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Antimicrobial resistance (AMR) is considered a rapidly growing global public health emergency. Neonates and children are among patients for whom antibiotics are largely prescribed and for whom the risk of AMR development is high. The phenomenon of increasing AMR has led to the need to develop measures aimed at the rational and effective use of the available drugs also in children and antimicrobial stewardship (AS), which is one of the measures that in adults has showed the highest efficacy in reducing antibiotic abuse and misuse, appears as an attractive approach. The aim of this manuscript is to analyze the basic principles and strategies of pediatric AS. To this end, we searched in PubMed articles published in years 2000 to 2019 containing “antimicrobial resistance,” “antibiotic use,” “antimicrobial stewardship,” and “children” or “pediatric” as keywords. Our review showed that the balance between multi-resistant organisms and new antimicrobials is extremely precarious. The AS tools are the most important weapon at our disposal to stem the phenomenon. Careful monitoring of prescriptions, continuous training of prescribing physicians and collaboration with highly qualified multidisciplinary staff, creation of local and national guidelines, use of rapid diagnostic tests, technological means of support, and research activities by testing new broad-spectrum antibiotics are mandatory. However, all of these measures must be supported by adequate investment by national and international health organizations. Only by making AS daily practice, through the use of financial resources and dedicated staff, we can fight AMR to ensure safe and effective care for our young patients.
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Introduction

Antimicrobial resistance (AMR) is defined as the ability of a microorganism (bacterium, virus or parasite) to prevent an antimicrobial from acting against it (WHO, 2018a). Antibiotics not only can resolve current infections but also are responsible for the appearance of multidrug resistance (MDR); the term multidrug resistance (MDR) is used for bacteria that show drug resistance when three or more types of antimicrobial agents are used simultaneously in a clinical setting (D'Agata et al., 1997; Mitchell et al., 2014).

Historically, in the early stages of the antibiotic era, the rapid availability of new drugs made new therapies readily available to treat different infectious processes (between 1935 and 2003, 14 new classes of antibiotics were introduced). However, rapid antimicrobial development has a cost: AMR because of high prescription rates of antimicrobials (Doron and Davidson, 2011). At the same time, the discovery of new antibiotics has not kept pace with the increase in resistance in recent years. Hay et al. argue that the historical success rate of drug development is low, showing in their study that only one of five antimicrobials in phase 1 clinical trials will be approved (Hay et al., 2014). It is also estimated that fewer than half of the antibiotics currently under development have the potential to be used against MDR pathogens (Antibiotics Currently in Global Clinical Development).

AMR is considered a rapidly growing global public health emergency, both for epidemiological and economic reasons, to such an extent that the World Health Organization (WHO, 2019c) has published a relevant action plan. The emergence of multidrug-resistant bacterial pathogens is related to long hospital stays, increased patient mortality, and health care costs. For example, Roberts et al. evaluated that the health care costs of an antimicrobial-resistant infection to be between $18,588 and $29,069 per patient, with an excess hospital stay of 6.4 to 12.7 days and attributable mortality of 6.5% (Roberts et al., 2009).

Neonates and children are among patients for whom antibiotics are largely prescribed and for whom the risk of AMR development is high (Versporten et al., 2016). The phenomenon of increasing AMR has led to the need to develop measures aimed at the rational and effective use of the available drugs also in children and antimicrobial stewardship (AS), which is one of the measures that in adults has shown the highest efficacy in reducing antibiotic abuse and misuse, appears as an attractive approach (Doron and Davidson, 2011). Due to the limited available data in the pediatric population, the aim of this narrative review is to analyze the basic principles and strategies of pediatric AS. To this end, we searched in PubMed articles published in years 2000 to 2019 containing “antimicrobial resistance,” “antibiotic use,” “antimicrobial stewardship,” and “children” or “pediatric” as keywords.



Overview on Antibiotic Resistance

Antibiotics are among the most widely prescribed medications among children in both hospitals and the community. According to data from ARPEC Study Group, the most frequently treated disease in children is bacterial infection of the lower respiratory tract (18.7%) (Versporten et al., 2016). In all regions except North America, beta-lactams account for ≥50% of all antibiotic prescriptions. A considerable amount of narrow-spectrum antibiotics is prescribed in Africa and Northern Europe (e.g., beta-lactamase-sensitive penicillins, 11.0% and 4.3%, respectively) and Australia (e.g., first generation cephalosporins, 9.6%). (Versporten et al., 2016). Moreover, it was found that the average percentage of children in hospital facilities receiving at least one antibiotic is between 33% and 78% (Grohskopf et al., 2005; Levy et al., 2012; Rutledge-Taylor et al., 2012). Although ARPEC Study Group collected data everywhere, only few information arrived from developing countries. On the other hand, many access antibiotics are unavailable in a majority of most health care facilities in low- and middle-income countries (Knowles et al., 2020).

Unfortunately, in both hospital and outpatient settings, the prescription of broad-spectrum antibiotics is often inappropriate or unnecessary (e.g., patients with viral infections or non-infectious diseases) in 50% of cases (Hecker et al., 2003). This practice is closely related to the increase in AMR (van de Voort et al., 2018) and other issues, including the increased incidence of Clostridium difficile infections (Baur et al., 2017). In 2019, Josephine et al. carried out a detailed analysis on the variability of prescriptions in certain hospitals (considering a population of children without comorbidities who had received antibiotics) by country, focus of the infection (particularly with respect to the respiratory tract) and type of antibiotic; they noted that differences in patient combination, diagnostic evaluation or hospital characteristics could not justify all the variability of antibiotic prescription, thus suggesting overuse (van de Maat et al., 2019). Interestingly, using the national health claims database, Kinoshita et al. retrospectively analyzed all oral antimicrobials dispensed from outpatient pharmacies in Japan to children under 15 years old from 2013 to 2016 by age, prefecture, type of antimicrobial, and year (Kinoshita et al., 2019). They showed that antimicrobials administered to pediatric patients in Japan did not decrease. Overall, antimicrobial prescriptions as well as prescriptions of cephalosporins, macrolides, and quinolones, were most prevalent in children ≤5 years old, highlighting the need of rigorous antimicrobial stewardship interventions.

The problem of AMR is also related to the large use of prophylaxis of infections in patients suffering from chronic diseases or undergoing surgery. The prophylactic use of antibiotics to prevent infections is controversial. Versporten et al. analyzed data on the prescription of prophylactic antibiotics from the ARPEC-PPS project (Versporten et al., 2013): most prescriptions were for medical prophylaxis (mostly in Western Europe, Australia, and North America), and only a quarter were for surgical prophylaxis instead. Regarding medical prophylaxis, oncological diseases were the most common underlying conditions in children after the neonatal period of life (Hufnagel et al., 2019).



