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DISCLOSURE
• “I’m a meropenem”

• Bias: 
• “one solution fits all”!

https://quiz.tryinteract.com/#/59e68e3a8ecd1200126656e8



CONCLUSIONS
• There is no absolute standard in literature that obligates a 

hospital to keep a local antibiotic guide.

• Overall local resistance rates are poorly standardized
• performant benchmarking is feasable. 

• National guidelines should include the resistance% that was 
used (or not available) and should mention cut-off’s

• Clinical “resistance risk assessment” in the patient is at 
least as important as local, limited resistance data

• In the near future, it seams feasable to use only a central, (if
very practical), national Belgian IGGI guideline = KISS
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“THE QUESTION”
“…may copy most of the

recommendations, but takes into account 
local epidemiology of infectious diseases, 
microbiology and resistance data as well 

as clinical experience and tradition.”
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LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
• CDC: 

• Policies that support optimal antibiotic use:
• Develop and implement facility specific treatment recommendations:

• Facility-specific treatment recommendations, based on national guidelines 
and local susceptibilities and formulary options, can optimize antibiotic 
selection and duration, particularly for common indications for antibiotic use 
like community-acquired pneumonia, urinary tract infection, intra-abdominal 
infections, skin and soft tissue infections and surgical prophylaxis.

• Infection and syndrome specific interventions:
• Urinary tract infections (UTIs):

• “…and ensuring that patients receive appropriate therapy based on local 
susceptibilities…” 



LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
• IDSA: III.3: Should ASPs Develop and Implement Facility-

Specific Clinical Practice Guidelines for Common 
Infectious Diseases Syndromes to Improve Antibiotic 
Utilization and Patient Outcomes?
• We suggest ASPs develop facility-specific clinical practice 

guidelines coupled with a dissemination and implementation 
strategy (weak recommendation, low-quality evidence).
• Comment: Facility-specific clinical practice guidelines and algorithms 

can be an effective way to standardize prescribing practices based on 
local epidemiology. ASPs should develop those guidelines, when 
feasible, for common infectious diseases syndromes.



LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
• SWAB: 5.9: “Should a current local antibiotic guide be

present in the hospital and should the local antibiotic
guide correspond tot the national antibiotic guidelines?”



LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
• SWAB: 5.9: experts (RAND-modified Delphi* procedure):

• “Local antibiotic guide present in the hospital and having this guide 
corresponding to the national antibiotic guidelines were considered 
important structure quality indicators for appropriate antibiotic use 
in hospitalized adults,”

• “empirical therapy prescribed according to the guideline has been 
shown to have beneficial effects on clinical outcome, adverse 
events and costs. Therefore, it is essential to have an antibiotic 
guide with recommendations for empirical therapy, regardless
whether this is a local guide or a version of the national guideline.”

*The method entails a group of experts who anonymously reply to questionnaires and subsequently receive 
feedback in the form of a statistical representation of the "group response," after which the process repeats 
itself. The goal is to reduce the range of responses and arrive at something closer to expert consensus. 



LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
• SWAB: 5.9: experts (RAND-modified Delphi procedure):

• “Local resistance data should guide the recommendations in the 
local antibiotic guides.”
• NethMap 2016 shows that, in the Netherlands, minimal variations exist 

in local resistance rates, which are not sufficient to explain the 
differences between policies in the antimicrobial guides.
• Local resistance rates are only by exception a reason to deviate from the 

national guidelines.
• Deviations from the national guidelines should be explained explicitly   



LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
“based on international/national EB-
guidelines and local susceptibility
(WHEN POSSIBLE)”



LOCAL (ONLINE) “AB-GUIDE”: (STILL) 
NECESSARY?
• BAPCOC: yearly activity report

• Not included anymore?

• NIAZ/Qmentum: Infection prevention and management 
(2018-01-31)
• Not (yet) included?

• JCI Hospitals (6th edition, 2017)
• AB-Stewardship (based scientific evidence)



CONCLUSIONS
• There is no absolute standard in literature that obligates a 

hospital to keep a local antibiotic guide.

• Overall local resistance rates are poorly standardized
• performant benchmarking is feasable. 

