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Practice Guidance for JUDICIOUS USE OF ANTIBIOTICS

OTITIS MEDIA"?

“Qtitis Media with Effusion does not require antibiotic treatment.”

SIGNS OR SYMPTOMS OF

AND MIDDLE EAR INFUSION
(Bulging Red or Yellow TM)

BOTH ACUTE INFECTION (Ear Pain, Fever)

y YES YES y

NO y

Mild symptoms in patient
> 2 years old

ACUTE OTITIS MEDIA (AOM)
1)Presence of effusion (seen on examina-

OTITIS MEDIA WITH EFFUSION (OME)

tion and/or confirmed by pneumatic otoscopy {

or tympanomery) AND Consider Symptomatic Treatment
2)Signs or symptoms of acute infec- Geclonlon)

tion (ear pain, fever), loss of normal land- *

marks and luster

Improvement 48-72 Hours?

NO YES
Y

OBSERVATION AND SYMPTOMATIC
TREATMENT:
Analgesics and Antipyretics

Are any of these Risk Factors present:
Under 2 yrs old, In daycare, Antibiotics in past 3 months

Presence of effusion (seen on examination
and/or confirmed by pneumatic otoscopy
or tympanometry)

WITHOUT

Signs or symptoms of acute infection.
Nonspecific signs and symptoms (rhinitis,
cough, diarrhea) may be present.

Antibiotics are not indicated for
effusion < 3 months duration.’

Meta-analysis of all known studies
showed only marginal short-term benefit
and no long-term benefit (> | month) of anti-
biotic treatment.’

If > 3 months duration:
ENT referral, hearing assessment

vy NO I YES y

NO RISK FACTORS: RISK FACTORS PRESENT:’
e Amoxicillin: 45mg/kg/day in 2 or 3 o Amoxicillin: 90 mg/kg/day’ in 2 or 3
divided doses x 10 days. Give x 5-7 days divided doses x 10 days. Give x 5-7 days
if > 2 yrs old and uncomplicated if > 2 yrs and uncomplicated
e True Penicillin allergy:” Trimethoprim- e True Penicillin allergy:” Cefuroxime, Cef-
sulfa, Azithromycin, or Clarithomycin® podoxime, or Cefdinir’ and/or allergy consult

v

Improvement after 3 days?
(Persistence of effusion alone is not an indication for change in Rx)

Continue treatment

v NO

e Amoxicillin 90mg/kg/day Clavulanate 6.4mg/kg/day™ in 2 or 3 divided doses x 10 days
Or: Cefuroxime, Cefpodoxime, Cefdinir or Ceftriaxone IM (for patients unable to tolerate PO)
¢ True Penicillin Allergy:” see note on back

Call practitioner if symptoms worsen or if no better after 2 days.
(If still no resolution, consider tympanocentesis, ENT referral.)
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Y

YES Call practitioner anytime if

symptoms worsen again.




COMMON PATHOGENS IN AOM

Incidence  Spontaneous
Organism Rates Remission
Streptococcus pneumoniae  30-35% 10%
Hemophilus influenzae 20-25% 50%
Moraxella catarrhalis 10-15% 90%

WHEN TO USE ANTIBIOTIC PROPHYLAXIS’

¢ Limit to recurrent otitis media:
— At least 3 distinct, well documented episodes in a six
month period, or
— At least 4 episodes in a 12 month period

¢ Amoxicillin 20 mg/kg/day (single dose hs) is the
preferred agent

* Treatment should be limited to 3-6-month courses

PREVENTION:®

e Vaccination:
All newborns and children < 2 yrs should receive Prevnar.™
Children with recurrent infections should receive
Influenza vaccine if > 6 mo
23-valent Pneumococcal vaccine if > 2 yrs'

¢ Cigarette smoke avoidance/cessation

e Consider allergen and irritant avoidance
¢ Consider tubes

* Encourage breast feeding

¢ Consider daycare avoidance
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NOTES:

* True Penicillin Allergy: history of urticaria or anaphylaxis
to a penicillin are indicative of true allergy. Morbiliform and
maculopapular rashes are not indicative of true allergy.

If history of penicillin anaphylaxis, consult an allergist
before prescribing a cephalosporin.

** This dose ratio may not be available as a fixed combination.

Clavulanate dose should not exceed 10mg/kg/day.
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This guideline is intended as a general reference. Practitioners should always independently assess each patient to evaluate whether care is indicated and what care and follow-up
treatment may be appropriate under the circumstances presented. The clinical guidelines and information featured in this document are intended as an analytical framework for
the evaluation and treatment of your patients. These Guidelines are not intended to replace your best clinical judgement or establish a protocol for all patients. We know that

there is rarely one approach in treating a patient’s clinical presentation.
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ACUTE PHARYNGITIS

“Use antibiotics only for proven Group A Beta-hemolytic Streptococcus.”

