subgroup*

Critical Care Medicine February 2013 * Volume 41 » Number 2



D. Antimicrobial Therapy

1. The administration of effective intravenous antimicrobials
within the first hour of recognition of septic shock (grade
1B) and severe sepsis without septic shock (grade 1C)
should be the goal of therapy. Remark: Although the weight
of the evidence supports prompt administration of antibi-
otics following the recognition of severe sepsis and septic
shock, the feasibility with which clinicians may achieve this
ideal state has not been scientifically evaluated.

Apesar da forte recomendacdo de introducao de antimicrobianos na
primeira hora de diagnostico de sepse grave ou choque séptico, estudos
indicam gue essa ainda n&o € uma pratica rotineira.

Levy MM et al. Crit Care Med 2010; 38: 367-74.

Sugere-se manter antimicrobianos estratégicos previamente preparados
(ou seja, pre-diluidos) para infusdo em emergéncia.




2a. We recommend that initial empiric anti-infective therapy
include one or more drugs that have activity against all
likely pathogens (bacterial and/or fungal or viral) and that
penetrate in adequate concentrations into the tissues pre-
sumed to be the source of sepsis (grade 1B).

Considerar patégenos provaveis (sitio de infeccéo), historia prévia de uso
de antimicrobianos (evitar agentes recentemente utilizados).

MRSA e Bacilos Gram-negativos multidroga-resistentes séo cada vez
mais comuns na comunidade e em servicos de saude. Sempre que
houver possibilidade de envolvimento, terapia adequada deve ser
Instituida.

Considerar a possivel necessidade de incluir terapia antifUngica (para
candidemias), preferencialmente com fluconazol ou equinocandinas.




2a. We recommend that initial empiric anti-infective therapy
include one or more drugs that have activity against all
likely pathogens (bacterial and/or fungal or viral) and that
penetrate in adequate concentrations into the tissues pre-
sumed to be the source of sepsis (grade 1B).

N&o ha margem para erro, uma vez que diversos estudos documentaram
maior mortalidade em caso de instituicdo de terapia inadequada.

Pacientes devem receber terapia antimicrobiana de amplo espectro ate
que o agente etioldgico seja identificado. E verdade que o uso de
antimicrobianos deve ser limitado para prevenir resisténcia, mas
ISSO nao deve se aplicar a esta populacéao.

No entanto, o deescalonamento deve ser realizado ap0s resultados de
culturas. Colaboracdo com programas de controle de
antimicrobianos é aconselhada.




2a. We recommend that initial empiric anti-infective therapy
include one or more drugs that have activity against all
likely pathogens (bacterial and/or fungal or viral) and that
penetrate in adequate concentrations into the tissues pre-
sumed to be the source of sepsis (grade 1B).

2b. The antimicrobial regimen should be reassessed daily for
potential de-escalation to prevent the development of resis-
tance, to reduce toxicity, and to reduce costs (grade 1B).

3. We suggest the use of low procalcitonin levels or similar
biomarkers to assist the clinician in the discontinuation
of empiric antibiotics in patients who appeared septic, but
have no subsequent evidence of infection (grade 2C).

Utilizac&o de resultados microbiologicos e biomarcadores
para deescalonar ou descontinuar antimicrobianos.




4a. Empiric therapy should attempt to provide antimicrobial
activity against the most likely pathogens based upon each
patient’s presenting illness and local patterns of infection.
We suggest combination empiric therapy for neutropenic
patients with severe sepsis (grade 2B) and for patients with
difficult-to-treat, multidrug-resistant bacterial pathogens
such as Acinetobacter and Pseudomonas spp. (grade 2B).
For selected patients with severe infections associated with
respiratory failure and septic shock, combination therapy
with an extended spectrum beta-lactam and either an ami-
noglycoside or a fluoroquinolone is suggested for P aeru-
ginosa bacteremia (grade 2B). Similarly, a more complex
combination of beta-lactam and a macrolide is suggested
for patients with septic shock from bacteremic Streptococ-
cus pneumoniae infections (grade 2B).

Terapia combinada para patdgenos como Acinetobacter,
Pseudomonas e pneumococos?




