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Case Scenario

A 72-year-old man is hospitalized because of fever, chills, and cough
that have persisted for the past week. His medical history includes
congestive heart failure, chronic bronchitis, and diabetes mellitus.

On physical examination, he is alert and in moderate respiratory
distress. His temperature is 39 °C (102.2 °F), pulse rate is 120/min,
respiration rate is 36/min, and blood pressure is 100/60 mm Hg. The
physical examination reveals crackles in both lung fields at the
bases. The jugular venous wave is noted 12 cm above the right
atrium, and a soft S3 gallop is present on auscultation.



Case Scenario (contd)

The leukocyte count is 21,000/uL, serum sodium is 124 meq/L, and
serum creatinine is 2.4 mg/dL. Chest x-ray shows infiltrates in the
right upper, left upper, and left lower lobes. Bronchiectactic changes
are seen throughout the lower lung fields bilaterally. Measurement of
arterial blood gases obtained on room air shows the following: pH,
/.38; Paco2, 32 mm Hg; and Pao2, 58 mm Hg.

A diagnosis of congestive heart failure (CHF) and a superadded
pneumonia was made. In addition to management of his CHF, he
was started on empiric antimicrobial therapy with Piperacillin-
tazobactam and levofloxacin.



Case Scenario (contd)

This patient has severe community-acquired pneumonia
(pheumonia severity index class 5) complicated by
bronchiectasis.

Risk factors responsible for this patient’s increased risk of
mortality include advanced age, significant comorbidities,
unstable vital signs, significant hypoxia, hyponatremia, and acute
renal failure.

The most common causes are Streptococcus pneumoniae,
Legionella species, aerobic gram-negative bacilli, Haemophilus
influenzae, Mycoplasma pneumoniae, and respiratory viruses.
Pseudomonas aeruginosa is more common among patients with
structural lung disease, and should be covered



Case Scenario (contd)

Despite optimal therapy, the patient’s clinical condition progressively
deteriorated and he developed worsening hypotension refractory to
pressor support.

Blood and sputum cultures grew Pseudomonas aeruginosa,
carbapenemase-resistant (CRE). Antimicrobial therapy was changed
to Colistine methanesulfate (Colistin) and tobramycin based on
susceptibility data.

Progressive acute kidney injury developed, and multi-organ failure
developed. The patient ultimately succumbed to his illness.



Antimicrobial Resistance Growing!
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Antibiotic Use Leads to
Antibiotic Resistance

Inpatient
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Reasons for Antibiotic Overuse :
Conclusions from 8 Focus Groups

Patient Concerns Physician Concerns

e Want clear explanation ® Patient expects antibiotic
e Green nasal discharge  * Diagnostic uncertainty

e Need to return to work e Time pressure

Antibiotic Prescription

Barden L.S. Clin Pediatr 1998;37:665



Antibiotic Use Leads to
Antibiotic Resistance

e Resistant bacteria or their __
genetic determinates are VL
selected when colonizing or vy
infecting bacteria are exposed |
to antibiotics

e Resistant bacteria can then be
transmitted between patients

e Highest risk patients:
— Immunocompromised
— Hospitalized
— Invasive devices
(central venous catheters)




Mutations are central to the growth
of antibiotic resistance
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Antibiotic Mechanism of Action
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Mechanisms Of Antibiotic Resistance

e Bacteria are capable of
becoming resistant through
several mechanisms

Decreased _
Permeabil I, s i

e One or many mechanisms
may exist in an organism

e (Genes encoding resistance
may exist on plasmid or
chromosome

~. Alteration in




Mechanisms of Resistance
Antibiotic Degrading Enzymes

e Sulfonation, phosphorylation, or esterifictation
— Especially a problem for aminoglycosides

e [B-lactamases

— Simple, extended spectrum (B-lactamases (ESBL),
cephalosporinases, carbapenemases

— Confer resistance to some, many, or all beta-lactam
antibiotics

— May be encoded on chromosome or plasmid
— More potent in gram-negative bacteria

