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PROGRAM OVERVIEW

Welcome to the Antibiotic Resistance Fighter
Pharmacist Curriculum! \l

This module is focused on: optimizing the treatment for

patients with community acquired pneumonia (CAP).

Community Acquired Pneumonia

(Click fo view objectives)

Join ADSP in the fight against antimicrobial resistance!
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OBJECTIVES

Recommend empiric
community acquired
pneumonia (CAP) therapy
including gram-negative
coverage, and gram-positive

coverage.
(Click the first objective to begin)

Facilitate conversion from IV
to oral for CAP and
communicate best durations
based on clinical stability.
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ADSP guidelines on community acquired pneumonia

See ADSP CAP guideline for more details on ADSP

Refer prescribers to the
Infection Order Setor ED
Antibiotic Order Set,
NM'’s EHR will
auvtomatically pullin
historical culture
information for within
the CAP section of the
order set.
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Empiric therapy

FLOOR PATIENTS WITH CAP

Ceftriaxone + azithromycin

For history of respiratory Pseudomonas

aeruginosa within the past year: obtain

sputum culture. Avoid anti-pseudomonal
therapy.

SEVERE CAP

(septic shock requiring pressors, new infubation, or
impending ICU transfer due to CAP)

Cefiriaxone + azithromycin

History of respiratory Pseudomonas
aeruginosa within the past year:
(cefepime or piperacillin-tazobactam) +
azithromycin

If clinical features concerning for MRSA (empyema or lung necrosis/cavitation on imaging):
Consider additional coverage with linezolid or vancomycin
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Rationale for Pseudomonas recommendations

Qver d ZIyer::r period, patients with a Did Pseudomonas grow in a respiratory culture in
diagnosis of CAP across the NM system were the past year? «uco

included in the study.

* 9196 NM system CAP patients included .' ‘

* In all, prevalence of CAP patients with No (9,085) Yes (111)

Pseudomonas across NM was only 1.2%
Of these, did Pseudomonas CAP develop this

admission? (cuck

No: 0.88% P<0.0001 Yes: 28.8%
(80/9,085) (32/1M)
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Finding from internal study: Pseudomonas Risk Factor Validation

The following factors were NOT found to be predictive for Pseudomonasin a multivariable analysis:
x Previous hospitalization within 90 days
x Admitted from a nursing home

x Tube feeds

x Immunosuppression
x Recent antibiotics

x Gastric acid suppression
x IDSA CAP Guideline Algorithm
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Benefits of ceftriaxone

Piperacillin-tazobactam or Cefepime

* Increased risk of subsequent gram-negative * Once daily ceftriaxone vs. three times daily
resistance (4% per day increased risk)’ piperacillin-tazobactam or cefepime
+ Association with increased mortality? * Lower sodium and fluid load for patients with

fluid status concerns or heart failure

* No renal dose adjustments
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MRSA

* Prevalence of MRSA at NMH and LFH was 1.1% (21/1893) in patients with CAP admitted over 2 years

* MRSA coverage should be based on clinical presentation consistent with MRSA, NOT pre-admission
risk factors
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MRSA Nares

Negative and positive predictive value of MRSA nares:
Negative MRSA Nares Positive MRSA Nares
Useful in ruling out MRSA CAP NOT useful in diagnosing MRSA CAP

* Many people are colonized in their nose with MRSA
* Positive predictive value is <50% across studies
= As good as a coin flip (or worse)
» Negative predictive value is >95% across CAP studies » Most CAP patients with positive nares do not need
MRSA treatment. MRSA CAP is not a subtle
Action: if MRSA therapy is included in CAP regimen, presentation.

discontinue coverage
Action: Use clinical presentation criteria and follow

cultures to determine if treatment of MRSA is needed
when nares are positive
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Azithromycin vs doxycycline for atypical coverage

Advantages to azithromycin over doxycycline for CAP treatment

+ A 2025 matched cohort review of 2671 patients who received doxycycline vs. 2671 patients who
received azithromycin in addition to B-lactam therapy for CAP showed lower mortality and more

hospital free days with azithromycin.

* According to the package insert, following a 500mg |V dose of azithromycin, the QTc increases 5 ms
with an upper 95% confidence interval of 10 ms.?

* In summary: azithromycin has better efficacy in treating hospitalized patients with CAP than
doxycycline with minimal increases in QTc.

» Action: Recommend azithromycin over doxycycline unless strong contraindication to azithromycin.
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DURATION AND IV TO ORAL
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Clinical stability based duration

Duration based on clinical stability criteria has been studied and is endorsed by the IDSA/ATS guidelines.
Rationale:

Dinh 2027 Uranga 2016
* Double-blind, non-inferiority, randomized, * Multicenter, noninferiority randomized
placebo-controlled trial clinical trial. Minimum of 5 days and
» For patients hospitalized for CAP reaching temperature <37.8 °C + 4/5 signs of stability
clinical stability criteria, discontinuing beta- * Duration of antibiotics based on clinical
lactam after 3 days of was non-inferior to 8 stability criteria can be safely implemented

days of treatment in hospitalized patients with CAP
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Clinical stability criteria

Review the “Clinical Stability Criteria and Actions” in the
CAP guideline for more details on ADSP

Afebrile (<37.8C) x48 hours, O2 saturation =2 90% on room
air (or O2 needs returned to baseline) AND 2 of the
following:

* Heart rate < 100 BPM
* Respiratory rate < 24 breaths per minute

» Systolic blood pressure = 20 mmHg

o 0P

“Stop when they're
stable!”
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Clinical stability actions

Review the “Clinical Stability Criteria and Actions” in the CAP guideline for more details on ADSP

Actions once stability criteria are met:

« Consider alternative » Switch to oral antibiotics » Discontinue antibiotics
diagnoses « Set 3-5-day antibiotic duration of therapy « If still not stable: Consider

+ Switch to oral antibiotics alternate diagnoses/
+ Set 3-day antibiotic duration complications or pulmonology
of therapy or ID consult

Does NOT apply to ICU patients with severe CAP, immunocompromised, severe chronic lung disease (like bronchiectasis),
complications (like necrotizing, lung abscesses or empyema), or confirmed infection with 5. aureus, P. aeruginosa, or

Legionella spp.
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Switching to oral

=
¢

If patients are improving but not yet
meeting all stability criteria, switch
to an oral option.

IS THE PATIENT

+ Able to take enteral medications

* Hemodynamically stable
* Improving clinically

* Trend fowards improving fever curve and improving
white blood cell count

Normally functioning gastrointestinal tract

Review the “Antibiotic Treatment Table” of the CAP for
oral antibiotic recommendations.
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Key pharmacist CAP interventions

\

Intervene on empiric

coverage when
appropriate, like switching Switch from |V to oral Recommend durations Document interventions
from piperacillin- options. based on clinical stability. per usual daily practice.

tazobactam to
ceftriaxone.
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