Antimicrobial Stewardship (AS)

AS has been conceptualized in many ways over the decades and intended as a set of coordinated interventions, programs, philosophy, and ethics. The term was coined in 1996 by two internists from the Emory University School of Medicine, namely, John McGowan and Dale Gerding, the latter a specialist in the C. difficile pathogen. They suggested large-scale, well-controlled studies on the use of antimicrobials through sophisticated epidemiological methods, typing of molecular biological organisms, and precise analysis of the mechanism of resistance in order to prevent and control this emerging problem (McGowan and Gerding, 1996). In 2001, Gerding et al. considered AS as the optimal selection, dosage, and duration of antimicrobial therapy that results in the best clinical outcome for the treatment or prevention of infection, with minimal toxicity to the patient and minimal impact on subsequent resistance (Gerding, 2001). The concept has been expanded over the years from a human perception to a more systemic one. In 2017, Dyar et al. reported AS as a coherent set of actions promoting the responsible use of antimicrobials, applicable at the individual, national, and global levels, with beneficial effects on human, animal, and environmental health (Dyar et al., 2017). In 2015, the Global Action Plan on Antimicrobial Resistance proposed the following five strategic points upon which AS should be based: 1) to improve awareness and understanding of AMR; 2) to strengthen knowledge through surveillance and research; 3) to reduce the incidence of infection; 4) to optimize the use of antimicrobial agents; 5) to develop an economic case for sustainable investment that takes into account the needs of all countries and increases investment in new medicines, diagnostic tools, vaccines, and other interventions (Resolution WHA 68-7, 2015).

In the creation of an AS program, the presence and close collaboration of a multidisciplinary team made up of specialized professionals, in both the hospital and the local area, according to their economic limits and available personnel is essential, whereas there are substantial differences between first- and third-level centers and among developing and industrialized countries. Ideally, the team should include a prescribing doctor, pharmacist, nurse, microbiologist, or laboratory technician. If available, an infectious disease specialist, a pharmacologist, and a nurse with experience in infection prevention and control are also recommended (Dellit et al., 2007).

For several years, the efforts of AS have focused on adult populations. The need to develop appropriate pediatric programs has been considered only in recent years, given the increasing use of antibiotics in children and the different antimicrobial resistance patterns of these patients compared to adults and the elderly. Over the past decade, multiple organizations, such as the Pediatric Infectious Diseases Society in 2010, the American Academy of Pediatrics in 2012, and the Infectious Disease Society of America (IDSA) in 2016, have emphasized the importance of AS in pediatrics and recognized pediatrics as a priority area for further research and activities (Principi and Esposito, 2016).

Among the reasons why it is so important to create a specific program for the pediatric patient is the heterogeneity in age and weight, which makes it difficult to apply a generic AS program, such as the adult one, given the lack of a standardized method to quantify the use of antibiotics in children. For example, one of the most widely used units of measurement for adults is the “defined daily dose” (DDD) introduced in the early 1980s by the WHO to measure the use of antibiotics in a standardized manner; however, the DDD is not easily applicable in pediatrics since it does not take into account the variability of dosage applied to weight (Di Pentima et al., 2011). Moreover, and not to be underestimated, there is the psychological aspect: the pediatrician often has to deal with the fears of parents, who are worried about the condition of their child, to which he/she could easily give in, causing an unnecessary antibiotic prescription. It follows that within an AS program, the educational aspect must be set in a specific way to respond to a very different type of need compared to that of a physician dealing with the adult patient. Recent data have clearly shown that antimicrobial resistance can be reduced by improving the use of antimicrobial agents and pediatric AS programs have a significant impact on the decrease of targeted and empiric antibiotic administration, health care costs, and antimicrobial resistance in both inpatient and outpatient settings (Chautrakarn et al., 2019; Donà et al., 2020). The most relevant AS methods are summarized below and are reported in Table 1.


Table 1 | Main methods of antimicrobial stewardship (AS).




Widely Adopted Strategies


Point Prevalence Survey

To promote effective interventions and thereby optimize the use of drugs, it is important to collect information on the current situation regarding the use of antibiotics in all countries. Data collection is necessary to provide a comprehensive and reliable picture of antibiotic use; however, it is often incomplete and fragmented. Hospitals are excellent places to assess antibiotic prescription modalities, given the high concentration of patients with different diseases: this often creates a high selection of bacteria due to the wide spectrum and quantity of antibiotics used, contributing to the development of antibiotic resistance. In most countries of the world, regular monitoring of antibiotic prescription data is not possible due to the high workload and lack of available resources. A viable alternative is to collect data at a specific point in time through the methodology of the point prevalence survey (PPS) (WHO, 2019c). The PPSs on the use of antibiotics in hospitals, therefore, aim to collect information on antimicrobial prescription and bacterial resistance at a given time. This allows participating hospitals to develop their antibiotic prescription practices and define plans to encourage their appropriate prescription. Through the quality of available data, it is possible to compare results within a single center and between different centers, leading to the availability of improvement plans at both the hospital and national levels (WHO, 2019b).

Historically, the first PPS projects have been conducted mainly on adults, providing minimal data on hospitalized children. For example, at the European level, the European Surveillance of Antimicrobial Consumption (ESAC) conducted three studies on the use of antibiotics in hospitals: in 2006 (ESAC-1), 2008 (ESAC-2), and 2010 (ESAC-3); however, the methodology used was not specifically designed for infants and children. With the objective of optimizing antimicrobial prescription in children, ARPEC conducted a PPS between 2011 and 2012 on the use of antimicrobials in hospitalized children, standardizing collected data based on age, sex, weight (at birth), basic diagnosis, antimicrobial agent, dose, and prescription indication (treatment of acute disease or medical/surgical prophylaxis). In addition, the following subdivisions according to the type of department were considered: neonatology, general pediatrics, specialists (cardiology, nephrology, oncohematology, neuromuscular, neurology, bronchopneumology, infectious diseases unit), and neonatal and pediatric intensive care (NICU and PICU) (De Luca et al., 2016). Through ARPEC, antimicrobial prescription data have been collected from over 200 hospitals and primary care sources, mainly in Europe. AMR models have been described for several pathogens, and existing antimicrobial prescription guidelines have been assembled. In the end, an educational tool was created to improve prescription in pediatrics. ARPEC's main legacy has been the promotion of successful collaborations between pediatricians in Europe and beyond: this led to GARPEC in 2014 (Global Antimicrobial Resistance, Prescribing, and Efficacy among Children Project), the global version of ARPEC, aimed not only at benchmarking AMR and prescribing worldwide but also at developing strategies to preserve antimicrobials in the face of increasing resistance (Vergnano et al., 2014).

PPSs have progressively included an increasing number of nations worldwide: ESAC-1, which has collected data from 20 hospitals in 20 different European countries, has developed into the ambitious project of a global PPS. A global PPS pilot project started in 2014, collecting data from infants, children, and adults in one day from 335 different hospitals in 53 countries, as follows: Europe (24 countries; 214 hospitals); Africa (five countries; 12 hospitals), Asia (16 countries; 57 hospitals), the Americas (six countries; 43 hospitals) and Oceania (two countries; nine hospitals). These analyses have been repeated annually since 2017, taking further into account seasonal and geographical variability (WHO, 2019b). However, PPS has certain disadvantages: 1) a time-limited study cannot acquire data on treatment duration, clinical outcome, or switching. Moreover, it is more likely to collect data on long-lasting therapies (Hsia et al., 2019); 2) processing a PPS is more resource-intensive than simply collecting data on antimicrobial consumption, as data are collected on individual patients (WHO, 2019a); 3) most institutions are actually tertiary care hospitals that usually handle more complicated and serious cases, and this could have a significant impact on the type of antibiotic prescription (De Luca et al., 2016); 4) participation in the studies is generally on a voluntary basis, and the researcher does not receive any payment. This factor could lead to an impairment of participation and data collection (Hufnagel et al., 2019).

In conclusion, repeated PPSs should be part of the pediatric management of antibiotics, as they represent a strategy to identify prescription trends over time, to assess the efficacy of AS and to address the problem of inappropriate antibiotic use, with particular regard to dosage. However, it has been shown that PPS alone is not enough to produce changes in clinical practice if they are not supported by other AS methods (Tersigni et al., 2019).



