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Dear Physician Colleagues:

The California Medical Association Foundation’s Alliance Working for Antibiotic Resistance
Education (AWARE) project has taken the lead to bring together physicians, pharmacists, health
plans, and key healthcare stakeholders to develop the 2007-08 Antibiotic Awareness Provider
Toolkit for the upcoming cold and flu season.

AWARE supports physician efforts to promote appropriate antibiotic use and decrease the
incidence of antibiotic resistance. We appreciate the challenges physicians face to increase
patient knowledge and influence behavior. This toolkit contains resources that support your work
to educate patients with information. The toolkit includes:

e 2007-08 Acute Respiratory Tract Infection Guideline Summary (Adult and Pediatric)

e Duration of Cold & Flu Symptoms (poster) — Available in English and Spanish, this
poster can be placed in waiting areas or in exam rooms.

e Patient Education Materials (offered in English and Spanish):

o What can | do to Fight a Cold, Cough, or Sore Throat? — The brochure identifies
common symptoms and remedies that can provide symptomatic relief.

o Health Tips —This handout encourages proper antibiotic use and promotes
frequent handwashing.

o Bronchitis and Other Cough IlInesses — This adult and pediatric handout
contains useful home care options and prevention tips.

o How to Prevent the Spread of Respiratory Ilinesses — The handout offers tips to
stay healthy during the cold and flu season.

o These patient materials are available on the AWARE website (www.aware.md) in
Vietnamese.

AWARE is committed to providing you with continuing education credits, clinical resources and
additional patient education materials. For more information and patient education materials visit
www.aware.md.

If you have ideas of how AWARE can best serve you and your patients, please contact Cristina
Correa, AWARE Project Director at 916-551-2551 or by e-mail at ccorrea@cmanet.org.

Thank you in advance for your leadership in promoting appropriate use of antibiotics and
providing quality care to your patients.

Sincerely,

G- W

Joseph Silva, Jr. M.D., M.A.C.P.

Chair, AWARE Steering Committee

Dean Emeritus, School of Medicine

Professor, Internal Medicine

University of California, Davis, Health System
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3. Snow, V. et. al., Clinical Practice Guideline Part 1: Principles of

Uncomplicated acute bronchitis and acute upper respiratory tract infection are the most common conditions for visiting a
clinician in the United States. Accurate distinction between acute bronchitis and acute upper respiratory infection is difficult.
Both conditions are most frequently caused by viruses and differentiation does not alter recommended treatment for otherwise
healthy adults. Adults with COPD or other comorbidities might need more extensive evaluation and possibly different therapies.

Antibiotic Prescribing — Why This Continues

Antibiotic prescribing for these conditions, accounts for most
inappropriate antibiotic prescriptions. Treatment of a virus with
an antibiotic is more likely to harm then help. Only Bordetella
pertussis, Mycoplasma pneumoniae, and Chlamydophila
pneumoniae have been established as non-viral causes of these
syndromes in adults.

There are clinical myths that have been perpetuated in the
medical community as well as the lay public that need to be
addressed. Among these myths are:

Purulent nasal discharge or sputum reflects bacterial
infection.

It is recognized that this process reflects the immune
response, NOT bacterial infection. Viral etiologies as well as
allergic responses will also cause these symptoms.

I should prescribe antibiotics to avoid missing a more
significant diagnosis.

Other conditions that may present with similar symptoms
to bronchitis include pneumonia and asthma. However, there
are specific clinical features that may distinguish these various
conditions.

« Pneumonia: It is important to distinguish patients with bronchitis
from those with pneumonia. Absence of all of the following,
history of asthma, temperature > 381C (1000F), heart rate >100
beats/min, decreased breath sounds, and crackles argue against
a diagnosis of pneumonia.*

= Asthma: A prolonged cough, wheezing, and a history
of asthma would lead to consideration of this diagnosis.
Antibiotic prescribing for reactive airways is inappropriate
and may result in masking of a more serious condition.

« Influenza: Antivirals rather than antibiotics might be useful
for influenza. The diagnosis of influenza is suggested by the
presence of fever and cough within 48 hours of symptom onset,
plus one other influenza-like symptom, such as myalgia, when
it is known that influenza is circulating in the community.

Patient satisfaction requires an antibiotic prescription.