• National guidelines should include the resistance% that was 
used (or not available) and should mention cut-off’s

• Clinical “resistance risk assessment” in the patient is at 
least as important as local, limited resistance data,

• In the near future, it seams feasable to use only a central, (if
very practical), national Belgian IGGI guideline



LOCAL RESISTANCE: CLSI M39-A4

https://www.uzleuven.be/nl/laboratoriumgeneeskunde/
overzicht-cats-microbiologie
https://www.uzleuven.be/nl/laboratoriumgeneeskunde/
overzicht-cats-microbiologie



LOCAL RESISTANCE? 

• Multiple questions!
• Statistics/queries: who does what?

• Who does the same (within network, region,…)? 
• Resistance (R+I) and/or epidemiology (>30 isolates?)

• Fi. ESBL
• Outpatient, inpatient, day care, specimen type, duplicates?
• LIS? (GLIMS> Cortex> Molis> Java-LIS,…)

• Benchmark?
• No Nethmap (2018) www.rivm.nl/bibliotheek/rapporten/2018-0046.pdf
• What was “% resistance” in the guidelines, experts,…?

• What are the cut-off’s that trigger “action”?
• Who dares adapting AB-profylaxis (surgery)?

• (No) deviation (inter)national guidelines without “evidence”
• Which % resistance “scales up” empiric therapy?

Van Herendael B., Bilulu vzw, 2018



LOCAL RESISTANCE? 

• Some answers:
• CLSI M39-A4
• WIV/Sciensano surveillance MDRO’s

• http://www.nsih.be/surv_mrgn/download_nl.asp
• Glims Users Microbiology (GUM)

• An Boel (OLV-Aalst) and Patricia Vandecandelaere (Ieperman, Ieper)
• Standardisation (fi. doubles), implementation HD4DP

• Benchmark?
• No Nethmap (but participation OK?)

• annelot.schoffelen@rivm.nl (T: +31 (0)30 274 2445)
• ISIS-AR (https://www.isis-web.nl/) 

• Future: HealthData (BE)
• HD4DP (https://healthdata.wiv-isp.be/nl/projecten) 

• “Health Data for Data Providers” (LOINC, SNOMED, ReTaM)
• Sentinel labs, Nosocomial sepsis, (EARSS)

www.interactieopleidingen.nl 16/05/18



INITIATIVE: UNITY OF LANGUAGE 
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LOCAL RESISTANCE? CUT-OFF? 

• Some answers:
• Wiersinga et al. Management of community-acquired pneumonia in 

adults: 2016 guideline update from the Dutch Working Party on 
Antibiotic Policy (SWAB) and Dutch Association of Chest 
Physicians (NVALT). The Netherlands Journal of Medicine, 2018 
• S. pneumoniae: doxy 9% R



LOCAL RESISTANCE? CUT-OFF? 

• Some answers:
• Guideline mentions (very occacionally) specific resistentance-ratio!

• Guidelines for the Selection of Anti-infective Agents for Complicated 
Intra-abdominal Infections. IDSA, CID, 2010
• CA-infection: Quinolone-resistant E. coli have become common in some 

communities, and quinolones should not be used unless hospital surveys 
indicate >90% susceptibility of E. coli to quinolones (A-II).



LOCAL RESISTANCE? CUT-OFF

• Some answers:
• Ullmann et al. Diagnosis and management of Aspergillus

diseases: executive summary of the 2017 ESCMID-ECMM-ERS 
guideline. Clin Microbiol Infect, 2018 May;24

• Rijnders B. Optimal Use of Antibiotic Therapy. Ede, 2018
• Adaptation of local policy: 3 consecutive years vorico R >10%

• Take into account mortality!!! 29-60% cfr. population

www.interactieopleidingen.nl 16/05/18



Guidelines accepted a somewhat arbitrary
target of creating initial empiric antibiotic 
regimens that would provide appropriate therapy 
for 95% of patients. 
Even with triple antibiotics for all patients, it 
might not be possible to achieve 100%
appropriate initial empiric therapy; 
there would be diminishing returns and increased 
antibiotic usage associated with attempting to 
achieve appropriate coverage rates greater than 
95%.

Guidelines accepted a somewhat arbitrary
target of creating initial empiric antibiotic 
regimens that would provide appropriate therapy 
for 95% of patients. 
Even with triple antibiotics for all patients, it 
might not be possible to achieve 100%
appropriate initial empiric therapy; 
there would be diminishing returns and increased 
antibiotic usage associated with attempting to 
achieve appropriate coverage rates greater than 
95%.