Aware

In March 2017, the WHO Essential Medicine List (EML) created three subcategories of antibiotics (Access, Watch, and Reserve) within the EML for children (EMLc) to facilitate the selection and monitoring of the correct antibiotic and to support AS. The first group is GROUP “Access” (green) includes antibiotics with broad spectrum activities that show a lower resistance potential than those contained in the other 2 groups. Antibiotics in this group should be used as first choice or as an empirical second choice treatment for the most common infections. The second is GROUP “WAtch” (yellow) that includes antibiotics with a broader spectrum but showing a higher resistance potential and should therefore be subject to priority local and national management and monitoring programs. They are used in first- or second-choice empirical treatment in a limited number of specific infectious diseases. The third is GROUP “REserve” (red) that includes antibiotics and classes of antibiotics that should be used for the treatment of confirmed or suspected infections due to multiresistant organisms, where all alternatives have failed or have not proven suitable (WHO, 2019a). In 2019, Hsia et al. suggested that PPS together with EMLs could be used as a valid and effective method to prescribe, monitor, and compare the use of antibiotics in children's hospitals (Hsia et al., 2019). The AWaRe Classification Database, which was recently expanded from essential medicine to 177 common antibiotics (WHO, 2020), can assist policy makers in adopting AWaRe as a tool to support setting performance targets and guide optimal use of antibiotics in countries. This tool can also be adopted by clinicians to monitor antibiotic use and implement surveillance activities at local level and inform the development of antibiotic treatment guidelines.



Prescription Authorization

Among the interventions of AS proposed for proper management of antibiotic therapy are pre-prescription authorization (PPA) and post-prescription feedback review (PPRF).

In the PPA approach, some antibiotics have restricted indications, and their prescription by clinicians must be previously approved by highly qualified personnel (e.g., doctors and pharmacists in the AS team) (Doron and Davidson, 2011). The advantages of this method are that it avoids abuse and/or inappropriate use of the chosen drugs while reducing hospital costs; one of the disadvantages is that some clinicians may consider this method as a threat to their autonomy; moreover, the approval may be influenced by the variability of the authorizing subject. Finally, this method could lead to increased use of unauthorized antibiotics, sometimes undermining the objectives of the AS (Philmon et al., 2006).

With regard to PPRF, AS team members re-evaluate prescriptions and provide recommendations to physicians regarding the possibility of continuing/modifying/suspending treatment based on clinical-laboratory data (Chung et al., 2013). Among the advantages are direct interaction and feedback with the prescriber; moreover, this method allows the authorizer to participate in the evolution of the therapy and to control it more efficiently and in accordance with the microbiological results (Doron and Davidson, 2011). At the same time, however, this requires time and resources, not always available, from the AS team.

Both of these approaches are valuable tools for AS enhancement, and over the years, several studies have tried to demonstrate which of the two is superior: Mehta et al. compared them in a study in a third-level hospital and found that the switch from PPA to PPRF was associated with a significant increase in both antimicrobials subject to authorization and the number of all antimicrobial agents included in the list of those who required authorization (Mehta et al., 2014). Among the few studies carried out in the pediatric field, Di Pentima et al. in 2011 introduced an AS methodology based mainly on PPA and PPRF in a third level pediatric hospital: a significant impact on the decrease of the use of antimicrobials was found, including both those under authorization and the rest, demonstrating the importance of these AS interventions on the quality of care of hospitalized children and the prevention of resistance (Di Pentima et al., 2011).

As for the method to be preferred, there are conflicting results in the literature. However, Chan et al. performed a further study in which they defined the impact of the PPA method on the use of vancomycin in a third level pediatric hospital and showed that, compared to the previous 3 years of use of the PPRF method, the addition of the second method did not significantly change the antibiotic administration (Chan et al., 2015). Two other studies conducted in pediatric hospitals in 2012 and 2017 reported a significant decrease in the general use of antibiotic therapy by implementing the PPRF method as part of the AS program (Cosgrove et al., 2012; Lighter-Fisher et al., 2017). It is currently believed that the PPRF method should be favored over the PPA if possible because it is considered superior (WHO, 2019a).



Guidelines and Diagnostic Algorithms

The inadequate prescription of antibiotics is often the result of poor education of clinicians, lack of appropriate guidelines, and lack of theoretical-practical training. Education is therefore considered a key point in AS programs and should include structured doctors and trainees, pharmacists, nurses, and students (Barlam et al., 2016). In fact, it is important that learning starts during the university period, through the implementation of AS-related concepts in textbooks, and continues during specialist training, taking advantage of daily clinical practice (Schrier et al., 2018).

Among the most recent methodologies is blended learning, a mix of online and face-to-face lessons, which is becoming increasingly popular among students (WHO, 2019a). Traditional educational techniques are moderately effective in increasing knowledge; conversely, interactive techniques improve prescriptive skills; these techniques include small group sessions, e-learning, educational awareness, periodic retrospective audits and feedback, and direct patient practice (Ohl and Luther, 2014). Guidelines on empirical antibiotic prescription and standard treatment lead to better treatment for the most common infectious diseases, help prescribers identify the right first-line therapy, and reduce costs and duration of stay (WHO, 2019a).

The usefulness of education and application of the guidelines has been demonstrated in many studies. Cisneros et al. demonstrated how the implementation of local guidelines on common infectious diseases combined with adequate training of clinicians in a tertiary center including pediatric patients improved the appropriateness of antibiotic treatment by 26.6% and was at the same time optimally accepted by clinicians (Cisneros et al., 2014). Recently, a study was carried out in a Swedish pediatric emergency room assessing adherence to national guidelines for acute otitis media and acute pharyngotonsillitis, combining educational awareness raising techniques and decision support. This easily implemented AS intervention was associated with a significant effect on the adequate prescription of antibiotics (Malmgren et al., 2019). Poole et al. conducted a retrospective cross-sectional study between 2009 and 2014 and found that there is a very high inappropriate antibiotic prescription rate among pediatric patients, thus emphasizing the need for expanding pediatric AS efforts to nonpediatric emergency rooms, particularly regarding avoidance of antibiotic prescribing for conditions for which antibiotics are not indicated, reducing macrolide use, and increasing first-line guideline-concordant prescribing. (Poole et al., 2019).

Regarding diagnostic algorithms, pediatric studies have demonstrated the utility of an algorithm based on a procalcitonin (PCT) cutoff value for guiding antibiotic administration in community-acquired pneumonia (CAP), showing that this approach can significantly decrease antibiotic prescription and antibiotic-related adverse events in pediatric patients with uncomplicated disease (Esposito et al., 2011).

Evidence-based guidelines and diagnostic algorithms appears a useful tool of AS. The guidelines are developed in specialized university centers, where both staff and adequate resources are available, or within Scientific Societies. However, for an optimal application, it is necessary to have a wide diffusion, including first-level centers and emergency departments with non-specialized pediatric personnel.



Antibiotic Cycling

A further proposed AS technique was antibiotic rotation: antibiotics are withdrawn from intrahospital use for a period of time—to limit the appearance of resistance—and are reintroduced afterwards. This is a structured way of introducing heterogeneity of antibiotics into prescribing practice, as heterogeneity, contrary to the restriction of availability, is the most likely way to reduce the appearance of antibiotic resistance (Robert, 2005).