PRESENTING WITH: FEVER, ERYTHEMA, PURULENT EXUDATE IN PHARYNGEAL-
TONSILLAR AREA, PROMINENT ANTERIOR CERVICAL LYMPH NODES®

(This guideline does not apply to adults with a history of rheumatic fever, valvular heart disease, immunosuppression,

or recurrent or chronic pharyngitis.)

CHILDREN:'
Rapid Strep Screen
If negative,

Strep Culture Optional
(at the discretion of the treating provider)

the following:’

ADULTS (No need to diagnose
or treat mild cases)’
Rapid Strep Screen if 2 or more of

Hx of fever, exudative tonsils, anterior

cervical lymph nodes, absence of cough
Do not routinely culture Rapid
Strep negative adults’

!

STREP NEGATIVE (ALL AGES)>®

Symptomatic Treatment Only
No antibiotic required
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TREAT SORE THROAT AND OTHER SYMPTOMS
Evidence strongly supports appropriate symptomatic treatment of both Strep negative
and Strep positive individuals. Patient satisfaction with the office visit for sore throat has
been shown to be more closely related to effective doctor-patient communication than

to prescription of antibiotics.>®

Symptomatic Treatments for Pharyngitis:

Analgesics/Antipyretics
Topical anesthetics
Saline gargle

Y

Y

STREP POSITIVE CHILDREN’
Select one of the following regimens:

If culture obtained, await results before treating.

¢ Penicillin VK tablets 25-50mg/kg/day,
BID or TID

e Amoxicillin liquid 40mg/kg/day,
BID X 10 days

¢ IM Benzathine penicillin 25,000
Units/kg single dose IM (max. dose 1.2
million Units)

o [f Penicillin allergy, Erythromycin
(EES 40mg/kg/day, BID), or Cephalexin
25-50mg/kg/day, BID x 10 days

STREP POSITIVE ADULTS’
Select one of the
following regimens:
e Penicillin VK 500mg BID
or TID x 10 days
® Benzathine penicillin single
dose IM 1.2 million Units
e [f Penicillin allergy, Erythromycin or
Cephalexin




NOTES:

* Even with this constellation of symptoms, Group A beta-
hemolytic streptococcus (GABS) is present only in a minority
of patients.”

¢ Antibiotic treatment will effectively prevent Rheumatic Fever if given
within 9 days of onset of illness.

¢ Antibiotic treatment for symptomatic relief is only effective for GABS,
and only if initiated within 48 hours of symptom onset.

o QOther organisms to consider: rhinovirus, corona virus, parainfluenza,
influenza, adenovirus, Epstein-Barr virus, CMV, coxsackie virus, Herpes
simplex, Neisseria gonorrheae, Mycoplasma pneumoniae, Chlamydia
pneumoniae.

¢ Beta hemolytic Streptococcus Groups C and G infections are self-
limited and rheumatic fever does not occur. They are not detected
by rapid Streptococcal antigen testing.

e Satisfaction with the practitioner visit predicts duration of illness and
closely relates to how well concerns are dealt with—unless patients
are very ill, practitioners should consider exploring concerns and
should avoid or delay prescribing antibiotics.”
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ACUTE UNCOMPLICATED SINUSITIS

" Approximately 2/3 of sinus infections resolve without antibiotics.” "'

Pediatric:

e Persistent nasal discharge?

e Daytime cough?

e Not improving at 10-14 days

DIAGNOSIS OF ACUTE SINUSITIS
IN THE IMMUNOCOMPETENT PATIENT:

Sinus radiography should not be used in routine cases to diag-
nose acute rhinosinusitis.*’

Adult:*

e Purulent nasal discharge

* Maxillary pain (esp. unilateral)

e Unilateral sinus tenderness

* \Worsening after initial improvement
e Not improving at 7-10 days

v

v

PATIENT PRESENTS WITH
ACUTE SEVERE SINUSITIS:

Pediatric and Adult,

Acute Severe (Uncommon):”

e High (>39°C) or persistent fever
(> 3-4 days)

e Periorbital swelling

¢ Severe facial/dental pain

e These symptoms need immediate
attention, regardless of duration.

< 7-14 days duration (or longer if improv-
ing) OR symptoms are mild**

v

Symptomatic Treatment:

Saline irrigation, analgesics/antipyretics,
topical and/or oral decongestants, moisture.
(Antibiotics do not effectively treat URI or
prevent bacterial sinusitis.)