Clin Chest Med 39 (2018) 797–808

LOCAL RESISTANCE? CUT-OFF
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COMBINATION RISK ASSESMENT AND RESISTANCE



COMBINATION RISK ASSESMENT AND RESISTANCE

• Coverage of MRSA
• hospitalisation in unit with 10-20% resistance

• Coverage of Pseudomonas (double therapy)
• being treated in ICUs where ≤10% of gram-negative isolates are 

resistant to the agent being considered for monotherapy



“CONCLUSION”? 

• Treshold: 
• 5%, 7,5%, 10%, 15%, 20%?

• Repetitively exceeded?
• Risk assessment and local resistance: combination

• Daily routine

• Mortality matters (a lot)!
• Don’t exceed 10% resistance

• Question:
• Manage this in a uniform and central way?

• In IGGI?



CONCLUSIONS
• There is no absolute standard in literature that obligates a 

hospital to keep a local antibiotic guide.

• Overall local resistance rates are poorly standardized
• performant benchmarking is feasable. 

• National guidelines should include the resistance% that was 
used (or not available) and should mention cut-off’s

• Clinical “resistance risk assessment” in the patient is at 
least as important as local, limited resistance data

• In the near future, it seams feasable to use only a central, (if
very practical), national Belgian IGGI guideline?



IGGI: HOW DO WE PROCEED?

http://www.bvikm.org/documenten



ASKING COLLEAGUES



WHY (STILL) LOCAL?
What some colleagues say
• Resume

• IGGI very extensive (reference work): a synopsis is still desirable
• eg. doctor in training on call

• Clear choices (simple!)
• 1 Preference and 1-2 alternatives in (IgE-mediated) allergy

• Avoiding dosing errors
• Duration of therapy (shortest treatment?)

• User friendly
• IGGI slow-loading“pages” (document management?); “Table layout”
• (Search function) still complex (not yet used to “tags”)

• Clinicians get involved
• Hospital (nephro, neuro, ortho, vascular, cardio,…)
• GP’s! (paper guide if not yet app/online)

• Based on local resistance/epidemiology
• Method remains unspecified; often for urinary pathogens
• Especially CPE prevalence mentioned (empirical choice)
• Particulary important when adapting from USA (Up-To-Date), broader European 

guidelines; less for national ones



Resume: https://training.idstewardship.com





This limited evidence base currently weakly 
supports short durations of antibiotic therapy for 

several conditions in adults and in children, 
although there is also some evidence that short 
antibiotic treatments are less effective than long 
durations at achieving microbiological cure for 

children with pyelonephritis.



IS ONLY CENTRAL (YET) FEASABLE?
What colleagues (and I) say
• Information+++

• IGGI very extensive and “up-to-date”/updated by a team of 
experts/peers
• What do we do with “new disruptive evidence” on a local base?

• Links hospital hygiene, reference labs, susceptibility testing references
• Online (extranet)

• Young doctors use (only) smartphone
• Standardization

• Regional networks, training centers, partners (OPAT),…

• FYI: occurance of (online) “multidisciplinary consultation portals”
• https://www.pro-implant-foundation.org/ (Dr. Trampuz)
• https://www.pancreatitis.nl/
• https://www.radboudumc.nl/expertisecentra/schimmelinfecties-

radboudumc-cwz/voor-verwijzers



NEW “DISRUPTIVE” PUBLICATIONS

“Highest quality evidence indicates that 
fidaxomicin provides a sustained symptomatic 
cure most frequently.”
“Metronidazole should not be recommended for 
treatment of C difficile,”



“PERSONALISED IGGI”?



(TEMPORARY) COMBINATION?
• “Personalised” IGGI? Quid SWAB-model NL?
• Imelda (et al.): 1 year next to each other: combination

• One central solution: the way to go!
• Close interaction/discussion? “IGGI community”

• ASM ClinMicroNet!



(TEMPORARY) COMBINATION?



CONCLUSIONS

• There is no absolute standard in literature that obligates a 
hospital to keep a local antibiotic guide.

• Overall local resistance rates are poorly standardized
• performant benchmarking is feasable (“Nethmap”?). 

• National guidelines should include the resistance% that was 
used (or not available) and should mention cut-off’s

• Individual clinical “resistance-risk assessment” is probably
at least as important as general local, limited resistance data

• In the near future, it seams feasable to use only a central, (if
very practical, IGGI Community?), national Belgian IGGI 
guideline? = KISS