Patients usually seek a diagnosis with recommended
remedies that are safe and effective, rather than an antibiotic
prescription. Patient satisfaction improves when patients
understand the duration of symptoms and the severity of their
iliness. Patients also appreciate having a contingency plan in the
event that symptoms worsen over time. Emphasis of these points
as well as the well-publicized adverse effects of antibiotics (and
other commonly prescribed pharmaceutical agents), and the new,
national emphasis on evidence-based medicine should persuade.

= Acute Bronchitis: Albuterol inhalers provide relief in
severity and duration of symptoms, particularly in those
with wheeze or pronounced cough. The role of codeine
or dextromethorphan containing medications is not as
well established, but probably provides some mild
benefit in all patients and more significant benefit among
those with greater than 14 days of symptoms.

« Nasal Congestion: Decongestants offer relief. The roles
of zinc, Echinacea and humidified air are limited. Results
of trials of these latter three modalities have demonstrated
varied results, none definitive.

Itis important that the effectiveness of antibiotics be preserved
by prescribing antibiotics only when appropriate.

1 Metlay JP, Kapoor WN, Fine MJ. Does this patient have community
acquired pneumonia? Diagnosing pneumonia by history and physical

This compendium was designed to summarize appropriate antibiotic treatment of common adult outpatient infections.
It is based on guidelines and recommendations from leading medical experts and professional organizations in the U.S.

This guideline summary is updated annually.

Appropriate Antibiotic Use of Acute Sinusitis in Adults: Background.
ANNALS OF INTERNAL MEDICINE, 2001; 134: 498-505.

4. Slavin, R.G., et. al., J Allergy Clin Immunol 2005; 116:S13-47

Pharyngitis:

1. Institute for Clinical Systems Improvement. Acute Pharyngitis Health
Care Guideline. Executive Summary. www.|CSl.org.

May 2005.

2. Cooper, R., et. al., Principles of Appropriate Antibiotic Use for Acute
Pharyngitis in Adults: Background. ANNALS OF INTERNAL MEDICINE,
2001; 134: 509-517.

3. Bisno, A, et. al., Diagnosis and Management of Group A
Streptococcal Pharyngitis: A Practice Guideline — IDSA. CLINICAL
INFECTIOUS DISEASES, 1997; 25: 574-583.
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1. Gonzales, R. et. al., Principles of Appropriate Antibiotic Use for
Treatment of Acute Respiratory Tract Infections in Adults. ANNALS
OF EMERGENCY MEDICINE, 2001; 37: 690-697. (Reprinted from
ANNALS OF INTERNAL MEDICINE, March 2001)

2. Gonzales, R, et. al., Principles of Appropriate Antibiotic Use for
Treatment of Uncomplicated Acute Bronchitis: Background. ANNALS
OF INTERNAL MEDICINE, 2001; 134: 521-529.

3. Hooton, T., Antimicrobial Resistance: A Plan of Action for Community
Practice. AMERICAN FAMILY PHYSICIAN, 2001; 63: 1034-1039.

4. Wenzel, R.P., et. al., Acute Bronchitis. NEJM, 2006; 355:2125-30

NonSpecific URI:

1. Gonzales, R. et. al., Principles of Appropriate Antibiotic Use for Treatment
of Acute Respiratory Tract Infections in Adults: Background, Specific
Aims and Methods. Clinical Practice Guideline. ANNALS OF INTERNAL
MEDICINE, 2001; 134: 479-486.

2. Gonzales, R, et. al., Principles of Appropriate Antibiotic Use for
Treatment of Acute Respiratory Tract Infections in Adults: Background.
Clinical Practice Guideline Part 2. ANNALS OF INTERNAL MEDICINE,
2001; 134: 490-494.

Community Acquired Pneumonia:

1. Mandell LA, et al., Infectious Diseases Society of America/ American
Thoracic Society Consensus Guidelines on the Management of
Community-Acquired Pneumonia in Adults. CID, 2007;44:S27-72.

2. The Medical Letter, July 2007; 49(1266): 62-64.
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AWARE is a project

of the California
Medical Association
Foundation,

in collaboration

with a number

of clinical, public
health and consumer
organizations designed

to increase appropriate

antibiotic prescribing

and lower antibiotic

resistance in California.

