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USYE'lerde Antibiyotik Kullanimini
Azaltma Stratejileri

> Dogru Tani: Viral ve bakteriyel USYE'leri ayirt etmek
» Klinik Rehberler: Uluslararasi/ulusal rehberlerin uygulanmasi
» Antibiyotik Yonetim Programlari: Hastane ve kliniklerde uygulama

» Antibiyotik kullanimi konusunda hasta ve toplum egitimi
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Figure 2  Evolution of acute bacterial rhinosinusitis after a viral illness.
Adapted from the American Guidelines for Rhinosinusitis, 2015.

Acute viral rhinosinusitis

Acute post-viral
rhinosinusitis

Acute Bacterial Rhinosinusitis

Figure 3 Representativeness of acute viral rhinosinusitis developing into acute post-viral rhinosinusitis or, eventually, acute
bacterial rhinosinusitis, according to EPOS (2012).
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Symptom intensity

Acute post-viral rhinossinusitis

Worsening on the 5th-7th day

Acute Bacterial Rhinosinusitis

Maintenance after 10 days

123 4567 8910111213 14
Days of disease
Figure 4 Evolution of acute rhinosinusitis.




Atesim var, Oglum 19 yasinda, 2
bogazim agriyor, haftadir atesi var ve

cok halsizim halsizligi nedeniyle
okula gidemiyor

Atesim var, Sesimin kisik

oksuriyorum, olmasi disinda
geniz akintim var gayet lylyim

Atesim ve halsizligim
yok ama burnumu
cekmekten ders

calisamiyorum

Atesim var,
Oksuriyorum
cok halsizim
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Ust Solunum Yolu Enfeksiyonlari

Syivia 5. Mader, Inquiry into Life, 8th edition. Copyright © 1997 The McGraw-Hill C

Upper
Respiratory
Tract

nasopharynx

opening of
auditory tube

» SinUzit/rinosinulzit
» Tonsillofarenijit
» Soguk alginligi/Nezle

» Larenijit
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Antibiyotik Kullanmak vs Kullanmamak
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Antibiyotikler uygun kullaniimiyor!

ANTIBIOTIC PRESCRIBING WAS NOT SUPPORTED IN:

79%

OF PATIENTS

77%

OF PATIENTS

47 % 27 %

OF PATIENTS OF PATIENTS

‘.'/'

with community- with urinary prescribed prescribed intravenous
acquired pneumonia tract infections fluoroquinolone vancomycin antibiotic
treatment

Unsupported prescribing included the use of antimicrobials:
= To which the pathogen was not susceptible
= In the absence of documented infection signs or symptoms
=  Without supporting microbiologic data
= Deviating from recommended guidelines
= Exceeding the recommended duration
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Bilgi Kaynaklari

» Kitaplar

> Makaleler, derlemeler

»Rehberler, uzlasi raporlari; ulusal/uluslararasi
» Algoritmalar, uygulamalar

» Tibbi web sayfalari

> ...
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Akut Bakteriyel Sintzit Rehberi- IDSA 2012

IDSA Clinical Practice Guideline for Acute
Bacterial Rhinosinusitis in Children and Adults
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INTRODUCTION

Throughout this guideline, the term rhinosinusitis is used
interchangeably with sinusitis. Because the nasal mucosa is
contiguous with that of the paranasal sinuses, any in-
flammation of the sinuses is almost always accompanied by
inflammation of the nasal cavity [7, 8]. Rhinosinusitis is an
extremely common condition. In a national health survey
conducted during 2008, nearly 1 in 7 (13.4%) of all non-
institutionalized adults aged =18 years were diagnosed with
rhinosinusitis within the previous 12 months [9]. Incidence
rates among adults are higher for women than men (~1.9-fold),
and adults between 45 and 74 years are most commonly
affected [9].
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Yakinmalar

> Ates

» Geniz akintisi

> Oksuruk

»Bas agrisl

> One egilmekle artan yizde basinc ve agri hissi
»Burun tikanikhg

»Purilan burun akintisi

> Ust cenede, dislerde agri

» Ag1z kokusu




Fizik Muayene

* Ates

* Yizde hassasiyet ?