The studies on this practice actually proved to be discordant: in 2002, Moss et al. performed a pilot research to define the safety effects of antibiotic rotation to decrease colonization and infection with antibiotic-resistant bacteria; the study was conducted in a 16-bed pediatric intensive care unit on critically ill children requiring antibiotic treatment. Three classes of antibiotics were rotated at 3-month intervals for 18 months. The broad-spectrum empirical antibiotic cycle was found to be safe and did not increase antibiotic resistance. The study concluded that antibiotic rotation could therefore be a safe and viable strategy to minimize antibiotic resistance in intensive care units (Moss et al., 2002). In the same year, Toltzis et al. examined whether monthly rotation of gentamicin, piperacillin-tazobactam, and ceftazidime could reduce colonization with Gram-negative resistant bacilli in a NICU. A total of 1,062 children were analyzed over a period of 1 year but in this study the rotation of parenteral antibiotics, according to the protocol applied, did not establish any impact in reducing the reservoir of resistant Gram-negative bacilli compared to the control group (Toltzis et al., 2002).Recent studies have also shown little usefulness in reducing antibiotic resistance (van Duijn et al., 2018).



Rapid Diagnostic Tests

Diagnostic uncertainty may lead to inappropriate antibiotic prescription. In addition, antibiotic therapy initiated on suspicion of a bacterial infectious disease is empirical until the microbiological tests results are available, which often requires prolonged periods of time. Empirical therapy is more complex in the pediatric field than in the adult field, considering the different etiology of infections according to age. A rapid diagnostic test (RDT) provides a result in advance of conventional methods used to identify pathogenic microorganisms (Kundu, 2018).

Two examples of RDTs used in pediatrics with an high impact in the reduction of antibiotic abuse are the one for the identification of Streptococcus pyogenes in pharyngitis (Chiappini et al., 2014) and the one for detection of influenza viruses (Esposito et al., 2003). Effectiveness of these tests have been reported in clinical studies, and the use of rapid test for S. pyogenes is included also in clinical guidelines.

RDTs help in the choice of targeted therapy, in reducing hospital stays and costs as well as morbidity and mortality associated with infection. However, an RDT should be easy to perform, should not require sophisticated machines, and its kits should be stable at extreme temperatures (Messacar et al., 2017; Reuter et al., 2019). In contrast, most available RDTs provide a qualitative and not a quantitative result; therefore, it is not possible to assess the severity of the disease, its monitoring, prognosis, and therapeutic efficacy (Kundu, 2018). Finally, testing is often expensive and/or requires advanced equipment not available in many facilities (WHO, 2019a).




Potential Alternatives


Computerized Prescribers Order Entry

Computerized Prescribers Order Entry (CPOE) refers to the process of entering and sending instructions from prescribing physicians, including medication orders, laboratory tests, and radiological examinations via a computer application rather than paper, fax, or telephone.

Children are particularly vulnerable to medication errors for multiple reasons: use of doses based on weight or body surface area, increased sensitivity to medication errors, and variable ability to metabolize and excrete drugs. CPOE can reduce the error rate and improve patient safety. In addition, CPOE technology often includes clinical decision support tools that can automatically verify drug interactions, drug allergies, and other potential problems. By enabling suppliers to send orders electronically, CPOE can facilitate the rapid communication of drug orders and laboratory and radiology reports to pharmacies, laboratories, and radiology facilities, saving time and improving efficiency. Finally, CPOE can facilitate the reimbursement of expenses if integrated with a practical electronic management system (WHO, 2018b). The study by Chaparro et al. carried out from 2008 to the end of 2010 found that an average pediatric CPOE system was able to identify 62% of therapeutic errors compared to 44.3% in the adult system, while demonstrating the validity of this method and the need to develop specific and validated systems in children (Chaparro et al., 2017). Unfortunately, the CPOE requires health care computer systems that are not always available in all health care facilities (WHO, 2019a).



Therapeutic Drug Monitoring

One of the methods to optimize the use of antimicrobials and improve clinical outcome is therapeutic drug monitoring (TDM) (Roberts et al., 2012). TDM is defined as the measurement of drug concentrations in biological fluids to assess whether they are related to the patient's clinical condition or whether there is a need to change the dosage or intervals of administration. The criteria for monitoring drugs in pediatric age are similar to those for adults, but other factors as the physiological and biochemical changes related to age (particularly during the first year of life) resulting in different pharmacokinetic and clinical pharmacodynamic parameters must be considered. When administering drugs to children, age-related differences in drug absorption, distribution, metabolism, and clearance must be taken into account to optimize drug efficacy and avoid toxicity (Soldin and Soldin, 2002; Downes et al., 2014). Modeling of the pharmacokinetic/pharmacodynamic (PK/PD) characteristics of antibiotics can support the optimization of dosing regimens. The three clinical applications of these models applied to antibiotics: 1) dosing evaluation of old antibiotics, 2) setting clinical breakpoints, and 3) dosing individualization using TDM (de Velde et al., 2018).

TDM is indicated for concentration-dependent antibiotics, e.g., vancomycin and aminoglycosides, when used for at least 3 days (WHO, 2019a) and often involves the pharmacist who can choose the initial dose and make changes based on blood levels using electronic calculators. Among the critical issues, TDM may be disadvantageous for clinicians not familiar with the constant use of these drugs (Doron and Davidson, 2011). Moreover, this type of monitoring may also not be available in all facilities (WHO, 2019a).





Antimicrobial Stewardship (AS) in Outpatient Setting: A Priority for Reduction of Antibiotic Abuse

Although all the methods mentioned above can be used in outpatient setting, AS interventions on outpatients are less frequent. Indeed, the few studies conducted show that AS can be effective in reducing the misuse of antibiotics even in outpatient clinics, but with less relevant results than those conducted in a hospital environment (Principi and Esposito, 2016). Among such studies, one of the most important was conducted in Sweden, incorporating adults and children visited on an outpatient basis. The consumption of antibiotics by children between 0 and 6 years of age has decreased by 54.6% since 2000 (from 746 to 339 prescriptions per 1,000 children and year), showing great variability of prescription between the Swedish counties investigated. In this age group, the following penicillins beta-lactams were the most commonly prescribed antibiotics: penicillin V, amoxicillin, and flucloxacillin (O'Donnell and Guarascio, 2017; Sweders Swarm, 2017).

In a recent article, Zetts et al. reported that in the United States the highest prescription rate of antibiotics occurs on an outpatient basis, and approximately 30% is inappropriate (Szymczak et al., 2014). In addition to AMR, this also increases the likelihood of adverse drug reactions and the development of Clostridium difficile infections. Antibiotics were prescribed for acute respiratory tract infections, including rhinosinusitis, acute otitis media, pharyngitis, viral upper respiratory tract infection, bronchitis and bronchiolitis, asthma and allergy, influenza, and bacterial or viral pneumonia. The highest prescription rate was reported among pediatric patients under 2 years of age, and the most prescribed antibiotics were penicillins, macrolides, and cephalosporins. The study lists many factors that lead the doctor to prescribe antibiotics incorrectly, some of them unrelated to the clinical aspect (e.g., pressure from parents who expect tangible actions to deal with the child's illness) (Szymczak et al., 2014). Another study confirmed that the figure of the parent can be a major problem for antibiotic abuse: 24 pediatricians interviewed identified parental pressure as a serious obstacle to the more prudent use of antibiotics (Zetts et al., 2018). Respondents reported that they sometimes succumbed to parental pressure for social reasons. The culture of expectation on the part of parents is therefore a very topical problem that pediatricians often face when prescribing antibiotics (Szymczak et al., 2014). Physicians operating in private practice may be particularly sensitive to losing patients to their competitors if the parents are not satisfied with a non-prescription approach. In clinics, doctors have limited time to make a diagnosis after assessing patients with non-specific symptoms to begin the most appropriate treatment.