Early combination antibiotic therapy yields improved survival compared
with monotherapy in septic shock: A propensity-matched analysis™

Anand Kumar, MD; Ryan Zarychanski, MD; Bruce Light, MD; Joseph Parrillo, MD; Dennis Maki, MD; Dave
Simon, MD; Denny Laporta, MD; Steve Lapinsky, MD; Paul Ellis, MD; Yazdan Mirzanejad, MD;

Greg Martinka, MD; Sean Keenan, MD; Gordon Wood, MD; Yaseen Arabi, MD; Daniel Feinstein, MD;
Aseem Kumar, PhD; Peter Dodek, MD; Laura Kravetsky, BSc; Steve Doucette, MSc; the Cooperative Antimicrobial
Therapy of Septic Shock (CATSS) Database Research Group
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p-lactams
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anti-staph penicillin
plactamiinhibror

cephalosporins
1t gen ceph
Znd gen ceph

non-Fs 3rd gen ceph

# deathsitotal { %)

MT
339930 (38.5%)

142391 (36.3%)
27/62 [ 42.6%)
19040 ( 47.5%)
96/289 (33.2%)
196/638 (2869
21 (28.1%)

23160 [ 38.3%)

113330 (33.39%)

anti-Ps 3rdidth gen ceph 53/119 (44.5%)

carbapenems
vancomycin
fluoroquinolones

macrolide/clindamycin

567154 ( 36,4%)
Z2182 (39.0%)
1450 ( 26.0%)
36 (50.0%)

{95% CI p valu

CcT HR
Hraze (28.0%) rlil 0.73 (0.62-0.86)
118400 (29.5%) HH 079 (062-1.00
2271 (31.0%) I—OJ|-4 068 (0.39-1.20
11436 (30.6%) ——H 0.56 (027-1.19
86/293 (29.0%) H+ 0.85 (0641149
139511 (25.6%) | 069 (055088
118 (5.6%) | . i 012 (002-0.99
1062 (16.1%) ——| 0.38 (018-0.81
83332 (25.0% ""JI 0.71 (0.54-0.94
481116 (41.4%) 4 0.89 (0.60-1.31
521152 (34.2%) |-+| 0.5 (065-1.38
27i7T6 (255%) —a— 089 (053-1.49
15/60 (25.0%) n—-=—| 0.90 (0.44-1.87
16 (16.7%) | * i 030 (003-2.89
0.01 0.1 1 10

Hazard Ratio

0002
05
19
13
28
0007
044
o
02
54
77
513
i

30



A survival benefit of combination antibiotic therapy for serious
infections associated with sepsis and septic shock is contingent
only on the risk of death: A meta-analytic/meta-regression study

Anand Kumar, MD; Nasia Safdar, MD; Shravan Kethireddy, MD; Dan Chateau, PhD
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A survival benefit of combination antibiotic therapy for serious
infections associated with sepsis and septic shock is contingent
only on the risk of death: A meta-analytic/meta-regression study

Anand Kumar, MD; Nasia Safdar, MD; Shravan Kethireddy, MD; Dan Chateau, PhD
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Combination therapy for carbapenem-resistant Gram-negative bacteria

Mical Paul'*, Yehuda Carmeli?, Emanuele Durante-Mangoni3, Johan W. Mouton*, Evelina Tacconelli?,
Ursula Theuretzbacher®, Cristina Mussini’ and Leonard Leibovici®?

Colistin mono Combi OR OR
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.1.1 Colistin rifampicin (RCTs)
Aydemir 2013 Ab 16 22 13 21 153% 1.64 [0.45, 5.94] —T
Durante-Mangoni 2013 Ab 45 105 45 104 B4.7% 0.98[0.57,7.70] !
Subtotal (95% Cl) 127 125 100.0% 1.06 [0.64, 1.76]
Total events 61 58

Heterogeneity: 2=0.00; y2=0.52, df=1 (P=0.47); I*=0%
Test for overall effect: Z=0.24 (P=0.81)