 Postnazal akinti ?
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Laboratuvar

e Tam kan, CRP ?

e Mikrobiylojik tetkikler ??
Kaltar
Gram boyama
* Radyolojik tetkikler ?7?
Direkt grafi
BT
MR
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TABLE X, Prosonting symptoms of CRS: Parcentage of

patients with symptom

Major “ol Minor “~ ol

symploms patients  symptoms  patients

Nosad discharge 82 Headache 83

Nisal obstruction 9 Far pain- 68

peessure

Facial congestion &S Hal itosis 53

Facial pain-pressure - fullnes LA} Dental pain 0

Loss of smell 6% Cough 6Hs
Fever 1
Fatigue Kd

) Maborn, Wettmgnm Ustiarsty, Ntiond of Modde s 8 Lasie Mo
"Olonst  Dvvtopeans Mismsns. Colpan Cp. Warm, NI
T o ARerpy Astere and Insssssdopy Sootpes Ol e Mle

Notwnst of

J Allergy Clin Immunol 2004; 114:155-212.

Sempozyum, Eylil 2024

dnimi

TABLE Vill. Acute bacterial rhinosinusits®
Major symptoms Mnor sy Ivgnoms
« Purulent anterion nisal druinage « Hoadac b
« Purulent posterior nasal deainage « Facwal pan
« Cough « Periorbital edema
« Earache
« Halmosis
« Tooth pain
« Sore throat
« Icreased wheeze
« Fever
* Acute buswenal risnosious i poobutde & 2 or more major symgeonm or |
ot sysnpioe and D oor mers s sympeoms e present

TABLE IX. Symptoms associated with the diagnosis of
rhinosinusitis*

Major symptoms Minor symptoms

- Purulent anterior nasal drainage - Headache

- Purulent-discolored posterior - Ear pain-pressure-
nasal drainage fullness

. Nasal obstruction-blockage - Halitosis

. Facial congestion-fullness . Dental pain

. Facial pain-pressure-fullness . Cough

« Hyposmia-anosmia . Fever (all nonacute)

. Fever (acute only) - Fatigue

*A diagnosis of thinosinusitis is probable if 2 or more major symptoms or |
major symptom and 2 or more minor symptoms are present. Facial pain-
pressure-fullness alone does not constitute a suggestive history in the
absence of another major nasal symptom or sign. Fever alone in acute
simusitis does not constitute a strongly suggestive history in the absence of
another major nasal symptom or sign.
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Akut Bakteriyel SinUzit Tanisi

Plrudlan burun akintisi Bas agrisi

Plrulan post nazal akinti Kulak agrisi, basing veya dolgunluk hissi
Burun tikanikligi Agiz kokusu (halitoz)

Yizde dolgunluk veya basing hissi Dis agrisi

Ylzde agri veya basing hissi Oksuirik

Hiposmi (koku duyusunda azalma) veya Ates (akut olmayan)

anosmi (koku duyusu kaybi)

Ates (akut) Yorgunluk

»En az 2 major ya da
»1 major ve en az 2 minér semptomun varhg
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Etkenler

Table 6. Prevalence (Mean Percentage of Positive Specimens)
of Various Respiratory Pathogens From Sinus Aspirates in
Patients With Acute Bacterial Rhinosinusitis

Publications Publications
Before 2000 in 2010
Adults® Children” Adults® Children®
Microbial Agent (%) (%) (%) (%)
Streptococcus pneumonae  30-43 44 38 21-33
Haemophilus influenzae 31-35 30 36 31-32
Moraxella catarrhalis 2-10 30 16 8-11
Streptococcus pyogenes 2-7 2 4
Staphylococcus sureus 2-3 13 1
Gram-negative bacilli 0-24 2
(includes
Enterobacteriacese spp)
Anaerobes (Bacterowes, 0-12 2
Fusabacternium,
Peptostreptococeus)®
Respiratory viruses 315
No growth 40-50 30 36 29
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Table 2. Observed Antimicrobial

Resistance

in Streptococcus

pneumoniae Isolates in Children (January 2011-February 2020)
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Invasive PD  Noninvasive PD Total

Antibiotic (n=1964) (n=6641) (N =7605)
Resistance to>1drugclass ~ 407(422)  3915(59.0)  4322(56.8)
Resistance to >2 drugclasses 143 (14.8) 2193 (33.0) 2336 (30.7)
Resistance by antibiotic class

Macrolide 306 (31.7) 2731 41.1) 3037 (39.9)

Penicillin 199(206)  2813(424)  3012(39.6)

Tetracycline 72 (7.5) 761 (11.5) 833 (11.0)

ESC 34(3.5) 483 (7.3) 517 (6.8)

Fluoroquinolone 41(0.4) 29 (0.4) 331(0.4)

Data are presented as No. (%). Totals may not equal 100% due to rounding.