Decision fatigue resulting from the doctor's workload can also contribute to inappropriate antibiotic prescription: it often takes less time to prescribe an antibiotic than to provide a lengthy explanation as to why it is not necessary (Zetts et al., 2018).

In addition, specific diagnostic tests to discriminate whether the infection is of viral or bacterial origin are not always available (Centers for Disease Control and Prevention, 2016). In 2016, the Centers for Disease Control and Prevention (CDC) published the basic principles of AS for extra-hospital managed patients. These include the need for constant efforts to show the problems related to AMR (e.g., through posters in waiting rooms). Monitoring and reporting of the antibiotic prescription are important, requiring, for example, a written justification for the use of non-recommended antibiotics and the encouragement of continuous training for clinicians to minimize error. Recently, building on key elements published by the CDC, it has been reaffirmed how effective interventions of AS can protect children and optimize clinical outcomes not only in hospital, but also in outpatient settings (Kilgore and Smith, 2019).



Conclusions

The problem of AMR in both hospital and community settings represents a global emergency in terms of individual health and health care costs. The balance between multi-resistant organisms and new antimicrobials is extremely precarious. The AS tools are the most important weapon at our disposal to stem the phenomenon. The AS strategies conducted on adult patients have had a positive impact; only recently have they been undertaken in the pediatric field, where targeted interventions are needed, considering the heterogeneity in age and weight of patients. Careful monitoring of prescriptions, continuous training of prescribing physicians, and collaboration with highly qualified staff, creation of local and national guidelines, use of RDTs, technological means of support, and research activities by testing new broad-spectrum antibiotics are mandatory. However, all of these measures must be supported by adequate investment by national and international health organizations. Only by making AS daily practice, through the use of financial resources and dedicated staff, we can fight AMR to ensure safe and effective care for our young patients.



Author Contributions

UF, VC, and MP performed the literature review and wrote the first draft of the manuscript. PG and SE critically revised the text and made substantial scientific contributions. All authors approved the final version of the manuscript.



References

 Antibiotics Currently in Global Clinical Development. Avaible at: https://www.pewtrusts.org/en/research-and-analysis/data-visualizations/2014/antibiotics-currently-in-clinical-development. Accessed: 25 Jan 2020.

 Barlam, T. F., Cosgrove, S. E., Abbo, L. M., MacDougall, C., Schuetz, A. N., Septimus, E. J., et al. (2016). Implementing an Antibiotic Stewardship Program: Guidelines by the Infectious Diseases Society of America and the Society for Healthcare Epidemiology of America. Clin. Infect. Dis. 62, e51–e77. doi: 10.1093/cid/ciw217

 Baur, D., Gladstone, B. P., Burkert, F., Carrara, E., Foschi, F., Döbele, S., et al. (2017). Effect of antibiotic stewardship on the incidence of infection and colonisation with antibiotic-resistant bacteria and Clostridium difficile infection: a systematic review and meta-analysis. Lancet Infect. Dis. 17, 990–1001. doi: 10.1016/S1473-3099(17)30325-0

 Centers for Disease Control and Prevention. (2016). The core elements of outpatient antibiotic stewardship. Available at: https://www.cdc.gov/antibiotic-use/community/pdfs/16_268900-A_CoreElementsOutpatient_508.pdf Accessed on: 24 Jan 2020.

 Chan, S., Hossain, J., and Di Pentima, M. C. (2015). Implications and impact of prior authorization policy on vancomycin use at a tertiary pediatric teaching hospital. Pediatr. Infect. Dis. J. 34, 506–508. doi: 10.1097/INF.0000000000000615

 Chaparro, J. D., Classen, D. C., Danforth, M., Stockwell, D. C., and Longhurst, C. A. (2017). National trends in safety performance of electronic health record systems in children's hospitals. J. Am. Med. Inform Assoc. 24, 268–274.

 Chautrakarn, S., Anugulruengkitt, S., Puthanakit, T., Rattananupong, T., and Hiransuthikul, N. (2019). Impact of a Prospective Audit and Feedback Antimicrobial Stewardship Program in Pediatric Units in Tertiary Care Teaching Hospital in Thailand. Hosp. Pediatr. 9, 851–858. doi: 10.1542/hpeds.2019-0027

 Chiappini, E., Mazzantini, R., Bruzzese, E., Capuano, A., Colombo, M., Cricelli, C., et al. (2014). Italian Society of Preventive and Social Pediatrics. Rational use of antibiotics for the management of children's respiratory tract infections in the ambulatory setting: an evidence-based consensus by the Italian Society of Preventive and Social Pediatrics. Paediatr. Respir. Rev. 15, 231–236.

 Chung, G. W., Wu, J. E., Yeo, C. L., Chan, D., and Hsu, L. Y. (2013). Antimicrobial stewardship: a review of prospective audit and feedback systems and an objective evaluation of outcomes. Virulence 4, 151–157. doi: 10.4161/viru.21626

 Cisneros, J. M., Neth, O., Gil-Navarro, M. V., Lepe, J. A., Jiménez-Parrilla, F., Cordero, E., et al. (2014). PRIOAM team. Global impact of an educational antimicrobial stewardship programme on prescribing practice in a tertiary hospital centre. Clin. Microbiol. Infect. 20, 82–88. doi: 10.1111/1469-0691.12191

 Cosgrove, S. E., Seo, S. K., Bolon, M. K., Sepkowitz, K. A., Climo, M. W., Diekema, D. J., et al. (2012). Evaluation of postprescription review and feedback as a method of promoting rational antimicrobial use: a multicenter intervention. CDC Prevention Epicenter Program. Infect. Control Hosp. Epidemiol. 33, 374–380. doi: 10.1086/664771

 D'Agata, E. M., Habtemariam, D., and Mitchell, S. (1997). Multidrug-resistant Gram-negative bacteria: Inter- and intradissemination among nursing homes of residents with advanced dementia. Infect. Control Hosp. Epidemiol. 36, 930–935. doi: 10.1017/ice.2015.97

 De Luca, M., Donà, D., Montagnani, C., Lo Vecchio, A., Romanengo, M., Tagliabue, C., et al. (2016). Antibiotic Prescriptions and Prophylaxis in Italian Children. Is It Time to Change? Data from the ARPEC Project. PloS One 11, e0154662.

 de Velde, F., Mouton, J. W., de Winter, B. C. M., van Gelder, T., and Koch, B. C. P. (2018). Clinical applications of population pharmacokinetic models of antibiotics: challenges and perspectives. Pharmacol. Res. 134, 280–288. doi: 10.1016/j.phrs.2018.07.005

 Dellit, T. H., Owens, R. C., McGowan, J. E., Gerding, D. N., Weinstein, R. A., Burke, J. P., et al. (2007). Infectious Diseases Society of America; Society for Healthcare Epidemiology of America. IDSA/SHEA guidelines for developing an institutional program to enhance antimicrobial stewardship. Clin. Infect. Dis. 44, 159–177. doi: 10.1086/510393

 Di Pentima, M. C., Chan, S., and Hossain, J. (2011). Benefits of a pediatric antimicrobial stewardship program at a children's hospital. Pediatrics 128, 1062–1070. doi: 10.1542/peds.2010-3589

 Donà, D., Barbieri, E., Daverio, M., Lundin, R., Giaquinto, C., Zaoutis, T., et al. (2020). Implementation and impact of pediatric antimicrobial stewardship programs: a systematic scoping review. Antimicrob. Resist. Infect. Control 9, 3.