— Examples: S. gureus, H. influenzae, N. gonorrhoeae, E.
coll, Klebsiella sp., Enterobacter sp., Serratia sp., other
enteric bacteria, anaerobes



Extended Spectrum B-lactamases

e (-lactamases capable of hydrolysing extended
spectrum cephalosporins, penicillins, and aztreonam

e Most often associated with £. co/iand Klebsiella
pneumoniae but spreading to other bacteria

e Usually plasmid mediated

e Aminoglycoside, ciprofloxacin and trimethoprim-
sulfamethoxazole resistance often encoded on same
plasmid



Class A Carbapenemases
Most common in Klebsiella pneumoniae (KPC)

Also seen in E. colj, Enterobacter, Citrobacter,
Salmonella, Serratia, Pseudomonas and Proteus spp.

Very often with multiple other drug resistance
mechanisms, resistance profile similar to ESBL but
also carbapenem resistant

Spreading across species to other gram-negatives and
enterobacteriaceae



Mechanisms of Resistance

Decreased Permeability
Pseudomonas spp.
Affects many antibiotics including carbapenems

Efflux Pumps
Pseudomonas spp. (multiple antibiotics)
Tetracyclines
Macrolides



Mechanisms of Resistance
Target Alteration

e DNA gyrase
 Fluoroquinolones
« Many gram-negatives, S. pneumoniae
* Penicillin-binding protein
» Methicillin-resistant S. gureus (MRSA)
* Penicillin-resistant S. pneumoniae
« Gram positive cell wall
* Vancomycin
» Enterococcus spp.



Mechanisms of Resistance
Target Alteration (cont'd)

e Ribosome
 Tetracyclines
 Macrolides

e S. pneumoniae, Staphylococcus sp., N.
gonorrhoeae, enteric gram-negative rods



Mechanisms of Resistance
Target Alteration (cont'd)

e Plasmid-mediated (mcr-1)
» Colistin
 Polymixin-B
Enteric gram-negative rods

Liu Y-Y, Wang Y, Walsh TR, et al. Emergence of plasmid-mediated colistin resistance
mechanism MCR-1 in animals and human beings in China: a microbiological and
molecular biological study. Lancet Infect Dis 2015, Nov. 18.
http://dx.doi.org/10.1016/S1473-3099(15)00424-7



Resistance extends beyond bacteria

Imidazole-resistant Candida spp.

Multidrug-resistant tuberculosis

Multidrug-resistant malaria

Anti-viral resistant influenza




How do we choose an antimicrobial
regimen?

& Know the anticipated microbiology when starting empiric therapy
& De-escalation of therapy once a microbiologic diagnosis is made
& Duration of therapy
& Synergistic antimicrobial therapy
& Pre-operative antimicrobial use/surgical skin preparation
& Chronic suppressive therapy in the setting of prosthetic devices

& Antimicrobial selection pressure/surveillance of resistance
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The Global Csis of
Antimicrobial Production
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Sales of medicines in the top 10 therapeutic classes, 2001

Class Total sales Percentage Percentage
(US$ billion) share in growth
global sales 2000-2001

Anti-ulcers 19.5 & 14
Cholesterol & trighyceride 189 5 22
reducers

Antidepressants 155 B 20
Mon-steroidal anti-inflammatory 109 5 16
drugs (NSAIDs)

Antihypertensive drugs 99 3 &
(Ca antagonists)

Antipsychotics 7 2 30
Oral antidiabetics 1.6 2 30
ACE inhibitors (plain) 7.5 2 5
Antibiotics (cephalosporins @ 2 )
and combinations)

Systematic antihistamines 6.7 2 22
All 10 111.3 34 1&

Source: SCRIP 277 17 May 2002 based on IMS Waorld Review data
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Antibiotic Prescriptions drop by 24% as a result of CDC
campaign from 1993-2008

CDC Campaign — Get Smart: Know When Antibiotics Work
(Sept 2, 2011)

Office-Related An otic Presc 994 - Microsoft Internet Explorer

Eile Edit Wisw Favorites Tools Help :,"