Abbreviations: ESC, extended-spectrum cephalosponns; PD, pneumococcal disease.
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Akut Bakteriyel Sintzite Yaklasim Algoritmasi

IDSA GUIDELINES g & Symptoms either:

8] Persstent & not improving (210 cays):
Severe A Bisk for antiectic resistance
b 234 daysl; or e Age <2 or >65, daycare
= \ . Price actitaotics within
the past month
Risk lorlﬂtmmnce - Prop‘hc\udmwn oust

IDSA Clinical Practice Guideline for Acute l l oo
Bacterial Rhinosinusitis in Children and Adults % -

€} Warsening of “doutle sickening” {234 days)

Symptomatic
‘ mansgement l
Initiate first fine Initate d-4
Anthony W. Chow.' Michael S. Benninger.? Itzhak Brook.® Jan L Brozek.** Ellie J. C. Goldstein*” Lauri A. Hicks? precrdratrrf s boremg
George A. Pankey.® Mitchel Seleznick,'® Gregory Volturo,!* Ellen R. Wald,2 and Thomas M. File Jr'314 therapy ""'lm
|
improvement Waursering or no improvernent
sfter 3-5 day: Improvement after 3-5 day
‘ after 3-5 days ‘
Complete 57 v Complete 7-10
S of Broaden coverage ony oo
cnl‘;aubdd oF Sehia0 -nl‘nnmbul
s @tterent heroy
antiesicrobis dass
Worsening or no
- imp Improverment
after 35 days
l Mafer to specialist
Complete 57 Complete 7-10
days ot days of
antemscrotial o CTor MRl toimwestiy icrobisl
iy noninfectious causes tharapy
of uppurative
complications
*  Snusor meatal cudtures
tor pathogan-spedific
theragy

. Algonthm for the management of acute bacterial thenosinusitis. Abbreviations CT, competed tomography, MAI, magnetic resonance magng
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Kimlere tedavi verilecek?

»Sinlizit yakinmalari ve atesi olup yakinmalari 48-72 saat
icinde ayni siddette devam eden vay daha da artan
hastalara

»Sinlizit yakinmalari 10 glinden uzun sirenlere

» Sinlizit yakinmalari 5.-6. glin civarinda duizelir iken
yvakinmalari birden tekrar kdtllesen hastalara
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Opportunities to Improve Antibiotic Prescribing for Adults
With Acute Sinusitis, United States, 2016-2020
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Background. Better understanding differences associated with antibiotic prescribing for acute sinusitis can help inform antibiotic

stewardship strategies. We characterized antiblotic prescribing p for acute among ally d adults and
explored dillemxa by patient- and prescriber-level factors

Methods.  Outp eng s among adults aged 18 to 64 years diagnosed with sinusitis between 2016 and 2020 were

dentified by | adh claims data. We classified antiblotic agents—first-line (amoxicillin-clavulanate or amoxicillin)

and second-line (doxycycline, levofloxacin, or monifloxacin)—and <7-day durations as guideline concordant based on clinical
practice guidel Modified Poisson regr was used to the association between patient- and prescriber-level factors
and guideline-concordant antiblotic prescribing.

Results.  Among 4 689 850 sinusitis enc 53% resulted in a guideline-concordant agent, 30% in a guideline-discordant agent,
and 17% in no antiblotic prescription. About 75% of first-line agents and 63% of second-line agents were prescribed for >7 days,
exceeding the length of therapy rec ded by clinical guidelines. Adults with sinusitis Iving in a rural area were less likely to

receive a prescription with guideline-concordant antibiotic selection (adpusted risk ratio [aRR], 092 95% Cl, 92-.92) and duration
(aRR, 0.77; 95% (1, 76-.77). When wmpam! with encounters In an office setting, urgent care encounters were less likely to result
in a prescription with a guiddine-co & (aRR. 076 95% Cl, .75-76).

Condusions. Opportunities still exist to optimize antiblotic agent selection and treatment duration for adults with acute sinusitis,
especially in rural areas and urgent care ‘mug‘ Rnugnmnp specific patient- and prescriber-level factors associated with antiblotic
precribing can help inform antibiotic ste hip inter

Keywords. acute rhinosinusitis; acute bacterial rhinosinusitis; acute sinusitis antiblotic stewardship: outpatient antiblotic
prescribing
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Background.  Better understanding differences associated with antibiotic prescribing for acute sinusitis can help inform antibiotic
stewardship strategies. We characterized antiblotic prescribing patterns for acute sinusitis among commercially insured adults and
explored differences by patient- and prescriber-level factons

