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Five Things Physicians
and Patients Should Question
Don’t initiate empiric antibiotic therapy in the patient with suspected
invasive bacterial infection without first confirming that blood, urine or
other appropriate cultures have been obtained, excluding exceptional
cases.
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For suspected invasive bacterial infections, diagnostic testing should include blood cultures and appropriate culture of specimens
from the suspected infected site. Not all specimens may be obtained prior to antibiotics but optimally a blood culture can be obtained
at the time of intravenous access. In cases where antibiotics are started due to clinical instability, or when there is a requirement for
coordination for surgically accessed cultures, cultures should still be obtained at that time. In certain cases, PCR testing may be helpful
to guide therapy (eg, CSF, synovial fluid, pleural fluid). Diagnostic testing should be considered for suspected systemic viral infection
that may mimic bacterial sepsis, and may allow more timely initiation of antiviral therapy and discontinuation of antibiotics if bacterial
infection is excluded. In neonates where bacterial or viral sepsis cannot be differentiated based on the clinical presentation, and both
antibiotics and antivirals are initiated, blood cultures should be prioritized and cultures from additional sites (eg, CSF) and PCR testing
(eg, HSV) should be obtained as soon as is clinically feasible.

Don’t use a broad spectrum antimicrobial agent for perioperative
prophylaxis or continue prophylaxis after the incision is closed for
uncomplicated clean and clean-contaminated procedures.
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When indicated, the timely administration of perioperative antibiotics can reduce post-operative infections when narrow spectrum
antibiotics (eg, cefazolin) are given before surgery. Perioperative prophylaxis should not be continued after the incision is closed for
uncomplicated clean and clean-contaminated procedures (ie respiratory, gastrointestinal, or genitourinary sites are breached but
without infection or inflammation. Clean contaminated procedure is when you cross the respiratory, GI, or urogenital tract without
gross contamination.) Broad spectrum antibiotics and longer durations of therapy have not been shown to be more beneficial and
these practices contribute to the development of antimicrobial resistance and the emergence of pathogenic organisms (eg, Clostridium
difficile). Both the dose and timing of perioperative antibiotic administration are important for optimal effect. Many studies show poor
adherence to published guidelines on use of perioperative antibiotics, which emphasizes the need for ongoing quality improvement
approaches in this area.

Don’t treat uncomplicated community-acquired pneumonia in otherwise
healthy, immunized, hospitalized patients with antibiotic therapy broader
than ampicillin.
Community-acquired pneumonia (CAP) accounts for a significant percentage of antibiotic use in children. Unnecessary use of broadspectrum antibiotics, including cephalosporins such as ceftriaxone, have been shown to contribute to antibiotic resistance and C. difficile
infection. The most common cause of CAP in healthy, immunized children is Streptococcus pneumoniae, of which most strains are highly
susceptible to penicillin/ampicillin. As ampicillin achieves high levels in the lung and is narrow in spectrum, it should be used as a first-line
drug for inpatient management of most children with uncomplicated pediatric CAP. In cases with more resistant local epidemiology, or
complicated CAP including empyema, antibiotics with a broader spectrum may be needed.

This list from the American Academy of Pediatrics is developed with judicious use of antimicrobials in mind, however, when a patient has suddenly and inexplicably become severely ill, the shortterm, empiric use of broad-spectrum antibiotics is warranted, and should be left to the discretion of the medical team.
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Don’t use vancomycin or carbapenems empirically for neonatal intensive
care patients unless an infant is known to have a specific risk for pathogens
resistant to narrower-spectrum agents.
Antibiotics such as vancomycin and carbapenems are active against highly-antibiotic resistant bacteria unresponsive to other
antibiotics. Overuse of these antibiotics can exert selection pressure and promote colonization and infection with increasingly resistant
organisms, raising the specter of morbidity and mortality due to untreatable infection. Vancomycin in particular is commonly used as
a first-line choice when infection is suspected in the newborn intensive care unit, despite evidence that there is no survival benefit
attributed to empiric therapy for most infected infants. Guidelines have been developed that can safely limit the empiric use of
vancomycin to those infants known to be colonized with MRSA.

Don’t place peripherally inserted central catheters and/or use prolonged
IV antibiotics in otherwise healthy children with infections that can be
transitioned to an appropriate oral agent.
Peripherally inserted central catheters (PICC) are often used for children requiring long-term intravenous antibiotics. The most
common infections for which PICCs are placed in children, however, respond well to orally administered antibiotics after a brief
course of intravenous therapy. Following hospital discharge, up to 40% of children with PICCs will return to the emergency
department with a PICC complication. Studies of children with complicated pneumonia, ruptured appendicitis, and osteomyelitis have
demonstrated that, compared with oral conversion prior to hospital discharge, extended intravenous therapy with a PICC does not
improve clinical cure rates but is often associated with PICC line complications.

How This List Was Created
The American Academy of Pediatrics Committee on Infectious Diseases’ Subcommittee on Antimicrobial Resistance and Stewardship identified the need to promote
the judicious use of antibiotics in the inpatient setting at their strategic planning session held in October 2015. A workgroup of pediatric experts was formed with
representatives from the Academy’s Committee on Infectious Diseases, Committee on Fetus and Newborn, Section on Infectious Diseases, and external partners
from the Pediatric Infectious Diseases Society. A modified Delphi process was used to create the list for Choosing Wisely. Experts from the workgroup were asked
to create an initial list of what practices may be included– 15 practices for inpatient antimicrobial stewardship were identified through email and conference calls.
The workgroup reviewed and ranked via survey which practices within the list of 15 were the most important to include. The survey also asked for any additional
suggestions for inpatient AS practices that were not included on the list. This survey was then simultaneously sent to the Antimicrobial Resistance Stewardship
workgroup, as well as, internally, to the following Executive Committees: 1. Committee on Hospital Care, 2. Committee on Fetus and Newborn, 3. Committee
on Pediatric Emergency Medicine, Section on Critical Care, Section on Emergency Medicine, Section on Infectious Diseases, and Section on Neonatal-Perinatal
Medicine and externally to the Pediatric Infectious Diseases Society Executive Committee and their antimicrobial stewardship workgroup. The list was edited based
on the feedback received and narrowed down to a new top ten list. The workgroup reviewed the list and voted on their top five based on the following criteria:
1. Feasibility, 2. Supported by Evidence, 3. Not Duplicative, 4. Free from Harm, and 5. Truly Necessary. The list was peer reviewed by relevant expert Committee,
Council and Section leadership. The AAP Executive Committee approved this publication of the list.
AAP’s disclosure and conflict of interest policy can be found at www.aap.org.
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For more information or to see other lists of Things Clinicians and Patients Should Question, visit www.choosingwisely.org.