CMA Foundation
1201 J Street, Suite 350
Sacramento, CA 95814
916.551.2550 voice
916.551.2544 fax
www.aware.md

Acute
Respiratory
Tract Infection
Guideline
Summary

l»uﬂk'lll'/g C\/Igflzieg for
FU U N l] A]' | [l Antibiotic
A W

Resistance
AW Education

© CMA Foundation 2007



lliness

Acute
Bacterial
Sinusitis

Pharyngitis

Nonspecific
Cough lliness/
Acute
Bronchitis

Nonspecific
URI

Outpatient
Community-
Acquired
Pneumonia
(CAP)

This guideline summary is intended for physicians and healthcare professionals to consider in managing the care of their patients for acute respiratory tract infections. While the summary describes recommended courses of intervention, it is not intended as a substitute for the advice of a physician or other knowledgeable healthcare professional. These guidelines represent best clinical practice at the time of publication, but practice standards may change as more knowledge is gained.

CMA Foundation AWARE Project Adult Clinical Practice Guidelines Compendium Summary

Indications for Antibiotic Treatment

When to Treat with an Antibiotic: Diagnosis of acute bacterial sinusitis may be
made in adults with symptoms of a viral URI that have not improved after 10 days
or that worsen after 5-7 days.

Diagnosis may include some or all of the following symptoms or signs: Nasal
drainage, nasal congestion, facial pressure/pain (especially when unilateral and
focused in the region of a particular sinus), postnasal discharge, anosmia, fever,
cough, maxillary dental pain, ear pressure/fullness. Less frequent signs and symptoms
include hyposmia and fatigue, in conjunction with some or all of the above.

When NOT to Treat with an Antibiotic: Nearly all cases of acute bacterial sinusitis
resolve without antibiotics. Antibiotic use should be reserved for moderate symptoms
that are not improving after 10 days, or that are worsening after 5-7 days, and severe
symptoms.

When to Treat with an Antibiotic: Streptococcus pyogenes (Group A Strep):
Symptoms of sore throat, fever, headache.

Physical Findings Include: Fever, tonsillopharyngeal erythema and exudates, palatal
petechiae, tender and enlarged anterior cervical lymph nodes, and absence of cough.

Confirm diagnosis with throat culture or rapid antigen detection before using antibiotics;
negative rapid antigen detection tests may be confirmed with a throat culture.

When NOT to Treat with an Antibiotic: Most pharyngitis cases are viral in origin.
The presence of the following is uncommon with Group A Strep, and point away from
using antibiotics: conjunctivitis, cough, rhinorrhea, diarrhea, and absence of fever.

When to Treat with an Antibiotic: Antibiotics not indicated in patients with
uncomplicated acute bacterial bronchitis. Sputum characteristics not helpful in
determining need for antibiotics. Treatment is reserved for patients with acute bacterial
exacerbation of chronic bronchitis and COPD, usually smokers. In patients with severe
symptoms, rule out other more severe conditions, e.g. pneumonia. Testing is
recommended either prior to or in conjunction with treatment for pertussis.

When NOT to Treat with an Antibiotic: 90% of cases are nonbacterial. Literature
fails to support use of antibiotics in adults without history of chronic bronchitis or other
co-morbid conditions.

When NOT to Treat with an Antibiotic: Antibiotics not indicated; however, nonspecific
URI is a major cause of acute respiratory illnesses presenting to primary care practitioners.
Patients often present expecting some treatment. Attempt to discourage antibiotic
use and explain appropriate non-pharmacologic treatment.

When to Treat with an Antibiotic as an Outpatient: Perform CXR to confirm the
diagnosis of pneumonia.

Evaluate for outpatient management. Consider pre-existing conditions, calculate
Pneumonia Severity Index (PSI < 90 for outpatient management) or CURB-65
(0 or 1 for outpatient management). Visit www.aware.md for more information.

Sputum gram stain and culture are recommended if failure of outpatient antibiotic
therapy, active alcohol abuse, severe obstructive/structural lung disease, or pleural
effusion.

When NOT to Treat with an Antibiotic as an Outpatient: Consider inpatient
admission if PSI score > 90, CURB-65 > 2, unable to tolerate orals, unstable social
situation, or if clinical judgment so indicates.