Methods. Outpatient encounters among adults aged 18 to 64 years diagnosed with sinusitis between 2016 and 2020 were
identified by national administrative claims data. We dassified antiblotic agents—first-line (amoxicillin-clavulanate or amoxicillin)
and second-line (doxycycline, levofloxacin, or moxifloxacin)—and <7-day durations as guideline concordant based on clinical
practice guidelines. Modified Poisson regression was used to examine the association between patient- and prescriber-level factors
and guideline-concordant antiblotic prescribing

Results.  Among 4 689 850 sinusitis encounters, 53% resulted in a guideline-concordant agent, 30% in a guideline-discordant agent,
and 17% in no antiblotic prescription. About 75% of first-line agents and 63% of second-line agents were prescribed for >7 days,
exceeding the Jength of therapy recommended by dlinical guidelines. Adults with sinusitis Uiving in o rural area were jese by 10

In conclusion, this study demonstrates that specific
patient- and prescriber-level factors are associated with
the guideline-concordant management of acute sinusitis
among commercially insured adults. Specifically, our results
indicate that rural areas and urgent care settings had lower
guideline-concordant antibiotic prescribing for acute sinus-
itis. Antibiotic stewardship activities should be tailored to
the patient population, prescriber type/specialty, and type
of outpatient setting where they are being implemented.
Opportunities exist to optimize antibiotic prescribing, espe-
cially to reduce unnecessary prescribing and duration of
therapy for acute sinusitis.

receive a prescription with guideline-concordant antibiotic selection (adjusted risk ratio [aRR], 092 95% Cl, 92-92) af

(aRR, 0.77; 95% (1, 76-.77). When compared with encounters in an office setting, urgent care encounters were less liki A M Y p rog ra m I a r I ,

in a prescription with a guiddine-concordant duration (aRR. 076 95% Cl, .75-76)

Condusions. Opportunities still exist to optimize antiblotic agent selection and treatment duration for adults with acy
especially in rural areas and urgent care settings. Recognizing specific patient- and prescriber-level factors associated wit
prescribing can help inform antibiotic stlewardship interventions

Keywords,  acute rhinosinusitis; acute bacterial rhinosinusitls; acute sinusitis; antibjotic stewardship: outpatien|
prescribing
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SPECIAL ARTICLE

How to avoid the inappropriate use of antibiotics in
upper respiratory tract infections? A position
statement from an expert panel

|

Akut bakteriyel sinuzit, sintzit olgularinin

% | ¢ok kuglk bir bolumunu olusturuyor!

Figure 2
Adapted from the American Guidelines for Rhinosinusitis, 2015.

Acute viral rhinosinusitis

Figure 3
bacterial rhinosinusitis, according to EPOS (2012).

Evolution of acute bacterial rhinosinusitis after a viral illness.

Acute post-viral
rhinosinusitis

Representativeness of acute viral rhinosinusitis developing into acute post-viral rhinosinusitis or, eventually, acute

Symptom intensity

Acute Bacterial Rhinosinusitis

Acute post-viral rhinossinusitis

Worsening on the 5th-7th day

Acute Bacterial Rhinosinusitis

Maintenance after 10 days

123 4567 8910111213 14
Days of disease
Figure 4 Evolution of acute rhinosinusitis.
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Atesim var, bogazim agriyor, cok
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Akut Tonsillofarenjit Neden Onemli?

» Grup A beta hemolitik stretokoka bagli tonsillit
Cocuklarda USYE ataklarinin %20-30’unda

Eriskinlerde USYE ataklarinin %5-15’inde
En sik 5-15 yas arasinda

» Non-silipuratif komplikasyon riski
(Akut romatizmal ates, poststreptokokal glomerulonefrit)
5-15 yas arasinda en yuksek
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Clinical Practice Guideline for the Diagnosis

GAS is the most common bacterial cause of acute pharyngitis,

Diseases Society of America

|1|fc dnA , ' et s St

responsible for 5%-15% of sore throat visits in a

20%-30% in children [9, 10]. Accurate diagnosis of st
cal pharyngitis followed by appropriate antimicrobial t
important for the prevention of acute rheumatic feve
prevention of suppurative complications (eg, pe!
abscess, cervical lymphadenitis, mastoiditis, and, possil
invasive infections); to improve clinical symptoms a
for the rapid decrease in contagiousness; for the red
transmission of GAS to family members, classmates, :
close contacts of the patient [11]; to allow for the rapid

tion of nsiual activities: and for the minimization of

Clinical Diagnosis

and Management of Group A Streptococcal
Pharyngitis: 2012 Update by the Infectious

L Baphen” G '

