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hospitalized, treat as below)

+aspiration pneumonia

or
—Respiratory FQ

amox-clavulanate

Patient Likely Pathogens Recommended Empiric Antibiotics Specific Agents $ per i+l Comments
Characteristics {Canadian-adapted from 1) 2005 Anti-infective Guidelinec® & Sample Adult Dosages 10d
2) IDSA2003 Update Mandell & 3) 2000 CIDS/CTS guidelines}
OUTPATIENTS Canadian 29205 | [JSA 5(2003),6(2003yeqe)
No modifying factors *Mycoplasma pneum. l:— Macrolide *Macrolide  or Erythromycinbase 250-500mgpogid | 13-17 | *compared to erythromycin, newer
(not asprevalent in elderly) [ 2" - Doxycycline *Doxycycline Erythromycin PCE 333mg po tid 25 macrolides more costly but better Gl
+Chlamydia pneumoniae | (Ketolide: may be optionif Tx | 1f recent antibiotic Tx: Clarith 2500 bid tolerance, od dosing & better H. influenzae
+Strep. pneumoniae failures or DRSP) *Respiratory FQ alone | = “laithromycin-zotlumgpob 80 cover ey(but S. pneumonia resistance %)
Some Reserving FQs for: *more severe cases with co-morbidity *those intolerant or *Macrolide™ & 1g XL pood cc 67 54 age (L h .'ph X q
failed on altemates +PRSP -penicillin resistant Strep. pneumoniae (MIC >4y ) amox te=evor amox-clav'#s= | @VAzithromycin 500mg po Dayl; 405 | *° ddy tx with azithromycin & 7 day tx s
Com(_)r b| d|ty —no recent Above p| us. 18— New Macrolide Macrolide™ or FQ Resp. then 250mg po Days 2.5 ‘W|th cl arll'(hrom)é(le n g; FQsis adeqduate 7
antibioticsor oral steroids | «H. influenzae (Ketolide: if Tx failures/DRSP; | Aspiration: Amox-clav or *dueto long t¥, 5 day tx ~ 10d Doxycycline preferred over TCN dueto
within past 3 months oM. catarrhali Doxycyclinein 2000 CND) clindamycin ; _ 80 better Gl tol erance and bi oavallabl_lty
. catarrhalis : . _ = @Telithromycin 800mg po od & BID (or OD) dosing; covers atypicals
Comor bidity — recent Above plus: -(Macrolideor Ketolide) + :"\?Aeﬁp' r?g%ﬂé done | Doxycycline 100mg po bid 19 1 «Ciprofloxacin [fii recommended —poor
antibiotics or oral steroids | *H.influ, Blactamase + (Amox/clav or 2G Ceph) Iacr0| e ¢ i Tome a@Levofloxacin ©500 ™™ pood = 49% | Strep. coverage/treatment failures
within past 3 months *M. catarrhalis {55}3';35:0 may g(; fpuon ifTx arli (ff‘_c?gcT(dagoz'ecf' 'rgzn o | = Gatifloxacin ®400mgpood 67 | *Cephalosporins lack atypical coverage &
bt algrancy, el e, e | -colorella pneumoptilia o ceome) | =@ Moxifloxacin 400mgpood | 69 | show increasing pneumococcal resistance
) ’ i f (e T . *
Lfailure, alcoholism, malnutrition, etc. (rarein SK) *Gram -ve r.OdS —Respiratory FQ__ i Amoxicillin 500-1000mg po tid . 14-19 I\FjlelrgCLZI n Ora?tnge)gcﬁ“?rr;?érafeh dueto
- - +Strep. & C. pneumoniae | -(Macrolideor Ketolide) + | *Respiratory FQ alone aYAmox/clav 875-2000mg po bid | 37-96 =cmg/L, dT1DA p >
Nursing home resident, . Amox/clay or 2°G Ceoh or v . o . better bioavailability, longer t1/2, L dosing
outpatient management (if *H. influenzae, S. aureus (K ol Tx ai /Dg?s,P) *Macrolide ™" & ="Cefuroximearei 9500mgpobid | 85 frequency, & more favorable MICs
p ag +Gram —ve rods {Ketolide:f T failures/DRSP} &Y Cefprozil 500mg po bid 81 ’

+Telithromycin is an option if Tx failure
or DRSP but has DI's, blurry vision & T$.

HOSPITALIZED INPATIENTS (initiation of antimicrobial therapy wit

hin 4hour s associated

with lower mortality) *° (Ptsin FINE risk class I-11| may be treated as outpatients)*?