 Doron, S., and Davidson, L. E. (2011). Antimicrobial Stewardship. Mayo Clin. Proc. 86, 1113–1123. doi: 10.4065/mcp.2011.0358

 Downes, K. J., Hahn, A., Wiles, J., Courter, J. D., and Vinks, A. A. (2014). Dose optimisation of antibiotics in children: application of pharmacokinetics/pharmacodynamics in paediatrics. Int. J. Antimicrob. Agents 43, 223–230. doi: 10.1016/j.ijantimicag.2013.11.006

 Dyar, O. J., Huttner, B., Schouten, J., and Pulcini, C. (2017). ESGAP (ESCMID Study Group for Antimicrobial stewardshiP). What is antimicrobial stewardship? Clin. Microbiol. Infect. 23, 793–798. doi: 10.1016/j.cmi.2017.08.026

 Esposito, S., Marchisio, P., Morelli, P., Crovari, P., and Principi, N. (2003). Effect of a rapid influenza diagnosis. Arch. Dis. Child 88, 525–526. doi: 10.1136/adc.88.6.525

 Esposito, S., Tagliabue, C., Picciolli, I., Semino, M., Sabatini, C., Consolo, S., et al. (2011). Procalcitonin measurements for guiding antibiotic treatment in pediatric pneumonia. Respir. Med. 105, 1939–1945. doi: 10.1016/j.rmed.2011.09.003

 Gerding, D. N. (2001). The search for good antimicrobial stewardship. Jt Comm. J. Qual. Improv. 27, 403–404. doi: 10.1016/S1070-3241(01)27034-5

 Grohskopf, L. A., Huskins, W. C., Sinkowitz-Cochran, R. L., Levine, G. L., Goldmann, D. A., and Jarvis, W. R. (2005). Pediatric Prevention Network. Use of antimicrobial agents in United States neonatal and pediatric intensive care patients. Pediatr. Infect. Dis. J. 24, 766–777. doi: 10.1097/01.inf.0000178064.55193.1c

 Hay, M., Thomas, D. W., Craighead, J. L., Economides, C., and Rosenthal, J. (2014). Clinical development success rates for investigational drugs. Nat. Biotechnol. 32, 40–51. doi: 10.1038/nbt.2786

 Hecker, M. T., Aron, D. C., Patel, N. P., Lehmann, M. K., and Donskey, C. J. (2003). Unnecessary use of antimicrobials in hospitalized patients: current patterns of misuse with an emphasis on the antianaerobic spectrum of activity. Arch. Intern Med. 163, 972–978. doi: 10.1001/archinte.163.8.972

 Hsia, Y., Lee, B. R., Versporten, A., Yang, Y., Bielicki, J., Jackson, C., et al. (2019). GARPEC and Global-PPS networks. Use of the WHO Access, Watch, and Reserve classification to define patterns of hospital antibiotic use (AWaRe): an analysis of paediatric survey data from 56 countries. Lancet Glob. Health 7, e861–e871.

 Hufnagel, M., Versporten, A., Bielicki, J., Drapier, N., Sharland, M., Goossens, H., et al. (2019). High Rates of Prescribing Antimicrobials for Prophylaxis in Children and Neonates: Results From the Antibiotic Resistance and Prescribing in European Children Point Prevalence Survey. J. Pediatr. Infect. Dis. Soc. 8, 143–151. doi: 10.1093/jpids/piy019

 Kilgore, J. T., and Smith, M. J. (2019). Outpatient Pediatric Antibiotic Use: a Systematic Review. Curr. Infect. Dis. Rep. 21, 14. doi: 10.1007/s11908-019-0673-x

 Kinoshita, N., Morisaki, N., Uda, K., Kasai, M., Horikoshi, Y., and Miyairi, I. (2019). Nationwide study of outpatient oral antimicrobial utilization patterns for children in Japan (2013-2016). J. Infect. Chemother. 25, 22–27. doi: 10.1016/j.jiac.2018.10.002

 Knowles, R., Sharland, M., Hsia, Y., Magrini, N., Moja, L., Siyam, A., et al. (2020). Measuring antibiotic availability and use in 20 low- and middle-income countries. Bull. World Health Organ 98, 177–187C. doi: 10.2471/BLT.19.241349

 Kundu, R. (2018). Rapid diagnostic tests in childhood infections. Indian Pediatr. 55, 233–237. doi: 10.1007/s13312-018-1324-2

 Levy, E. R., Swami, S., Dubois, S. G., Wendt, R., and Banerjee, R. (2012). Rates and appropriateness of antimicrobial prescribing at an academic children's hospital, 2007-2010. Infect. Control Hosp. Epidemiol. 33, 346–353. doi: 10.1086/664761

 Lighter-Fisher, J., Desai, S., Stachel, A., Pham, V. P., Klejmont, L., and Dubrovskaya, Y. (2017). Implementing an Inpatient Pediatric Prospective Audit and Feedback Antimicrobial Stewardship Program Within a Larger Medical Center. Hosp. Pediatr. 7, 516–522. doi: 10.1542/hpeds.2016-0144

 Malmgren, A., Biswanger, K., Lundqvist, A., and Zaoutis, T. (2019). Education, decision support, feedback and a minor reward: a novel antimicrobial Stewardship intervention in a Swedish paediatric emergency setting. Infect. Dis. (Lond) 51, 559–569. doi: 10.1080/23744235.2019.1606933

 McGowan, J. E., and Gerding, D. N. (1996). Does antibiotic restriction prevent resistance? New Horiz. 4, 370–376.

 Mehta, J. M., Haynes, K., Wileyto, E. P., Gerber, J. S., Timko, D. R., Morgan, S. C., et al. (2014). Centers for Disease Control and Prevention Epicenter Program. Comparison of Prior Authorization and Prospective Audit with Feedback for Antimicrobial Stewardship. Infect. Control Hosp. Epidemiol. 35, 1092–1099. doi: 10.1086/677624

 Messacar, K., Hurst, A. L., Child, J., Campbell, K., Palmer, C., Hamilton, S., et al. (2017). Clinical Impact and Provider Acceptability of Real-Time Antimicrobial Stewardship Decision Support for Rapid Diagnostics in Children With Positive Blood Culture Results. J. Pediatr. Infect. Dis. Soc. 6, 267–274.