Pathogen

Streptococcus
pneumoniae

nontypeable
Haemophilus influenzae

Moraxella catarrhalis

Mainly viral pathogens

Streptococcus
pyogenes

Routine respiratory
viruses

Chlamydophila
pneumoniae

Mycoplasma
pneumoniae

Bordetella pertussis

Mainly viral pathogens

Streptococcus
pneumoniae

Mycoplasma
pneumoniae

Haemophilus
influenzae

Chlamydophila
pneumoniae

Antimicrobial Therapy

Antibiotic Duration:
10 to 14 days

Failure to respond after 72 hours of antibiotics:
Reevaluate patient and switch to alternate antibiotic class.

Group A Strep:
Treatment reserved for patients with positive rapid antigen
detection or throat culture.

Antibiotic Duration:
Generally 10 days

Uncomplicated:
Not indicated

Not indicated

Empiric Therapy*:

Healthy with no Macrolide; consider doxycycline

DRSP** risk factors

Presence of co-morbidity, Respiratory quinolone or
antibiotic use within 3 combination of a R-lactam
months***, or risk of plus a macrolide
DRSP
* Consider alternative agents for macrolide-resistant S. pneumoniae in any patient including
those without co-morbidities

** DRSP: Drug-resistant S. pneumoniae
*** Choose a class of antibiotic that differs from the prior antibiotic

Antibiotic duration: Minimum of 5 days; discontinue once
afebrile for 48 - 72 hours and no more than one CAP-associated
sign of clinical instability (temp > 1000F (37.8IC), pulse > 100,
RR >24, SBP < 90 mmHg, arterial oxygen saturation < 90%
or p0, < 60 mmHg on room air)

Antibiotic

1st Line:
* Amoxicillin

Alternatives:

* Amoxicillin-clavulanate

» Oral cephalosporins: not first generation and
not cefixime (i.e. cefpodoxime, cefuroxime,
cefdinir, etc.)

» Respiratory quinolones (levofloxacin, moxifloxacin)

For R-Lactam Allergy:
Trimethoprim-sulfamethoxazole, doxycycline,
azithromycin, clarithromycin

1st Line:
* Penicillin V
» Benzathine penicillin G

Alternatives:

* Amoxicillin

= Oral cephalosporins
» Clindamycin

For R-Lactam Allergy:
* Erythromycin
* Clindamycin

Uncomplicated: Not indicated

Chronic COPD:
* Amoxicillin, trimethoprim-
sulfamethoxazole, doxycycline

Other:

* Bordetella pertussis, Chlamydophila
pneumonia, Mycoplasma pneumonia -
macrolide or doxycycline

Not indicated

1st Line:

* Macrolide (azithromycin, clarithromycin, or
erythromycin)

* Doxycycline

» Respiratory quinolone (moxifloxacin, levofloxacin)

R-Lactam Alternatives (to be given with a

macrolide):

* High dose amoxicillin or amoxicillin-clavulanate

e Cephalosporins (ceftriaxone, cefpodoxime,
cefprozil, cefuroxime)

Organizational
Guidelines Reviewed

American Academy of
Allergy, Asthma &
Immunology (AAAAI)

American Academy of
Family Physicians (AAFP)

American College of
Physicians (ACP)

Centers for Disease Control

and Prevention (CDC)
Sinus and Allergy

Health Partnership (SAHP)

ACP
CbC

Infectious Diseases
Society
of America (IDSA)

Institute for Clinical
Systems Improvement
(icsl)

AAFP
ACP
cbc
ICSI
IDSA

Infectious Diseases
Society of America /
American Thoracic
Society (IDSA/ATS)

ICSI
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3. Snow, V. et. al., Clinical Practice Guideline Part 1: Principles of

Uncomplicated acute bronchitis and acute upper respiratory tract infection are the most common conditions for visiting a
clinician in the United States. Accurate distinction between acute bronchitis and acute upper respiratory infection is difficult.
Both conditions are most frequently caused by viruses and differentiation does not alter recommended treatment for otherwise
healthy adults. Adults with COPD or other comorbidities might need more extensive evaluation and possibly different therapies.

Antibiotic Prescribing — Why This Continues

Antibiotic prescribing for these conditions, accounts for most
inappropriate antibiotic prescriptions. Treatment of a virus with
an antibiotic is more likely to harm then help. Only Bordetella
pertussis, Mycoplasma pneumoniae, and Chlamydophila
pneumoniae have been established as non-viral causes of these
syndromes in adults.

There are clinical myths that have been perpetuated in the
medical community as well as the lay public that need to be
addressed. Among these myths are:

Purulent nasal discharge or sputum reflects bacterial
infection.