There is broad overlap between the signs and symptoms of )

streptococcal and nonstreptococcal (usually viral) pharyngitis,
and the ability to identify streptococcal pharyngitis accurately
on the basis of clinical grounds alone is generally poor [12,
19-21]. Therefore, except when obvious viral clinical and epi-
demiological features are present, a laboratory test should be
performed to determine whether GAS is present in the
pharynx [9, 21]. Efforts have been made to incorporate the
clinical and epidemiological features of acute pharyngitis into
scoring systems that attempt to predict the probability that a
particular illness is caused by GAS pharyngitis [19, 20, 22].
These clinical scoring systems are helpful in identifying pa-
tients who are at such low risk of streptococcal infection that
performance of a throat culture or an RADT is usually unnec-
essary. However, the signs and symptoms of streptococcal and
nonstreptococcal pharyngitis overlap too broadly for diagnosis
to be made with the requisite diagnostic precision on the basis
of clinical grounds alone. Even subjects with all clinical fea-
tures in a particular scoring system can be confirmed to have

Klinik belirti ve bulgular tani koymada yeterli degil; hizli tani testleri 6nemli

Although acute pharyngitis is one of the most fre

Sempozyum, Eylil 2024

ty even by the most experienced physicians, and bacteriologic
confirmation is required.
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«Diagnostic Stewardship»
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SMEA Position Paper

Principles of diagnostic stewardship: A practical guide from the

Society for Healthcare Epidemiology of America Diagnostic
Stewardship Task Force e ——t —
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Fig. 1. Objedives of diagnostic stewardship beginning with the highest-priority
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«Diagnostic vs Antimicrobial Stewardship»

Clinical Pearls in Diagnostic Stewardship

From Knowledge to Application

Important Terminology

Goals of Goals of
diagnostic stewardship antimicrobial stewardship
* Selectthe righttestfor the » Ensure the right interpretation leads
ight patient to the right antimicrobial therapy at
» Generate accurate, clinically relevant the righttim
results at the right tim * Improve clinical outcomes
* |Impact clinical care * Reduce unnecessary antimicrobial use

Conserve healthcare resources
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Diagnostic vs Antimicrobial Stewardship

Patient
4. Diagnosis and ’ 1. Clinical evaluation
treatment

Antimicrobial Diagnostic
Stewardship Stewardship
= Rightinterpretation = Right test

= Right antimicrobial = Right patient
= Righttime * Righttime

3. Rapid diagnostic 2. Rapid diagnostic
result reported ‘ test ordered
Microbiology laboratory
Adapted from Messacar K, et al. J Clin Microbiol. 2017:55:715-723
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«Diagnostic Stewardship»

Objectives of Diagnostic Stewardship

Diagnostic stewardship helps implement new and
existing tests to their full potential

Can be paired with antibiotic stewardship to ensure
optimal testing, appropriate antimicrobial use, and
improved patient care

IMPROVE PATIENT CARE AND OUTCOMES

AVOID PATIENT HARM

SETIMIZE ANLIMIEBOBIA. LSe Diagnostic stewards are not the "test police"!

IMPROVE EFFICIENCY . .
OF CARE * Avoids unnecessary testing

IMPROVE
COSTS AND
METRICS

* Promotes testing that can improve care

Right test - Right patient - Right time -

Right interpretation - Right treatment
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SHEA Position Paper

Principles of diagnostic stewardship: A practical guide from the
Society for Healthcare Epidemiology of America Diagnostic

Stewardship Task Force

Valena Fabre MD* 0, Angelina Davis PharmD* ), Dantel J. Diekerna MD?, Bruno Granwehr MD*, Mary K. Hayden MD®,
Christopher F. Lowe MD* @, Christopher D. Pleiffer MD', Anna C. Sick-Samuels MD* 0, Kaede V. Sullivan MD® 0,

Trevor C Van Schooneveld MD* o and Daniel J. Morgan MD'!

) SHEA

cognitive bias

Table 2. Strategies and Concepts Used in Diagnostic Stewardship

Improving knowledge and decreasing  Strengthen understanding of testing principles as well as result interpretation across roles and disciplines

Diagnostic/risk assessment tools

Clinical decision support tools or algorithms for selection of patients to be tested. Best if available at point of care
leg, criteria for ordering urine cultures or criteria to defer)

Nudges (comments) Behavioral interventions to puide decision making in a predictable way without forbidding options (eg, “respiratory
flora, no MRSA™ for respiratory cultures to encourage stopping anti-MRSA antibiotics)
Framing Intervention to guide decision making by highlighting information in a positive or a negative way (eg, 75% of

Pseudomonas spp are susceptible to ciprofloxacin and 25% of Pseudomonas spp are resistant to ciprofloxacin).