 Mitchell, S. L., Shaffer, M. L., Loeb, M. B., Givens, J. L., Habtemariam, D., Dan, K. K., et al. (2014). Infection management in advanced dementia. JAMA Intern Med. 174, 1660–1667. doi: 10.1001/jamainternmed.2014.3918

 Moss, W. J., Beers, M. C., Johnson, E., Nichols, D. G., Perl, T. M., Dick, J. D., et al. (2002). Pilot study of antibiotic cycling in a pediatric intensive care unit. Crit. Care Med. 30, 1877–1882. doi: 10.1097/00003246-200208000-00034

 O'Donnell, L. A., and Guarascio, A. J. (2017). The intersection of antimicrobial stewardship and microbiology: educating the next generation of health care professionals. FEMS Microbiol. Lett. 364. doi: 10.1093/femsle/fnw281

 Ohl, C. A., and Luther, V. P. (2014). Health care provider education as a tool to enhance antibiotic stewardship practices. Infect. Dis. Clin. North Am. 28, 177–193. doi: 10.1016/j.idc.2014.02.001

 Philmon, C., Smith, T., Williamson, S., and Goodman, E. (2006). Controlling use of antimicrobials in a community teaching hospital. Infect. Control Hosp. Epidemiol. 27, 239–244. doi: 10.1086/500419

 Poole, N. M., Shapiro, D. J., Fleming-Dutra, K. E., Hicks, L. A., Hersh, A. L., and Kronman, M. P. (2019). Antibiotic Prescribing for Children in United States Emergency Departments: 2009-2014. Pediatrics 143, e20181056. doi: 10.1542/peds.2018-1056

 Principi, N., and Esposito, S. (2016). Antimicrobial stewardship in paediatrics. BMC Infect. Dis. 16, 424. doi: 10.1186/s12879-016-1772-z

 Resolution WHA 68-7. (2015). Global action plan on antimicrobial resistance. Avaible at: https://apps.who.int/gb/ebwha/pdf_files/WHA68/A68_R7-en.pdf. Accessed: 25 Jan 2020.

 Reuter, C. H., Palac, H. L., Kociolek, L. K., Zheng, X. T., Chao, Y. Y., Patel, R. M., et al. (2019). Ideal and Actual Impact of Rapid Diagnostic Testing and Antibiotic Stewardship on Antibiotic Prescribing and Clinical Outcomes in Children With Positive Blood Cultures. Pediatr. Infect. Dis. J. 38, 131–137. doi: 10.1097/INF.0000000000002102

 Robert, G. (2005). Masterton. Antibiotic cycling: more than it might seem? J. Antimicrob. Chemother. 55, 1–5. doi: 10.1093/jac/dkh506

 Roberts, R. R., Hota, B., Ahmad, I., Scott, R. D., Foster, S. D., Abbasi, F., et al. (2009). Hospital and societal costs of antimicrobial-resistant infections in a Chicago teaching hospital: implications for antibiotic stewardship. Clin. Infect. Dis. 49, 1175–1184. doi: 10.1086/605630

 Roberts, J. A., Norris, E., Paterson, D. L., and Martin, J. H. (2012). Therapeutic drug monitoring of antimicrobials. Br. J. Clin. Pharmacol. 73, 27–36. doi: 10.1111/j.1365-2125.2011.04080.x

 Rutledge-Taylor, K., Matlow, A., Gravel, D., Embree, J., Le Saux, N., Johnston, L., et al. (2012). Canadian Nosocomial Infection Surveillance Program. Canadian Nosocomial Infection Surveillance Program. Canadian NosocomialInfection Surveillance Program: a point prevalence survey of health care-associated infections in Canadian pediatric inpatients. Am. J. Infect. Control 40, 491–496. doi: 10.1016/j.ajic.2011.08.008

 Schrier, L., Hadjipanayis, A., Del Torso, S., Stiris, T., Emonts, M., and Dornbusch, H. J. (2018). European Antibiotic Awareness Day 2017: training the next generation of health care professionals in antibiotic stewardship. Eur. J. Pediatr. 177, 279–283. doi: 10.1007/s00431-017-3055-0

 Soldin, O. P., and Soldin, S. J. (2002). Review: therapeutic drug monitoring in pediatrics. Ther. Drug Monit. 24, 1–8. doi: 10.1097/00007691-200202000-00001

 Sweders Swarm. (2017). Consumption of antibiotics and occurrence of antibiotic resistance in Sweden. Avaible: http://www.folkhalsomyndigheten.se/pagefiles/20281/Swedres-Svarm-2014-14027.pdf Accessed on: 24 Jan 2020.

 Szymczak, J. E., Feemster, K. A., Zaoutis, T. E., and Gerber, J. S. (2014). Pediatrician perceptions of an outpatient antimicrobial stewardship intervention. Infect. Control Hosp. Epidemiol. 35 (Suppl. 3), S69–SS7. doi: 10.1086/677826

 Tersigni, C., Montagnani, C., D'Argenio, P., Duse, M., Esposito, S., Hsia, Y., et al. (2019). Antibiotic prescriptions in Italian hospitalised children after serial point prevalence surveys (or pointless prevalence surveys): has anything actually changed over the years? Ital J. Pediatr. 45, 127. doi: 10.1186/s13052-019-0722-y

 Toltzis, P., Dul, M. J., Hoyen, C., Salvator, A., Walsh, M., Zetts, L., et al. (2002). The effect of antibiotic rotation on colonization with antibiotic-resistant bacilli in a neonatal intensive care unit. Pediatrics 110, 707–711. doi: 10.1542/peds.110.4.707

 van de Maat, J., Van de Voort, E. M. F., Mintegi, S., Gervaix, A., Nieboer, D., and Moll, H. A. (2019). Antibiotic prescription for febrile children in European emergency departments: a cross-sectional, observational study. Lancet Infect. Dis. 19, 382–391. doi: 10.1016/S1473-3099(18)30672-8

 van de Voort, E. M. F., Mintegi, S., Gervaix, A., Moll, H. A., and Oostenbrink, R. (2018). Antibiotic Use in Febrile Children Presenting to the Emergency Department: A Systematic Review. Front. Pediatr. 6, 260. doi: 10.3389/fped.2018.00260

 van Duijn, P. J., Verbrugghe, W., Jorens, P. G., Spöhr, F., Schedler, D., Deja, M., et al. (2018). SATURN consortium The effects of antibiotic cycling and mixing on antibiotic resistance in intensive care units: a cluster-randomised crossover trial. Lancet Infect. Dis. 18, 401–409. doi: 10.1016/S1473-3099(18)30056-2

 Vergnano, S., Bielicki, J., Lundin, R., and Sharland, M. (2014). Antimicrobial resistance, prescribing and efficacy in children from the European to the global scene: From ARPEC to GARPEC. J. Pediatr. Infect. Dis. 3, 135–137.

 Versporten, A., Sharland, M., Bielicki, J., Drapier, N., Vankerckhoven, V., Goossens, H., et al. (2013). The antibiotic resistance and prescribing in European Children project: a neonatal and pediatric antimicrobial web-based point prevalence survey in 73 hospitals worldwide. Pediatr. Infect. Dis. J. 32, e242–e253. doi: 10.1097/INF.0b013e318286c612

 Versporten, A., Bielicki, J., Drapier, N., Sharland, M., and Goossens, M. (2016). ARPEC project group. The Worldwide Antibiotic Resistance and Prescribing in European Children (ARPEC) point prevalence survey: developing hospital-quality indicators of antibiotic prescribing for children. J. Antimicrob. Chemother. 71, 1106–1117. doi: 10.1093/jac/dkv418

 WHO (2018a). Global database for Antimicrobial Resistance Country Self-Assessment. Avaible at: https://www.who.int/antimicrobial-resistance/en/ Accessed: 8 Jan 2020.

 WHO (2018b). What is computerized provider order entry (CPOE)? Avaible at: https://www.healthit.gov/faq/what-computerized-provider-order-entry Accessed: 25 Jan 2020.