It is recognized that this process reflects the immune
response, NOT bacterial infection. Viral etiologies as well as
allergic responses will also cause these symptoms.

I should prescribe antibiotics to avoid missing a more
significant diagnosis.

Other conditions that may present with similar symptoms
to bronchitis include pneumonia and asthma. However, there
are specific clinical features that may distinguish these various
conditions.

« Pneumonia: It is important to distinguish patients with bronchitis
from those with pneumonia. Absence of all of the following,
history of asthma, temperature > 381C (1000F), heart rate >100
beats/min, decreased breath sounds, and crackles argue against
a diagnosis of pneumonia.*

= Asthma: A prolonged cough, wheezing, and a history
of asthma would lead to consideration of this diagnosis.
Antibiotic prescribing for reactive airways is inappropriate
and may result in masking of a more serious condition.

« Influenza: Antivirals rather than antibiotics might be useful
for influenza. The diagnosis of influenza is suggested by the
presence of fever and cough within 48 hours of symptom onset,
plus one other influenza-like symptom, such as myalgia, when
it is known that influenza is circulating in the community.

Patient satisfaction requires an antibiotic prescription.

Patients usually seek a diagnosis with recommended
remedies that are safe and effective, rather than an antibiotic
prescription. Patient satisfaction improves when patients
understand the duration of symptoms and the severity of their
iliness. Patients also appreciate having a contingency plan in the
event that symptoms worsen over time. Emphasis of these points
as well as the well-publicized adverse effects of antibiotics (and
other commonly prescribed pharmaceutical agents), and the new,
national emphasis on evidence-based medicine should persuade.

= Acute Bronchitis: Albuterol inhalers provide relief in
severity and duration of symptoms, particularly in those
with wheeze or pronounced cough. The role of codeine
or dextromethorphan containing medications is not as
well established, but probably provides some mild
benefit in all patients and more significant benefit among
those with greater than 14 days of symptoms.

« Nasal Congestion: Decongestants offer relief. The roles
of zinc, Echinacea and humidified air are limited. Results
of trials of these latter three modalities have demonstrated
varied results, none definitive.

Itis important that the effectiveness of antibiotics be preserved
by prescribing antibiotics only when appropriate.

1 Metlay JP, Kapoor WN, Fine MJ. Does this patient have community
acquired pneumonia? Diagnosing pneumonia by history and physical

This compendium was designed to summarize appropriate antibiotic treatment of common adult outpatient infections.
It is based on guidelines and recommendations from leading medical experts and professional organizations in the U.S.

This guideline summary is updated annually.

Appropriate Antibiotic Use of Acute Sinusitis in Adults: Background.
ANNALS OF INTERNAL MEDICINE, 2001; 134: 498-505.

4. Slavin, R.G., et. al., J Allergy Clin Immunol 2005; 116:S13-47
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2. Gonzales, R, et. al., Principles of Appropriate Antibiotic Use for
Treatment of Acute Respiratory Tract Infections in Adults: Background.
Clinical Practice Guideline Part 2. ANNALS OF INTERNAL MEDICINE,
2001; 134: 490-494.

Community Acquired Pneumonia:

1. Mandell LA, et al., Infectious Diseases Society of America/ American
Thoracic Society Consensus Guidelines on the Management of
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This guideline summary is intended for physicians and healthcare professionals to consider in managing the care of their patients for acute respiratory tract infections. While the summary describes recommended courses of intervention, it is not intended as a substitute for the advice of a physician or other knowledgeable healthcare professional. These guidelines represent best clinical practice at the time of publication, but practice standards may change as more knowledge is gained.

CMA Foundation AWARE Project Adult Clinical Practice Guidelines Compendium Summary

Indications for Antibiotic Treatment

When to Treat with an Antibiotic: Diagnosis of acute bacterial sinusitis may be
made in adults with symptoms of a viral URI that have not improved after 10 days
or that worsen after 5-7 days.

Diagnosis may include some or all of the following symptoms or signs: Nasal
drainage, nasal congestion, facial pressure/pain (especially when unilateral and
focused in the region of a particular sinus), postnasal discharge, anosmia, fever,
cough, maxillary dental pain, ear pressure/fullness. Less frequent signs and symptoms
include hyposmia and fatigue, in conjunction with some or all of the above.