Best practice alerts

Reminders that a test is likely not indicated (eg, an alert to evaluate for symptoms of UTI when ordering urine
cultures)

Ease of ordering Changing ease of access to specific tests in the electronic health record to encourage or discourage use (eg
removing urine cultures from preoperative order sets or requiring expert consultation for complex diagnostic tests)
Removal of test Removing a low-value test from routine use in the electronic health record (eg, West Nile virus nucleic acid

amplification test in cerebrospinal fluid,)

Inclusion of test

Including a test in an order set (eg blood cultures in sepsis order sets)

Stops Mot allowing testing (eg, stopping Clostridigides difficile test for patients on laxatives). Can be soft stops (allow
clinician override) or hard stops (do not allow)
Reflex testing Strategy in which tests are only performed after prespecified criteria are met. For example, urine cultures are only

performed if urinalysis indicates the presence of pyuria or bacteriuria.

Selective testing

Antimicrobial susceptibility for a particular bug-drug combination is not tested on bacteria suspected of being
contaminant, eg, “mixed flora, no further work-up™ in urine cultures.

Selective reporting

Only reporting some part of results (eg, suppressing daptomycin susceptibility for respiratory culture).

Cascade reporting

Antibiotic susceptibility is reported in a stepwise fashion; antibiotic susceptibility results for a particular pathogen-
drug combination are obtained but suppressed for broader-spectrum agents (eg, meropenem) unless the bug is
resistant to narrow-spectrum agents (eg, ceftriaxone).

Results suppression

Strategies of reporting only some (or none) of the available result information. For example, not releasing organism
identification if multiple organisms present in a urine culture

Monitoring adherance to best
practices

Menitor utilization rates, quality indicators (eg, blood culture contamination rates)

Provide feed back

Report utilization rates to clinicians either as aggregate unit or individual peformance.

Sempozyum, Eylil 2024
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Table 1. Examples of Inappropriate Test Use That Can Be Improved Through
Diagnostic Stewardship and Potential Consequences of Inappropriate Use

Routine ordering of microbiologic  Overdiagnosis. Treatment of

S Outbd & Mo Apibuiigy DECR A 67500 ) SHEA tests when specimens are contaminant or colonizing
e i obtained for non-infectious organisms, Excess cost. Increased
= indications length of stay. Increased test
SHEX Positien Pupes utilization to confirm negative.
Principles of diagnostic stewardship: A practical guide from the Unlnecessary pre-operative urine Qr:";hdsgm- ‘:{;"WW
Society for Healthcare Epidemiology of America Diagnostic S 2 ¢ poecrbing
Stewardship Task Force Urine and respiratory cultures for  Overdiagnosis. Unnecessary
test of cure or asymptomatic antibiotic prescribing
Valena Fabre MD* (), Angelina Davts PharmD® ¢, Dantel J. Diekema MD?, Bruno Granwehr MD*, Mary K. Hayden MD®, paﬁents
Christopher F. Lowe MD* 4, Christopher D. Pleiffer MD', Anna C. Sick-Samuels MD* @, Kaede V. Sullivan MD® 0, A 2
R e MD™ & and Daniel 3. Morgan MO Urine cultures for change‘in Missed diagnosis. Missing true
mental status or nonspecific reason for presenting symptom
Syproms Overdiagnosis. Unnecessary
antibiotic prescribing, additional
catheter-associated urinary tract
infection (CAUTI) events

C. diffidle testing in patients on Overdiagnosis. Unnecessary
laxatives or previously positive antibiotic prescribing, additional
C. difficite lab 1D events

p-D-glucan to exclude Missed diognosis. Inadequate
o mUuCcormycosis antimicrobial management
Testler gereksiz yere kullanilmamalil | —rsicsamm e ovsomss wmeesan
with known cause of fever antibiotics.
Patient comfort. Unnecessary
procedures, Healthcare-associated
anemia

Single blood cultures in adults Missed diagnosis. Inadequate
antimicrobial management.