@ Back ~ () |ﬂ Iﬂ 7;\] /'T\J Search .:—/'-"\-( Favorites <3 - i [ - 4] ﬁ ﬁ

Address @ http: fivase, odogosw S mmverf presview mowrhemnl frmme034a L hemPs_cid=mmG034al _ws Vl G0

& Athens Options - Wou are nok logged in ko Athens

CODC Horme L,

Centers for Disease Control and Prevention ﬁwg
CTDC 24/7: Soving Lives. Protecting Peopls. Saving Money through Prevention. 3 all CDC Topics

Morbidity and Mortality Weekly Report (MMWR)

MM Text size: B ™| L| =L
& © =1 =

Office-Related Antibiotic Prescribing for Persons Aged =14 Years --- United States, 1993--
1994 to 2007--2008
Weekiy

September 2, 2011 f 60(34);1153-1156

In 2003, the Institute of Medicine identified antibiotic resistance as a key microbial threat to health in the United States and recommended promoting
appropriate antibiotic use as an important strategy to address this threat (2 ). Antibiotic use contributes to development of antibiotic resistance aon both
the individual and country level (2], To examine trends in pediatric antibiotic prescribing in physician offices, COC analvzed data from the MNational
Ambulatory Medical Care Survey (MNAMCS) for the period 19932--1994 to 2007--2002, This report summarizes the results of that analysis, which found that
antibiotic prescribing rates for persons aged =14 vears who had visited physician offices decreased 24% from 200 antibiotic courses per 1,000 office visits
in 1993--1994 to 229 antibiotic courses per 1,000 office visits in 2007 --2002. Among the five acute respiratory infections (ARIs) examined, antibiotic
prescribing rates decreased 269 for pharyngitis and 19%% for nonspecific upper respiratory infection {common cold); prescribing rates for otitis media,
bronchitis, and sinusitis did not change significantly. Although the overall antibiotic prescribing rate for persons aged =14 years has decreased, the rate
remains inappropriately high. Further efforts are needed to decrease inappropriate antibiotic prescribing for persons aged =14 years.

MNAMCS is a national probability sample survey of visits to nonfederal, office-based physicians conducted annually by CDC, NAMCS samples visits during
randamly assigned 1-week reporting periods throughout the year and caollects patient dermographic infarmation, diagnostic codes for up to three
diagnoses, and prescription information from the medical record. Diagnoses of the five ARIs, most episodes of which do not require antibiotic treatment,
ware identified using the following fnternational Classification of Diseases, MNRth Sevision, Chinical Modification codes for the primmary diagnosis: 381.0, 381.4,
I82.0, 322.4, 222.9 {(otitis media); 466.0, 490 (bhronchitis); 462, 4632 (pharyngitis); 461, 473 (sinusitis); and 460, 465 (nonspecific upper respiratory
infection [common cold]). Details of NAMCS methodology have been described previously.™ To quantify and assess antibiotic prescribing practices, the first
fiwve drug prescriptions recorded for each visit were examined, and the number of antibiotic prescriptions counted. Data were weighted to produce national
estimates, and combined in 2-vear periods to improve the reliability of estimates.

The population-based antibiotic prescription rate was defined as the average annual nurmber of antibiotic prescriptions recorded for persons aged =14 -t

£ & Interner




Pharmaceutical
industry backs away
from discovery of
antiinfective agents

New resistance
issues arise

Aventis and Roche

spin off antiinfective
business
Half of large U.S.
and Japanese Bristol-Myers Squibb,
pharmaceutical Eli Lilly, Wyeth,
companies end Procter & Gamble end
or decrease discovery of antiinfectives

discovery

GlaxoSmithKline
downsizes antiinfective
business

Increasing rates of VRE, MRSA nationally

VISA emerge in at least
7 U.S. states
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in 3 U.S. cities

Multidrug-
resistant
Pseudomonas
QEruginosa

Oxazolidinones
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The Return on Investment (ROI) on Antimicrobials

& Risk-adjusted net present value (NPVy)

(Return in future $$ after adjustment for the investment
and any lost income expressed in millions of $$)

- Oncologic agents NPV 300

- Neurologic agents NPV 720

- Musculoskeletal agents NPV, 1125

- Hyperlipidemia and hypoglycemic agents NPV, 1500

- Antibiotics NPV, 100



The GAIN Act

The Generating Antibiotic Incentives Now (GAIN) Act was passed
in an attempt to incentivize the development of new antibiotics—a
response to both growing rates of microbial resistance to
antibiotics and a dearth of new antibiotic products in
manufacturers' pipelines.