When NOT to Treat with an Antibiotic: Nearly all cases of acute bacterial sinusitis
resolve without antibiotics. Antibiotic use should be reserved for moderate symptoms
that are not improving after 10 days, or that are worsening after 5-7 days, and severe
symptoms.

When to Treat with an Antibiotic: Streptococcus pyogenes (Group A Strep):
Symptoms of sore throat, fever, headache.

Physical Findings Include: Fever, tonsillopharyngeal erythema and exudates, palatal
petechiae, tender and enlarged anterior cervical lymph nodes, and absence of cough.

Confirm diagnosis with throat culture or rapid antigen detection before using antibiotics;
negative rapid antigen detection tests may be confirmed with a throat culture.

When NOT to Treat with an Antibiotic: Most pharyngitis cases are viral in origin.
The presence of the following is uncommon with Group A Strep, and point away from
using antibiotics: conjunctivitis, cough, rhinorrhea, diarrhea, and absence of fever.

When to Treat with an Antibiotic: Antibiotics not indicated in patients with
uncomplicated acute bacterial bronchitis. Sputum characteristics not helpful in
determining need for antibiotics. Treatment is reserved for patients with acute bacterial
exacerbation of chronic bronchitis and COPD, usually smokers. In patients with severe
symptoms, rule out other more severe conditions, e.g. pneumonia. Testing is
recommended either prior to or in conjunction with treatment for pertussis.

When NOT to Treat with an Antibiotic: 90% of cases are nonbacterial. Literature
fails to support use of antibiotics in adults without history of chronic bronchitis or other
co-morbid conditions.

When NOT to Treat with an Antibiotic: Antibiotics not indicated; however, nonspecific
URI is a major cause of acute respiratory illnesses presenting to primary care practitioners.
Patients often present expecting some treatment. Attempt to discourage antibiotic
use and explain appropriate non-pharmacologic treatment.

When to Treat with an Antibiotic as an Outpatient: Perform CXR to confirm the
diagnosis of pneumonia.

Evaluate for outpatient management. Consider pre-existing conditions, calculate
Pneumonia Severity Index (PSI < 90 for outpatient management) or CURB-65
(0 or 1 for outpatient management). Visit www.aware.md for more information.

Sputum gram stain and culture are recommended if failure of outpatient antibiotic
therapy, active alcohol abuse, severe obstructive/structural lung disease, or pleural
effusion.

When NOT to Treat with an Antibiotic as an Outpatient: Consider inpatient
admission if PSI score > 90, CURB-65 > 2, unable to tolerate orals, unstable social
situation, or if clinical judgment so indicates.

Pathogen

Streptococcus
pneumoniae

nontypeable
Haemophilus influenzae

Moraxella catarrhalis

Mainly viral pathogens

Streptococcus
pyogenes

Routine respiratory
viruses

Chlamydophila
pneumoniae

Mycoplasma
pneumoniae

Bordetella pertussis

Mainly viral pathogens

Streptococcus
pneumoniae

Mycoplasma
pneumoniae

Haemophilus
influenzae

Chlamydophila
pneumoniae

Antimicrobial Therapy

Antibiotic Duration:
10 to 14 days

Failure to respond after 72 hours of antibiotics:
Reevaluate patient and switch to alternate antibiotic class.

Group A Strep:
Treatment reserved for patients with positive rapid antigen
detection or throat culture.

Antibiotic Duration:
Generally 10 days

Uncomplicated:
Not indicated

Not indicated

Empiric Therapy*:

Healthy with no Macrolide; consider doxycycline

DRSP** risk factors

Presence of co-morbidity, Respiratory quinolone or
antibiotic use within 3 combination of a R-lactam
months***, or risk of plus a macrolide
DRSP
* Consider alternative agents for macrolide-resistant S. pneumoniae in any patient including
those without co-morbidities

** DRSP: Drug-resistant S. pneumoniae
*** Choose a class of antibiotic that differs from the prior antibiotic

Antibiotic duration: Minimum of 5 days; discontinue once
afebrile for 48 - 72 hours and no more than one CAP-associated
sign of clinical instability (temp > 1000F (37.8IC), pulse > 100,
RR >24, SBP < 90 mmHg, arterial oxygen saturation < 90%
or p0, < 60 mmHg on room air)

Antibiotic

1st Line:
* Amoxicillin

Alternatives:

* Amoxicillin-clavulanate

» Oral cephalosporins: not first generation and
not cefixime (i.e. cefpodoxime, cefuroxime,
cefdinir, etc.)