Overdiagnosis. Treatment of

contaminants.
Superficial wound swabs for Missed diagnosis. Missing the true
culture pathogen
Overdiagnosis. Unnecessary
antibiotic prescribing

Routine use of SARS-CoV-2 PCRto  Overdiagnosis. Unnecessary
determine duration of isolation prolonged isolation

Sempozyum, Eylil 2024
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Principles of diagnostic stewardship: A practical guide from the
Society for Healthcare Epidemiology of America Diagnostic
Stewardship Task Force
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Uygun testler uygun endikasyonlarda istenmeli CLINICIAN THSTING DICIION 2

INTERPRETATION

* Estimate pretest probability estimation
* Inform about test performance characteristics

[ ]
TEST S \
REPORTING / : TEST ORDERING

* Decision support for g -
PP + Listindications or decision

interpretation — d
+ Provide Nudges |||. =y . support for testing

Provide nudges
* Frame results MCE

: . * Frame results
* Selective reporting ¢
* Reduce easy/increase access to

Institutions test in EHR
& Systems * Recommend expert
consultation
TEST o
PROCESSING E — ﬂl
&
PERFORMANCE
= Sequential testing
* Reflex testing SPECIMEN = Define acceptable
COLLECTION specimens
& TRANSPORT * Optimize Fig.2. Conceptual model of diagnostic steward-
TO THE appropriate ) ship and interventions at different steps in the
LABORATORY transport & time diagnostic pathway.
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Stewardship Task Force

Valena Fabre MD* (0, Angelina Davts PharmD* ), Dansel J. Diekema MD?, Bruno Granwehr MD*, Mary K. Hayden MD®,
Christopher F. Lowe MD* @, Christopher D. Pleiffer MD', Anna C. Sick-Samuels MD* @, Kaede V. Sullivan MD® 00,
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Table 3. Targets for Diagnostic dship for C Microbiologic Tests

Blood cultures  Avoid routine use for ic patis with D i skin prior to blood Report gram-stain results
low risk of bacteremia (eg, isolamd fwer in draw. Specify common skin contaminants.
hospitalized patient, CAP, li Ensure optimal volume and number of  Provide link to antibiogram with pathogen ID.
etc). blood cultures. Highlight resistant organisms.
Avoid daily blood cultures for febrile patients  Avoid central line blood cultures. Selectively report antibiotic susceptibility.
with negative blood cultures and no new Implement rapid pathogen Implement audit-feedback on blood-culture
clinlcal chmps. identification. contamination rates.

on priate use of blood Selective susceptibility testing,

cultures for conditions Includlng evaluation of
fever or leukocytosis

Respiratory Do not order for test for cure. Do not process sputum for culturesif Do not routinely report Candida spp in

cultures Do not order for nonsevere CAP. >10 squamous epithelial cells per low-  respiratory tract specimens.®
Do not order without clinical evidence of power field Add comments to interpret results (eg, usual
pneumonia (eg for fallute of weaning trials,  Use a suction catheter to obtain respiratory flora, no S aureus or P. aeruginosa
non-di endotracheal aspirates identified).

Do not order for isolated clinical changes {eg, Do not collect expectorated sputum if
isolated fever, change in secretions, elevated  patients unable

inflammatory marker).
Pneumonia Develop criteria for testing and restict to these Do not process if there are >10 Add structured comments to help interpret
multiplex conditions. squamous epithelial cells per low- results,
panel Restrict repeat ordering based on time since  power field corresponding with Implement audit-feedback for results.
last test. semiquantitative result
el dimalt bactina bath it fenlna ot collect or accept formed stools.  Report indications for treatment,

ile toxin multistep algorithm Add a comment regarding interpretation of
nucleic acid amplification test and ruults of multbplex molecuhr tﬁ! methods not
from

Uygun test uygun drnekten uygun zamanda istenmelil = e

Skin and soft-  Education/guidance on when and how to Do not collect superficial swabs. Add f.omment to help interpret resulrs (eg, skin
tissue and obtain cultures Collect deep cultures and/or from the | likely ¢
wound operating theater.
cultures
Urine cultures  Avoid testing in nonspecific clinical synd Do not collect from catheter bag. Selective and cascade reporting to help tailor
(eg, leukocytosis, isolated fever, fatigue, and  Only culture urine if pyuria present on  antibiotic choices.
fall). urinalysis. Comments to nudge toward only using
Donotorde!bmdoncolororsmel. ibiotics with true symp of UTI
lence of
bacnnurla and lack of veatment benefit.
Central Prevent duplicative testing unless there is high Collect before antibiotic therapy. Add comments to help interpret results (eg,
nenous clinical suspicion (eg human simplex virus PCR HHV6 can reflect latent virus and requires
system (CNS} 4 CNS multiplex panel). clinical interpretation).
multiplex Avoid anaerobic cultures unless specific risk
panel factors {eg, Omaya reservoir).
Fungal Aveid routine use of non-culture-based fungal Ensure reasonable turnaround time. Provide common reasons for 'alse~poskive
diagnostics diagnostics (f-D-glucan, galactomannan) results (eg, i
outside high-risk populations. Inform regarding which relevant fungd
Avoid routine use of fungal serologies infections are not expected to produce a
(consider consulting with infectious disease positive result (eg, mucormycosis and p-D-
physicians and/or clinical microbiologists). glucan).
Add regarding possible colonizati

and the need to correlate with clinical findings.