General Ward admission | Strep. & M. pneumoniae | (2 or 3“or 4"G Ceph) + [ *Respiratory FQalone | Gatifloxacin & 400mg IV g24h 350 | *Cdn CAP group favor monotherapy with
+Chlamydia pneumoniae (Macrolide or Ketolide) é@ﬁiﬁ”iggggﬁ: “) | Levofloxacin ©500-750mg IV q24h 350 | FQs; USIDSA isconcerned that misuse
*H. influenzae sgram -ve {Ketolide:if Tx failures/DRSP} cef?riaxone irtapenem" Moxifloxacin 40ng IV g24h 350 & overuse of FQs may ™M resistance rates
. . R o olie, o (or p_ofluo_rpqw nolones asabove) | (49-69) echoice of 2™ 39 or 4™ gen cephal osporin
Legionella pneumophilia | _Respiratory F meroorimipenemped.etesstarce} 19, gen cephal osp
espiratory FQ Cefuroxime % 750mg 1V g8h 100 :
ICU Above plus: —39G Ceph IV + +Blactam {cefotaxime . dependent on local resistance
b > C - Cefotaxime % 1g 1V g8h 225 | 4 odiust d f itv/renal functi
+Enteric gram —rods Macrolide ceftriaxone, ertapenem; | ceftriaxone 19 IV a24h 350 just doses for severity/renal function
(eg. Klebsiella, Enterobacter o (pipitaz, mero or imipenem o8 g'vd 30 | *Penicillin3VU 1V geh or ampidillin @
Serratia A’cinetobacter) ; -3 G'Ceph IV + -in Med Let if resistance issuesg Cefepl me < 1glv q12h 1-2g 1V g6h till OK for Strep pneum if
. , Respiratory FQ Macrolide™ or FQFe= | Erythromycin 500mg IV géh 500 MICS2 g, but if MIC >2,4 aFQ Resp.
- aureus {Using Plactamflactam Inh or the | {if severelyill +AMGu=1ey | Azithromycin 500mg IV q24h x5d = 110 in® 1am IV q12h
If antibiotic usage history in past 3 months, 39G Ceph in CND=guidelines} | #|f Blactam allergy: o or po as above or van(_:orf;no%%rﬂv X q%g]‘ g.ch or
consider selecting antibiotic from different class. If beta-lactam allergy: Respiratory FQ +/- Tazocin & 3.375g 1V g6h 700 | linezolid may be needed
Respiratory FQ + clindamycin | Clindamycin (dose/cost of oral agents above)
ICU, risk of Pseudomonas | Above plus: 1% —antiP FQ + antiP santiP Blactam + ciprofl. | Ciprofloxacin % 400mg IV q12h 660 | *Aminoglycoside cost based on 5mg/kg/d
stic Fibrosis, HIV +Pseudomonas species Blactam (+/- AMG) [ *antiP Blactam + AMG | Ceftazidime ©2g IV q12h (or1-2ggsh) | 250 | x70kg adult, normal renal fx; {lengthen
(Cy J ’ nd . Resp. | d - g q
gructural lung disease, 2%~ triple 1V therapy.: ‘Jl'f %:Igctam%lrl'gxrﬁd{a,e) Imipenem & 500mg IV géh 999 | dosinginterval if elderly, I renal fx, etc.}
bronchiectasis, recent stay in "?AnnP[?_Idactaml: . | ciprofloxacine amee | Meropenem -2 1gm IV g8-12h g75uz 5-7mg/kg if younger, normal CrCl
hospital esp. in the ICU) Al\a/lc (r30| e(rFQ) (clindamycin or vancomycin) | Gentamicin ‘%’i- 3-7mg/kg IV g24h 50 7mg/kg for more severe infection
| (dose/cost of other agents as above) || Tobramycin & 3-7mg/kg IV g24h 90 | *Tobrabetter than gent for Pseudomonas
i H +QOral anaerobes 1% — Amox/clav + Amox-clavulanate or Clindamycin  300mg po gi 54 +*Moxifloxacin & gatifloxacinhave
Aspiration . lindamyci g po qid Moxifloxacin & gatifloxacin & have |
h (+/- Macrolide) clindamycin or 600mg 1V gsh 110 anaerobic coverage (~monotherapy~™ "")
(dose/cost of other ; Med Let givq f i
Pneumonia 2 _ Clindamycin or (metronidazole ™ ™) | Metronidazole 250mg po tid 10 | *po bicavailability:
ents as above) gp ! . _
a {Metronidazole (+/- FQ)} 500m9 IV gl2h 25 metronidazole~100%; clindamycin~90%

& = EDSin Sask X = non-formulary in Sask @=prior approval for NIHB coverage ¥=covered by NIHB ®=not NIHB Cost= approximate $ drug cost per 10 days unless noted otherwise noted & =L dose for renal dysfunction
Amox/clav= amoxicillin+clavulanate CLAVULIN AM G= aminoglycoside (tobramycin>gentamicin against Pseudomonas) Blactam/lactam Inh (inhibitor) = Amox/clavulanate (oral), piperacillin/tazobactam TAZOCIN

2"G Ceph (cephal osporin)= cefuroxime CEFTIN, cefprozil CEFZIL; 3G Ceph= cefotaxime CLAFORAN, ceftriaxone ROCEPHIN, cefixime SUPRAX (oral); 4™G Ceph= cefepime MAXIPIME

Macrolide= erythromycin, clarithromycin BIAXIN, azithromycin ZITHROMAX New macrolide= clarithromycin, azithromycin Ketolide=Telithromycin KETEK PRSP = penicillin resistant S. pneumoniae (ie MIC >4mg/L).

ISR [IiIegEY: antiP Blactam = imipenem PRIMAXIN, meropenem MERREM, ceftazidime FORTAZ, cefepime MAXIPIME, piperacillin/tazobactam TAZOCIN; antiP FQ = ciprofloxacin CIPRO

Respiratory fluoroguinolones (FQ ") = gatifloxacin TEQUIN, levofloxacin LEVAQUIN, moxifloxacin AVELOX (NOT ciprofloxacin unless pseudomonas suspected); TCN = tetracycline
é LCEUNEIIRe e e]y] variable (typically 7-14 days or 4-5 days post-improvement; longer if complicated; 2-3 weeks treatment suggested for Legionella, also

[BJeYs —may need adjustment for severity of illness, renal function, etc.

DRSP=drug resistant
S. pneumoniae

for C. pneumoniae & M. pneumoniae due to risk of relapse). [RECHIEMISY: ‘B’ no evidence of risk (in animal studies or uncontrolled human studies) cephal osporins, penicillins, erythromycin , azithromycin, clindamycin & metronidazole.
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