1.1.2 Colistin carbapenem

Tuon 2013 Kp 1 1 2 3 5.8% 1.80 [0.04, 79.42] -
Navarro 2012 Kp 0 1 3 4  6.0% 0.14 [0.00, 5.95] -
Bergamasco 2011 Kp 1 3 2 3 7.0% 0.25[0.01, 7.45] =

Falagas 2006 Ab Pa 0 14 21 57 9.2% 0.06 [0.00, 1.03] =

Souli 2008 Ab 1 3 4 7  9.4% 0.38 [0.02, 6.35] *

Qureshi 2012 Kp 4 7 1 5 10.4% £.33[0.38,75.78] =
Daikos 2014 Kp 12 22 3 7 18.6% 1.60[0.29, 8.90] —-—
Batirel 2014 Ap 16 36 30 102 33.5% 1.92 [0.88, 4.20] +Hl—
Subtotal (95% CI) 87 188 100.0% 0.95 [0.35, 2.54] -
Total events 35 66

Heterogeneity: 12=0.59; y2=10.38, df=7 (P=0.17); [2=33%
Test for overall effect: Z=0.11 (P=0.91)

J Antimicrob Chemother 2014; 69: 2305-2309



1.1.3 Colistin tigecycline

Navarro 2012 Kp 0 1 7 8 6.8% 0.07 [0.00, 2.56] =

Bergamasco 2011 Kp 1 3 0 3 7.0% 4.20[0.12,151.97] =

Qureshi 2012 Kp 4 7 0 1 7.3% 3.86[0.12,126.73] .

Kontopidou 2013 Kp [ 26 4 9 21.7% 0.38 [0.08, 1.86] ———

Daikos 2014 Kp 12 22 5 21 26.2% 3.84 [1.04, 14.21] —a—

Ku 2012 Ab 26 71 7 19 30.9% 0.99 [0.35, 2.83]

Subtotal (95% CI) 130 61 100.0% 1.16 [0.41, 3.27] 1

Total events 49 23

Heterogeneity: 12=0.61; y2=8.50, df=5 (P=0.13); I2=41%

Test for overall effect: Z=0.29 (P=0.77)

1.1.4 Colistin sulbactam

Kalin 2013 Ab 27 52 27 37 49.2% 0.40[0.16,0.99]

Batirel 2014 Ab 16 36 22 69 50.8% 1.71[0.75, 3.92] L

Subtotal (95% CI) 88 106 100.0% 0.84 [0.20, 3.47] ?
_Total events 43 59

A heterogeneidade dos estudos nao permite uma

conclusao definitiva a favor da terapla combinada
Daikos 2014 Kp 12 22 5 17 62.7% 2.88 [0.75, 10. 99] +l—
Subtotal (95% CI) 49 36 100.0% 2.63[0.91,7.58] -
Total events 18 F)
Heterogeneity: t2=0.00; y2=0.05, df=1 (P=0.83); I?=0%
Test for overall effect: Z=1.79 (P=0.07)
1.1.6 Mixed comparators
Simsek 2012 Ab 10 20 10 31 15.3% 2.10[0.66, 6.67] —=—
Tumbarello 2012 Ab 11 22 27 79 223% 1.93[0.74, 5.01] ——
Daikos 2014 Ab 12 22 28 103 22.8% 3.21[1.25, 8.27] —m—
Batirel 2014 Ab 16 36 68 214 39.6% 1.72 [0.84, 3.52] HE-
Subtotal (95% CI) 100 427 100.0% 2.10[1.33, 3.29] &

Total events 49 133
Heterogeneity: t2=0.00; y2=1.11, df=3 (P=0.77); I*’=0%
Test for overall effect: £=3.21 (P=0.001)

ENaTalal




5. We suggest that the duration of therapy typically be 7 to 10
days if clinically indicated; longer courses may be appropri-
ate in patients who have a slow clinical response, undrain-
able foci of infection, bacteremia with S. aureus; some fungal
and viral infections, or immunologic deficiencies, including

neutropenia (grade 2C).

Duracéo: 7 a 10 dias

6. We suggest that antiviral therapy be initiated as early as pos-
sible in patients with severe sepsis or septic shock of viral

origin (grade 2C).

Etiologia viral

7. We recommend that antimicrobial agents not be used in
patients with severe inflammatory states determined to be
of noninfectious cause (UG).