» Respiratory quinolones (levofloxacin, moxifloxacin)

For R-Lactam Allergy:
Trimethoprim-sulfamethoxazole, doxycycline,
azithromycin, clarithromycin

1st Line:
* Penicillin V
» Benzathine penicillin G

Alternatives:

* Amoxicillin

= Oral cephalosporins
» Clindamycin

For R-Lactam Allergy:
* Erythromycin
* Clindamycin

Uncomplicated: Not indicated

Chronic COPD:
* Amoxicillin, trimethoprim-
sulfamethoxazole, doxycycline

Other:

* Bordetella pertussis, Chlamydophila
pneumonia, Mycoplasma pneumonia -
macrolide or doxycycline

Not indicated

1st Line:

* Macrolide (azithromycin, clarithromycin, or
erythromycin)

* Doxycycline

» Respiratory quinolone (moxifloxacin, levofloxacin)

R-Lactam Alternatives (to be given with a

macrolide):

* High dose amoxicillin or amoxicillin-clavulanate

e Cephalosporins (ceftriaxone, cefpodoxime,
cefprozil, cefuroxime)

Organizational
Guidelines Reviewed

American Academy of
Allergy, Asthma &
Immunology (AAAAI)

American Academy of
Family Physicians (AAFP)

American College of
Physicians (ACP)

Centers for Disease Control

and Prevention (CDC)
Sinus and Allergy

Health Partnership (SAHP)

ACP
CbC

Infectious Diseases
Society
of America (IDSA)

Institute for Clinical
Systems Improvement
(icsl)

AAFP
ACP
cbc
ICSI
IDSA

Infectious Diseases
Society of America /
American Thoracic
Society (IDSA/ATS)

ICSI




0 you know how long your
cold and flu symptoms
will last?
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:Permanezca Sana!
Esta Temporada del

Catarro y la Gripe

© Nunca tome los antibiéticos para un catarro
o la gripe.

© Nunca comparta los antibi6ticos ni tome las sobras
de ninguna otra persona.

& Acabe su prescripcion antibiética ain si usted
empieza a sentirse mejor.

® Sélo compre antibidticos de farmacéuticos con
licencia.

@ Lave sus manos frecuentemente para prevenir la
transmision de los gérmenes.

Hable con su farmacéutico y doctor
sobre usar los antibidticos correctamente
y las maneras de permanecer sano.

Visita nuestro sitio en el internet al: www.aware.md
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Stay Healthy!

This Cold and Flu Season

@ Never use antibiotics for a cold or the flu.
They don’t work!

@ Never share or take leftover antibiotics.

@ Finish your antibiotic prescription even
if you start to feel better.

@ Wash your hands often to prevent the
spread of germs.

Talk to your pharmacist and doctor
about using antibiotics the right way.

Visit our website at: www.aware.md
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Bronchitis and Other Cough

llinesses in Adults

Just because you have a cough or bronchitis, does NOT mean
you need an antibiotic. Here is why your doctor MAY NOT
prescribe antibiotics for you:

More than 90% of coughs (including bronchitis) in adults are
caused by VIRUSES. Antibiotics do not kill viruses. Your
body will kill the viruses on its own. The cough can last for a
few weeks even after the infection is gone.

You can do something to FEEL better in the meantime.

You CAN:

9 Take acetaminophen (like Tylenol®) or ibuprofen (like Advil®
and Motrin® ) for throat pain, headache and/or fever as directed
by your doctor.

© Drink extra water, juice and soups.

© Take over-the-counter cough medicines at night to help you sleep. (These may make you
sleepy or jittery if you take them during the day.)

© You should NEVER use someone else’s inhaler or medicine. Sometimes when your

doctor thinks it will help, he or she may prescribe an inhaler for your cough. This should
only be used as directed by your doctor!

If your doctor does prescribe an antibiotic:

@ Take ALL of your antibiotic AS DIRECTED, even if you feel better before you've finished
your antibiotic! Taking all your antibiotics can help to prevent getting sick again.

@ STOP the antibiotic and CALL your doctor if a rash or prolonged diarrhea develops.

@ NEVER use leftover antibiotics, yours or anyone else’s.

Talk to your doctor about taking
the right drug for the right bug!

Alliance
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Visit our website at: www.aware.md