Note. PCR, polymerase chain reaction.

“Microbiology laboratories include llection and transport (eg, transport device, preservativeor not, transport temp time from i ion to
test} in their procedure manuals, which are ava'lablelo medical personnel.

BCDC recommends reporting of Candida auris in suspected cases. C aunis screening is recommended for patients with ovemight stay in 2 hospital outside of teh United States inthe previous 1
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SHEA Position Paper

Isbirligi dnemli!

Principles of diagnostic stewardship: A practical guide from the
Society for Healthcare Epidemiology of America Diagnostic
Stewardship Task Force

Valena Fabre MD* 0, Angelina Davts PharmD* ¢, Dantel J. Diekema MD?, Bruno Granwehr MD*, Mary K. Hayden MD®,
Christopher F. Lowe MD* 4, Christopher D. Pleiffer MD", Anna C. Sick-Samuels MD* @, Kaede V. Sullivan MD® 0,
Trevor C Van Schooneveld MD*¥ o and Daniel J. Morgan MD

Box 2. Necessary Elements to Implement a Diagnostic Stewardship Interventior

1. Define a clear goal,
2. Ensure relevant stakeholders are involved.
+ Microbiology

« Antimicrobial stewardship and infection control expertise
+ Information and Technology

+ Hospital leadership

+ End users (e.g clinicians and nurses)
3. Ensure unit/hospital leadership support.
4, Define measures to track positive or negative impact of the intervention,
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Multiplex PCR testleri hizli sonuc veriyor!

Multiplex Testing Reduces Turnaround Time

Clinical diagnosis of infection

Patient <« Doc‘t‘or e | @81 r@QUEST e

 SERITEAP ARG » Sample collection

W THB PIESENTATON On-site analysis | Transport to laboratory

Ovarview ol (iagnaste Swmardsiiy (& shiee) Poc test
Aduts Ugmomi Bergerabiry gt () stotes, 18

Cann 2 G winttion (11 aitew 1t S [~ mu'up”x J molecular
/ _multiple blology lab
. single test

!
Molecular Dx
Lab report 6h
produces results faster ”

than |laboratory cultures
»>24h
Lab. report & Interpretation Culture

8 B,

chnical
microbiology lab

Multiplex POC testing

i
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Hangi test kiti? Hangi panel?

Path FilmArray FilmArray ePlex Verigene NxTAG
e i RP2.1-EZ RP2.1 RP/RP2 RP Flex RP + SARS-CoV-2

Bordetella pertussis v v v
Bordetella parapertussis v v
Bordetella parapertussis/B bronchiseptica v
Bordetella holmesii v
Chlamydophila pneumoniae v v v v
Mycoplasma pneumoniae v v v v
Adenovirus v v v v v
Coronavirus SARS-Cov-2 v v v v
Coronavirus HKU1, NL63, 229E, OC43 v v v v
Human bocavirus v
Human metapneumovirus v v v v v
Human rhinovirus v
Human rhinovirus/enterovirus v v v v
Influenza A, A/H1, A/H3 v v
Influenza A, A/H1, A/H3, A/H1-2009 v e
Influenza B v v v v v
Parainfluenza virus v
Parainfluenza virus 1, 2, 3
Parainfluenza virus 1, 2, 3,and 4 v v v v
Respiratory syncytial virus A and B v v v
Respiratory syncytial virus v v

FDA website. Accessed June 8, 2023 https-//www fda gov/medical-devices/in-vitro-diagnostics/nucleic-acid-based-tests
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avantaj ve dezavantajlarini iyi bilmeliyiz!
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Multiplex PCR testlerinin

s Dasun

Advantages and Disadvantages of Multiplex PCR Panels

2

* High sensitivity
* Rapid turnaround time

= Multiple tests increase

probability of a clinical
false positive

= Availability increases testing

rates, including testing not
recommended by guidelines
b £

v
W
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» Egilimimiz :) antibiyotik yazmak yoniinde degil de yazmamak yoniinde olmal

» Antibiyotik yazmak icin somut/gecerli/bilimsel gerekg¢elerimiz olmali

»Hastaliklara dogru tani koyabilmeliyiz; klinik belirti ve bulgularin yanisira tani

testlerinin kullanilmasi onemli @

» Etkenleri iyi bilmeliyiz

~=

X

»Sadece enfeksiyoncular degil aile hekimleri, pediatristler, kulak burun
bogazcilar da bilgili olmali