SIRS néo infecciosa




IMPASSE?



E VIAVEL O CONTROLE DE
ANTIMICROBIANOS?



Evaluation of the Short-Term Effects of Antimicrobial
Stewardship in the Intensive Care Unit at a Tertiary

Hospital in China

1 -» - 1 L - 1 - - 1 - 11 -
Dapeng Hou'*, Qiushi Wang', Cuihua Jiang', Cui Tian', Huaqing Li', Bo Ji**
1 Department of Intensive Care Unit, the Affillated Hospital of Taishan Medical College, Taian, Shandong, China, 2 Department of Thoracic Surgery, the Affiliated Hospital
of Taishan Medical College, Taian, Shandong, China

PLOS ONE | www.plosone.org July 2014 | Volume 9 | Issue 7 | 101447



Characteristic Before (n=259) After (n=279) F
Male/female 170/89 187/92 0734
Age 53.10£19.43 5459+18.07 0357
APACHE Il score 2146804 21.04+914 0578
Primary diseases 0998

Medical diseases B4 20

Surgical diseases 80 86

Traumna o5 103
Infectious diseases/non-infectious 50,209 44,235 0281
Transfer from Infectious department/General department 106/153 139140 0038
Antibiotic use before 0011

Mon 178(68.7%) 214(76.7%)

Single 33(12.7%) 39(14.0%)

Two 36(13.9%) 19(6.8%)

Three 11({4.2%) 4(1.4%)

More than three 1(0.4%) 3(1.1%)
Glucocorticoid use before 19/240 19/260 0812
With or without ventilator application 140/119 1777102 0.027
Ventilator days 338+354 330529 0.867
ICL days (median) 2 2 0148
All-cause death/survival 40/219 32247 0176
Death associated with infection/others 11/248 8/271 0386




Impacto sobre consumo

Table 2. Changes of antimicrobial consumption (DDDs/100 patient/days) after the antimicrobial stewardship.

Antibiotics Icu Hospital-wide
Before After Change (%) Before After Change (%)

Penidllins 272 027 —90.07 337 1.58 —53.12
Cephalosporins 53.65 63.17 +17.74 2395 30.09 +25.64
Carbapenems 16.44 17.05 +3.71 0.48 045 —6.25
Other B-lactams 10.11 059 —04.16 1229 375 —6949
Aminoglycosides 047 0.00 _ 0.15 0.06 —60.00
Tetracyclines 28.63 20.76 +3.95 0.85 0.81 —4.M
Macrolides 11.43 339 —70.34 5.0 3158 —2854
Glycopeptides 363 373 +2.75 0.1 0.09 —18.18
Quinolones 49 52 774 —84.46 1432 340 —7626
Imidazoles 14.63 10.61 —2748 813 6.08 —2522
Antifungal Agents 601 696 +15.81 0.43 034 —2094
Others 11 014 +27.27 0.60 053 —1167
Total 197 .65 143.41 —27.44 69.69 50.76 —27.16




Impacto sobre resisténcia

Antibiotic Enterobacteriaceae MNon-fermenting Gram-negative rods
Before Afwer P Before After P

Armikadn B2 6 447 QuD04 BBS B14 0.355
(& ntamydn 93 385 <0001

Ciprofloxacin 93 44.7 <0001 914 B4.7 0525
Oflosacin 93 421 <0.001

Ceftriasone Q5.7 500 <0001

Ceftazidirme 783 395 D03 B85.7 644 0026
Cefepime 522 368 0241 &0U0 525 0482
Irriipen & 43 L] 0377 B85.7 593 0.007
Fiperadllin &7.0 574 uois 800 729 0.438
AmpidlinSulbactam 565 421 075

Tobrarmydn 4.3 797 0054
Levofloxadn BBS B14 03585
Meropenem BBS 627 0007
Minocydine 114 237 0.143
Fiperadllin/Taobactam Ta GEd 0258



Combination

Before No.(%) of

After No.(%) of

therapy patients (n=259) patients (n=279)
Unused 6(2.3%) 14(5.0%)

Single antibiotic 53(20.5%) 220(78.9%)

Two antibiotics 192(74.1%) 45(16.1%)

Three antibiotics 8(3.1%) 0(0%)




Sim, é possivel...