Call practitioner if symptoms
do not improve after 4-5 days of
additional treatment

Moderate to severe symptoms, persistent mucopurulent discharge
and/or daytime cough, without improvement for 7-10 days (in adults)
or 10-14 days (in children) or longer

Y

Are any of these Risk Factors present: Under 2 yrs old, In daycare,
Antibiotics in past 3 months or Recurrent infections

y NO

YES §

NO RISK FACTORS PRESENT
(CHOOSE ONE):

NOTES:

* True Penicillin Allergy: history of urti-
caria or anaphylaxis to a penicillin are
indicative of true allergy. Morbiliform
and maculopapular rashes are not
indicative of true allergy.

If history of penicillin anaphylaxis,
consult an allergist before prescrib-
ing a cephalosporin, or consider
antipneumococcal fluoroquinolone
as last choice if > 18 yrs old.

** This dose ratio may not be available as
a fixed combination. Clavulanate dose
should not exceed 10 mg/kg/day. Using
2 products (e.g., amoxicillin 500 mg +
Augmentin 500 mg) may be necessary
to achieve the desired ratio.
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¢ Amoxicillin: Adults: 1500 mg/day
in 2 or 3 divided doses;” Children:
45mg/kg/day in 2 or 3 div. doses

e True Penicillin allergy:*
Trimethoprim-sulfa or
Clarithomycin

Continue 7 days beyond
substantial improvement.

RISK FACTORS PRESENT
(CHOOSE ONE):
¢ Amoxicillin: Adults: 3 Gm/day, in
2 or 3 divided doses; Children: 90
mag/kg/day, in 2 or 3 divided doses"
e True Penicillin Allergy:*
Cefuroxime, Cefdinir or
Cefpodoxime and/or allergy consult

Improvement after 48-72 hours? Persistence of drainage
alone is not indication for change of Rx.

\

4

NO

Y

¢ Amoxicillin: Adults: 3 Gm/day + Clavulanate 6.4 mg/kg/day,** in 2 or 3 divided doses
Children: 90mg/kg/day plus Clavulanate 6.4 mg/kg/day,™ in 2 or 3 div. doses,'”
¢ OR: Cefuroxime or Cefdinir or Cefpodoxime
¢ For True Penicillin allergy:” Consider Antipneumococcal fluoroquinolone in
patients > 18 years old
Continue 7 days beyond substantial improvement.
If no improvement, consider referral and/or sinus imaging.




WHEN BACTERIAL INFECTION IS PRESENT
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ACUTE UNCOMPLICATED BRONCHITIS

(In Otherwise Healthy Individuals)

“Evaluation should focus on clinically ruling out more serious illness, particularly pneumonia.”"

“Patient satisfaction with care for acute bronchitis depends most on practitioner-patient communication,
rather than whether an antibiotic is prescribed."?

ACUTE COUGH-LIKE ILLNESS
WITH OR WITHOUT FEVER
AND SPUTUM PRODUCTION*

Y

SIGNS OF PNEUMONIA PRESENT?’

e Respiratory distress YES
e Heart rate > 100/min

e Respiratory rate > 24/min
e Oral temperature > 38°C
e Rales, egophony, fremitus

Consider Pneumonia
Diagnosis®
(See COMMUNITY ACQUIRED
PNEUMONIA Guideline)

Y

NO

A

/

Chest X-Ray usua

5
Ily not necessary

v

Y

4

v

< 10-14 days duration,
and well appearing

Cough prolonged > 10-14 days®

9,10

Cough prolonged 4-8 weeks

Y

\

/

Y

SYMPTOM CONTROL*®
e Antitussives
e Vaporizer
o Albuterol trial where appropriate’
e |rritant, dust and dander control

Consider Pertussis

if high probability

8
of exposure

A

/

Y

If confirmed

with culture:

Macrolide or TMP/SMX

Consider Alternative Etiologies:"
¢ Asthma, Reactive Airway Disease
e Foreign Body
e Tuberculosis
e Cystic Fibrosis, COPD,

Bronchiectasis, etc.

DISCUSS WITH PATIENT®
e Lack of benefit of antibiotics
e Natural history of illness
e Risks related to antibiotic use

* Acute bronchitis is a clinical diagnosis referring to an acute respiratory tract infection lasting less than 3 weeks in which

cough is the predominant feature.
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TREATMENT OF ACUTE BRONCHITIS KEY POINTS:

¢ The Infectious Diseases Society of America
recommends using antibiotics only when severe
or persistent disease (>14 days)8 and when
reasonable likelihood of Pertussis exists.'"”

® 90% of uncomplicated acute bronchitis has
nonbacterial cause.

e Randomized, placebo-controlled studies fail to support
a role for antibiotics."”

e Routine antibiotic treatment is not recommended,
regardless of cough duration.

e Causes of ambulatory illness with chief symptom of
cough: 70% acute URI, 6% asthma, 5% pneumonia.'*
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