One of the GAIN Act's main provisions is Section 505E, which
grants companies an additional five years of market exclusivity if
they develop an antibiotic intended for a "qualified infectious
disease.”



Emergence of a new antibiotic resistance mechanism in India, Pakistan, and the UK: a
molecular, biological, and epidemiological study

Karthikeyan K Kumarasamy, MPhil, Mark A Toleman, PhD, Timothy R Walsh, PhD, Jay Bagaria, MD, Fafhana Butt, MD, Ravikumar Balakrishnan,
MD, Uma Chaudhary, MD, Michel Doumith, PhD, Christian G Giske, MD, Seema Irfan, MD, Padma Krishnan, PhD, Anil V Kumar, MD, Sunil
Maharjan, MD, Shazad Mushtaq, MD, Tabassum Noorie, MD, David L Paterson, MD, Andrew Pearson, PhD, Claire Perry, PhD, Rachel Pike, PhD,
Bhargavi Rao, MD, Ujjwayini Ray, MD, Jayanta B Sarma, MD, Madhu Sharma, MD, Elizabeth Sheridan, PhD, Mandayam A Thirunarayan, MD,
Jane Turton, PhD, Supriya Upadhyay, PhD, Marina Warner, PhD, William Welfare, PhD, David M Livermore, PhD and Neil Woodford, PhD

The Lancet Infectious Diseases

Volume 10, Issue 9, Pages 597-602 (September 2010)
DOI: 10.1016/S1473-3099(10)70143-2

Copyright © 2010 Elsevier Ltd Terms and Conditions
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The Lancet Infectious Diseases 2010; 10:597-602
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What can be done to reduce antimicrobial
resistance?

& Early microbiological diagnosis

& De-escalation of therapy

'::f:

Not prescribing an antibioitic is not lack of care, but is often ‘better care”

—  Get Smart Initative of the CDC
— Use of insulin or chemotherapy only when indicated

Handwashing campaigns
Strict isolation of multi-drug resistant organisms in hospital

Once initiated, completion of therapy

- -

Decreasing the role of antimicrobial use in agriculture



Susceptibility testing

Many Labs Use
Automated Testing
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Other Methods for Determining
Susceptibility

Kirby-Bauer
Disk Diffusion

Agar dilution



What can be done to reduce antimicrobial
resistance?

# Early microbiological diagnosis

& De-escalation of therapy

'::f:

Not prescribing an antibioitic is not lack of care, but is often ‘better care’

—  Get Smart Initative of the CDC
— Use of insulin or chemotherapy only when indicated

Handwashing campaigns
Strict isolation of multi-drug resistant organisms in hospital

Once initiated, completion of therapy

- -

Decreasing the role of antimicrobial use in agriculture



What can be done to reduce antimicrobial
resistance?

# Early microbiological diagnosis

& De-escalation of therapy

'::f:

Not prescribing an antibiotic is not lack of care, but is often ‘better care’

—  Get Smart Initative of the CDC
— Use of insulin or chemotherapy only when indicated

Handwashing campaigns
Strict isolation of multi-drug resistant organisms in hospital

Once initiated, completion of therapy

- -

Decreasing the role of antimicrobial use in agriculture
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What can be done to reduce antimicrobial
resistance?

# Early microbiological diagnosis

& De-escalation of therapy

'::f:

Not prescribing an antibioitic is not lack of care, but is often ‘better care’

—  Get Smart Initative of the CDC
— Use of insulin or chemotherapy only when indicated

Handwashing campaigns

Strict isolation of multi-druq resistant organisms in hospital

Once initiated, completion of therapy

- -

Decreasing the role of antimicrobial use in agriculture






What can be done to reduce antimicrobial
resistance?