TRABALHAR COM
INDICADORES DE QUALIDADE



Development of quality indicators for
antimicrobial treatment in adults with sepsis

Caroline MA van den Bosch "J Marlies EJL HuIIherEJ Stephanie NatschE, Inge C Eyﬂﬂenfj’ﬁ, Jan M Pn'nsl,
Suzanne E GeerIiHQS' and Dutch Sepsis Ql expert panel

Methods: A RAND-maodified, five step Delphi procedure was used. A multidisciplinary panel of 14 experts appraised
and prioritized 40 key recommendations from within the Dutch national guideline on antimicrobial use for adult

hospitalized patients with sepsis (www . swab.nl/guidelines), A procedure to select Qls relevant to clinical outcome,
antimicrobial resistance and costs was performed using two rounds of questionnaires with a face-to-face consensus

meeting between the rounds over a period of three months,

van den Bosch et al. BMC Infectious Diseases 2014, 14:345
hittpe/fwww. biomed central.com/1471-2334/14/345



Table 4 Final set of quality indicators to monitor antimicrobial use in hospitalized adult patients with sepsis

Indicator
number from
Table 3

Quality indicator

All patients are: hospitalized adult
patients with sepsis, severe sepsis or
septic shock, where systemic
antimicrobial therapy must be started

Numerator description

All patients are: hospitalized adult
patients with sepsis, severe sepsis or
septic shock, where systemic
antimicrobial therapy must be started

Denominator description

All patients are: hospitalized adult
patients with sepsis, severe sepsis or
septic shock, where systemic
antimicrobial therapy must be started

Number 1.

Number 2.

Number 3.

MNumber 45,

MNumber 43
and number 42,

Antimicrobial therapy in adult patients
with sepsis should be started

intravenously.

Antimicrobial therapy should be started as
soon as possible, preferably within the first
hour in adult patients with severe sepsis
and septic shock

Before starting antimicrobial therapy, at
least two sets of blood cultures and
specimens for culture from suspected sites
of infection should be taken.

Empiric systemic antimicrobial therapy
should be changed to pathogen-directed
therapy if culture results become available.

Empiric systemic antimicrobial therapy
{only choice of antimicrobial agent) should
be prescribed according to the national
guideline, The local guidelines should
corespond to the national guideline, but
should deviate based on local resistance
patterns,.

Number of patients who started with
empirical systemic antimicrobial therapy
intravenously.

Number of patients with severe sepsis or
septic shock who started with empirical
systemic antimicrobial therapy within the
first hour after the dinical diagnosis.

Number of patients from whom at least 2
blood cultures and specimens for culture
from suspected sites of infection were
taken before empirical systemic
antimicrobial therapy was started.

Number of patients with a positive culture
and empirical systemic antimicrobial

therapy, which was changed to pathogen-

directed therapy after the results became
available.

Number of patients who started with
empirical systemic antimicrobial therapy
according to the national guideline.

Number of hospitals with a local guideline
that comesponds with the national
guideline or only deviates based on local
recicrance Patte e

Total number of patients who started
with empirical systemic antimicrobial
therapy.

Total number of patients with severe
sepsis or septic shock, who started with
empirical systemic antimicrobial therapy.

Total number of patients who started
with empirical systemic antimicrobial
therapy.

Total number of patients with empirical
systemic antimicrobial therapy whose
culture became positive.

Total number of patients who started
with empirical systemic antimicrobial
therapy (only choice of antimicrobial
agent).

Total number of hospitals with a local
guideline.



Comentarios finais

« A relacao entre uso e resisténcia a antimicrobianos é
consistente.

« No entanto, o foco do programa de controle de
antimicrobianos deve ser principalmente a instituicao de
terapéutica apropriada.

« Ainda assim, a proximidade entre emergencistas,
Intensivistas e infectologistas tem a possibilidade de, ao
mesmo tempo, promover terapéutica apropriada e evitar
0 emprego abusivo de antimicrobianos.



cmfortaleza@uol.com.br
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