 WHO (2019a). Antimicrobial stewardship programmes in health-care facilities in low- and middle-income countries: a WHO practical toolkit. Avaible at: https://apps.who.int/iris/bitstream/handle/10665/329404/9789241515481-eng.pdf. Accessed: 25 Jan 2020.

 WHO (2019b). “Global-PPS” a survey of antibiotic use and bacterial resistance in hospitals worldwide, tops the 200,000 patients. Avaible at: https://www.biomerieux.it/sites/subsidiary_it/files/news-event-press-release/pr_biomerieux_and_antwerp_university_gpps_tops_200_000_patients_20190415.pdf Accessed: 25 Jan 2020.

 WHO. (2019c). Methodology for point prevalence survey on antibiotic use in hospitals, version 1.1 Avaible at: https://apps.who.int/iris/bitstream/handle/10665/280063/WHO-EMP-IAU-2018.01-eng.pdf?sequence=1&isAllowed=y. Accessed: 25 Jan 2020.

 WHO. (2020). WHO releases the 2019 AWaRe Classification Antibiotics. https://www.who.int/medicines/news/2019/WHO_releases2019AWaRe_classification_antibiotics/en/. Accessed: 25 Jan 2020.

 Zetts, R. M., Stoesz, A., Smith, B. A., and Hyun, D. Y. (2018). Outpatient Antibiotic Use and the Need for Increased Antibiotic Stewardship Efforts. Pediatrics 141, e20174124. doi: 10.1542/peds.2017-4124



Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Fanelli, Chiné, Pappalardo, Gismondi and Esposito. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/logo.jpg
’ frontiers
in Pharmacology





OEBPS/Images/fphar.2020.00745_cover.jpg
, frontiers
in Pharmacology

Improving the Quality of Hospital
Antibiotic Use: Impact on Multidrug-
Resistant Bacterial Infections in
Children





OEBPS/Text/nav.xhtml


  

    Table of Contents



    

		Cover



      		

        Improving the Quality of Hospital Antibiotic Use: Impact on Multidrug-Resistant Bacterial Infections in Children

      

        		

          Introduction

        



        		

          Overview on Antibiotic Resistance

        



        		

          Antimicrobial Stewardship (AS)

        

          		

            Widely Adopted Strategies

          

            		

              Point Prevalence Survey

            



            		

              Aware

            



            		

              Prescription Authorization

            



            		

              Guidelines and Diagnostic Algorithms

            



            		

              Antibiotic Cycling

            



            		

              Rapid Diagnostic Tests

            



          



          



          		

            Potential Alternatives

          

            		

              Computerized Prescribers Order Entry

            



            		

              Therapeutic Drug Monitoring

            



          



          



        



        



        		

          Antimicrobial Stewardship (AS) in Outpatient Setting: A Priority for Reduction of Antibiotic Abuse

        



        		

          Conclusions

        



        		

          Author Contributions

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table1.jpg
Programs of AS Definition

Advantages

Disadvantages

PPs ON Data cobiection on animicrobial
ANTIBOTICS  prescription and bactedial resstance at
ghentime.

AWARE. Asubdvison of antbiotcs i three groups.

(Rccoss, Watch, REsan),

PrE- “Pestrited" insatons for some antbiolcs

PRESCRIPTION  and thei prescription by hghy qualfied

AUTHORIZATION  persorne e.g., doctors and pharmacists
nthe AS team).

POST- S toam mambars ro-evakate
PRESCRIPTION  prescriptons and provide

REVIEW fecommendatons to physicans on the.
possiy o oninueimodiy/suspend.
reatment, based on cincablaboratory
data

GUDELINES  Facity veatment recommendtons for

ANO ‘comman ifecton syrckomes based on

DIAGNOSTIC  atonal o acily cnica qiceines, and on

ALGORITHMS  localsuscoptbiy data, f avalabie.

ANTIBOTIC Aot aro withckawn fom nra-

CYOUNG Posptal use for a pecod—to it the
‘appearance of resstance—and e
retroduced aftervard,

RAPID Tests that provide a resutin achance of

DIAGNOSTIC  conventonal mathods used o idently the
TESTS. pathogenic mcroorgansm.

COMPUTERZED  Process ofenterng and sending

PRESORIBERS  instructions from proscrbing physcans,

ORDER ENTRY  inclcing mecfcation cxders, aboratory
tosts,and raciologcal examinatons via &
‘computer appication athe than paper,
fax,ortolophone.

THERAPEUTIC  Measurermen of dug concenratons n
0RUG bioogial fads.
MONTORNG

PR Do O ST

Ropeated PPSs represent a sraogy 1o Kently
prescripton rends over time, 0 assess the
oficacy of AS and to address th prodiem of
inapproprite antbiot use.

It tachitats the saaction and monorng of the
conect ntibotc and o support AS.

It i abuso anlor nappropriate use of the
chosen druge

It educes ospital costs

Diect intraction and foadback with he
prescrber
Tis mathod aons the authorize o particpate i
the evokuion of the therapy and to control  more.
eficenty

Lead o improred, standarcized care for common
nfoctous diseases.

Help prescrives selct il harapy, improve
antiiotc use, and decrease cost and kengih of
stay.

‘Toeoceticaly, hetecogensiy. as opposed o
restricton of avaiabity, & the most kcely way 10
recuce the appeaance of anibiot resistance.

Toey heip i the cheios of targeted therpy, i
reducing Pospial stays and costs s wol as
mortdity and mortally assocated with ction.

Itreduces the rror rate and improves patint
ey,

(Cinical decison suppor tocs can automaticaly
very drug interactions, drug alegis, and ather
potentl poblems.

1t can acitatethe apid communication of dug.
orders and reports, saing tive and improvng
oficency.

It assesses whethe they are rtied o the
patien’s cinicalcondition o whether thereis @
need 1o change he dosage or intenvals of
adiminsiraton.

Atime-imited study cannot acquie cata on
reatment duration, ciicaloutcome o swichi.
Processing a PPS is moro resouroo-tensiv than
simply collectng data on antimicropial
consumption.

Tertiary cae hospitals usuly hande more
compicated and serous cases, impactng on the
e of antbiotc prescripton.
Paricioaton n the studes s genraly on a
volunary basis leacing o an impsiment of
paricpaton and data colecton.

Dot caly doses are not asiy appicable
ociaiics sncs they 6o 1ot take o account the
varabity of dosage appied fo weigh

Usotlf applec togethr with other AS methods

‘Some cieicians may conside s method asa
hveat to the autonormy.

‘Approval may bo infenced by th variabty of
the autharizng subct

This method coud ead to ncreased uso of
nathorized anttiots, sometimes undermiring
the cbjctves of the AS.

requires time and fescurces, which are ot
avays avdatl, rom the AS tea.

Stat and adecuateresources are not avays
avaiati.

For an optimal appicaton, s necessary 1o ave
2 vido dfusion, inchuding frstevel centers and
emergency departments with non-specaized
pedatic persome.

Pracicaly, recent studes have aso shoun tfe
usetuiess i reducing antbiots resistance.

They provic a ualtative and ot a quanitative
et

It not possble 0 assess the severy of he.
dsease, ts monkorng, pognosis, and
therapeutc ficacy.

Tosting s often expensive andlor requires
‘achanced ecuipment not avaiable i many
facits.
(Compuserized prescriers order enty requies:
heatih Gare compute systems hat are ot aways
avalabio i a8 hath care facts.

tmay bo dsadvaniageous for incins not
famiar vith the constant use o these drgs.
tmay not bo avalable n l facites.