# Early microbiological diagnosis
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Pharmacokinetic/Pharmacodynamic Profiles of Antimicrobials

Time>MIC AUC/MIC
time-dependent activity concentration-dependent activity

[\ [\

Penicillins Quinolones
Cephalosporins Aminoglycosides
Macrolides Azithromycin
Clindamycin Ketolides
Optimal profile: Optimal profile:
Free serum antibiotic level Free serum AUC/MIC ratio at least:
exceeds 25-30 for Strep. or other
MIC for at least 40-50% gram-positive bacteria, and 125 for

of dosing interval aerobic gram-negative bacilli



What can be done to reduce antimicrobial
resistance?

# Early microbiological diagnosis

& De-escalation of therapy

'::f:

Not prescribing an antibioitic is not lack of care, but is often ‘better care’

—  Get Smart Initative of the CDC
— Use of insulin or chemotherapy only when indicated

Handwashing campaigns
Strict isolation of multi-drug resistant organisms in hospital

Once initiated, completion of therapy

- -

Decreasing the role of antimicrobial use in agriculture







Disease State

Preferred

Alternative (for allergic patients)

Skin and soft tissue infection

Cellulitis without abscess or phlegmon

Cellulitis with abscess or phlegmon

Cellulitis with severe sepsis

Oral Therapy: Cephalexin

Intravenous Therapy: Cefazolin or oxacillin

Oral Therapy: Cephalexin plus trimethoprim/sulfa

Intravenous Therapy: Vancomycin

Intravenous Therapy: Vancomycin + ceftazidime

Clindamycin

Vancomycin*

Doxycycline

Daptomycin*

Vancomycin + ciprofloxacin*

Diabetic foot infection with ulcer or necrosis

Cefoxitin or Ampicillin/sulbactam

Clindamycin + ciprofloxacin*

C. difficile Colitis

Metronidazole PO (IV if unable to tolerate PO);

Vancomycin PO for severe disease

Vancomycin PO

Intra-Abdominal Infection

Diverticulitis, peritonitis, perforation, biliary tract infection

Diverticulitis, peritonitis, perforation, biliary tract infection
with severe sepsis

Cefoxitin

Cefepime + metronidazole

Ciprofloxacin* + metronidazole

Levofloxacin*# + metronidazole

UTl

Cystitis

Pyelonephritis

Oral Therapy: Nitrofurantoin for 5 days (creatinine
clearance must be >60/min)

Oral Therapy: Ciprofloxacin for 7 days

Intravenous Therapy: Ampicillin + ceftazidime

Trimethoprim-sulfamethoxazole for 3 days

Trimethoprim-sulfamethoxazole for 14 days

Ciprofloxacin*

Pyogenic meningitis

Adult

Adult (if Listeria a concern)

Dexamethasone first, then ceftriaxone (2 gm) + vancomycin*.
Consult ID.

Dexamethasone first, then ceftriaxone (2 gm) + vancomycin* +
ampicillin (2 gm). Consult ID.

Consult ID

Consult ID

Febrile neutropenia

Cefepime (add tobramycin if patient hemodynamically unstable due

to sepsis)

Ciprofloxacin* + tobramycin



Name
Date of Su

oxitin (2 gm) is gi

azolil

r

| Allergies (with reaction in parentheses) ==

TIONS

1
P
3

TTypieol Procedure

r (] Cardiac: CABG, prosthetic valve and other open-heart surgery [ Cefazolin 2 grams IV times 1 dose |
( ") Cardiology: pacemaker, defibrillator, other ‘

‘ ] Thoracic
‘\ ] Vascular
] Orthopedics

uld

for prophylaxis, re-dosing should occur if the wound remains open and if two (2) hours have elapsed since the initial dose was given (i.e., two hours after the initial dose)
) is given for prophylaxis, re-dosing should occur if the wound remains open and if four (4) hours have elapsed since the initial dose was given (i.e., four hours after the initial dose).

{ Re-dosing with 2 gm should occur every 4 hours until the wound has closed.

Fill in Height & Weight
Check box next to procedure
Check box next to antibiotic ordered =

Saint Vincent Hospital
Preoperative Surgical Antibiotic Orders
FOR USE ONLY WITH THE FOLLOWING SURGERY:
Cardiac General PEG Thoracic

DOB Colorectal Neurosurgery Podiatry Vascular
. ENT/Plastics  Orthopedics

I

0

H‘V Procedure

[] No antibiotics required for this procedure

inches All antibiotics must be started within | hour ol

for Vancomycin and Ciprofloxacin, |

kilograms which must be started within 2 hours of incision

] General: [] Breast

| Biliary Tract
) Gastroduodenal

‘ [] ENT/Facial Plastics

\
L

| [ PEG placen?n\?revisinn
["] Laparoscopic Cholecystectomy (age greater than or equal to 70)

|
Bt

|1 O Colorectal
[T1 Appendectomy

Practitioner's Signature

RN's Signature

AW

W.PO 25843 (Rev. 12/

0)

Preop Antimicrobial and Dose |
If patient has pre-existing prosthetic material in place or valvular heart disease, [
ider discussion with Infectious Disease

(] Cefazolin 3 grams IV times 1 dose if patient's weight is greater than or equal to 120 kg

. If Beta Lactam allergy or other indications as listed below: ‘
] Neurosurgery

— []vancomycin 20 mg/kg W=___  grams (round to nearest 250 mg) ‘

(] Podiatry ‘ Patient's weight: __ Kg

[[] Plastics @ ID recommends Vancomycin for cardiac surgery involving implantation of valves and prosthetic material |
‘ @ ID recommends Vancomycin for implantation of prosthetic material in non-cardiac surgery, or for patients with

[ Hernia ] Other ‘ any of the following: ‘

| <patient or family history of infection or colonization with MRSA |
‘ *History of admission to any healthcare facility within 2 years prior to the scheduled surgery
*History of treatment with antibiotics for any reason within 3 months prior 1o surgery [

(] Cefazolin 2 grams IV times 1 dose ‘
[~ Cefazolin 3 grams IV times 1 dose if patient's weight is greater than or equal to 120 kg \
If BETA LACTAM ALLERGY: |
] Ciprofioxacin 400 mg IV times 1 dose PLUS Clindamycin 900 mg IV times 1 dose J
[ Cefazolin 2 grams IV times 1 dose ‘
[ Cefazolin 3 grams IV times 1 dose if patient's weight is greater than or equal to 120 kg )
If BETA LACTAM ALLERGY:

] Clindamycin 900 mg IV times 1 dose

] Cefazolin 2 grams IV times 1 dose ‘
[] Cefazolin 3 grams IV times 1 dose if patient's weight is greater than or equal to 120 kg

If BETA LACTAM ALLERGY:

[ Clindamycin 900 mg IV times 1 dose - and - Ciprofloxacin 400 mg IV times 1 dose

\ (] Oral regimen given for colorectal procedure (check if yes) |
(7] Cefoxitin 2 grams IV times 1 dose - or -

‘ ] Cefazolin 2 grams IV times 1 dose -and - Metronidazole 500 mg IV times 1 dose - or-

‘ (7] Cefazolin 3 grams IV times 1 dose if patient's weight is greater than or equal to 120 kg
l If BETA LACTAM ALLERGY:
| ] Ciprofloxacin 400 mg IV times 1 dose - and - M

etronidazole 500 mg IV times 1 dose [

_ Date /Time:

a __ Date /Time

—— e
SDS / HOLDING AREA TV "IBIOTIC RECORD OF ADMINISTRATION i
Antibiotic #1: __ — = o Dose: __ Route: ‘

RN, CRNA, MD Date/Time: _ ‘

___ RN,CRNA,MD Date/Time: ___ S 7J

Signature s

Antibiotic #2 _ Dose: Route: __

Signature:

R




Saint Vincent Hospital
Preoperative Surgical Antibiotic Orders
FOR USE ONLY WITH THE FOLLOWING SURGERY:

Gynecological / Hysterectomy

Name DOB: Genitourinary

Date of Surgery:

® If cefoxitin (2 gm) OR ampicilli/sulbactam (3 gm) is given for prophylaxis, re-dosing should occur if the wound remains open and if two (2) hours have elapsed since the initial dose was given (i.e., two hours after the initial dose).

© |f cefazolin (2 gm) is given for prophylaxis, re-dosing should occur if the wound remains open and if four (4) hours have elapsed since the initial dose was given (i.e., four hours after the initial dose).
Re-dosing with 2 gm should occur every 4 hours until the wound is closed.

Procedure:

Allergies (with reaction in parentheses)

|
[
- | No antibiotics required for this procedure

DIRECTIONS Height inches All antibiotics must be started within 1 hour of incision except ‘

1. Fill in Height & Weight i for Vancomycin and Ciprofloxacin,

2. Check box next to procedure Weight: ____ Kilograms which must be started within 2 hours of incision

3. Check box next to antibiotic ordered —

S =7 g TR

Type of Procedure Preop Antimicrobial and Dose ‘
If patient has pre-existing prosthetic material in place or valvular heart disease,
consider discussion with Infectious Disease

Gynecological [ ] Cefoxitin 2 grams IV times 1 dose

[]Abdominal Hysterectomy If BETA LACTAM ALLERGY ONLY:

[]Vaginal Hysterectomy [] Clindamycin 900 mg IV times 1 dose - and - Ciprofloxacin 400 mg IV times

e = - __1dose
[] Suction D&C for retained products of conception [_] Doxycycline 100 mg IV times 1 dose

Oral antibiotic regimen previously prescribe}i for propﬁylaxisrpﬁior to surgery:
[C]No [7] Yes — Antibiotic given:

[] Synthetic Pubovaginal Sling

[] Cefazolin 2 grams IV times 1 dose - or -
[] Cefazolin 3 gm IV times 1 dose if patient's weight is greater than or equal to 120 kg
IF BETA LACTAM ALLERGY ONLY:

[_] Clindamycin 900 mg IV times 1 dose - and - Gentamicin 5 mg/kg dosing weight IV
times 1 dose - Pharmacy to calculate dose

[] Clindamycin 900 mg IV - and - Gentamicin 5 mg/kg dosing weight IV times 1 dose.
Genitourinary Pharmacy to calulate dose
[] Urologic (radical pelvic with or without bowel involvement) | Ampicillin / Sulbactam 3 grams IV times 1 dose

If BETA LACTAM ALLERGY ONLY:

[] Ciprofloxacin 400 mg IV times 1 dose - and - Metronidazole 500 mg IV times
1 dose e = o

Oral antibiotic regimen previously prescribed for prophylaxis prior to surgery:
[CJNo [T]Yes — Antibiotic given:

[C] Ceftazidime 1 gram IV times 1 dose

[] Ciprofloxacin 400 mg IV times 1 dose - or -

[] Clindamycin 900 mg IV times 1 dose - and - Gentamicin 5 mg/kg dosing weight 1V|

| _times 1 dose. Pharmacy to calculate dose

Oral antibiotic regimen previously prescribed for prophylaxis prior to surgery:

[] Penile Prosthesis (insertion, removal or revision) | [INo [7]Yes— Antibiotic given: — v

[] Transrectal Prostate Biopsy

‘ [C] vancomycin 1 gram IV times 1 dose - and - Gentamicin 5 mg/kg dosing weight IV
times 1 dose. Pharmacy to calculate dose
["] Ampicillin / Sulbactam 3 grams IV times 1 dose

Practitioner's Signature: ___ Date / Time:

RN's Signature: Date / Time:

SDS / HOLDING AREA IV ANTIBIOTIC RECORD OF ADMINISTRATION

Antibiotic #1 o Dose: B _ Route:

Signature: __ RN, CRNA, MD Date/Time

Antibiotic #2: Dose: Route: —
Signature: RN, CRNA, MD Dute/Time: 5

W.PO FORM #26116 (Rev. 02/16)
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DOING A GOOD JOB HERE

Is Like Wetting Your Pants

In A Dark Suit

YOU GET A WARM FEELING
BUT NO ONE ELSE NOTICES




Applause!!







