e HSgB algorithm for suspected or confirmed Staphylococcus aureus bacteraemia (SAB)

g MoCHIs (Management of Common HSgB Infections):

Blood C&S grew Gram-positive cocci in clusters (GPCC)

1. Start anti-staphylococcal antibiotic(s) if clinical picture * Consider adding IV Vancomycin for patients with:
fit/suspicion high: o
e Hx of MRSA Colonization
IV Cloxacillin 2 gm g4h e  Hxof prolonged ICU stay
or e  Dialysis dependent
IV Cefazolin 2 gm q8h o Immunocompromised
* If already on another 8-lactam, consider streamlining to Cloxacillin/ * Cefazolin + Vancomycin is preferred if combination therapy is required
Cefazolin unless broad spectrum coverage is required.
2. Take baseline FBC/LFT/RP & CRP Refer to Vancomycin Protocol for Dose & TDM Info [Click Here]
Trace Blood C&S
. Start/contlnut?: Possible blood C&S contamination during
Continue IV Vancomycin sampling
IV Cloxacillin or IV Cefazolin (Refer to Vancomycin Protocol [Click Here])
plus (No treatment is required unless repeated C&S
(Off Vancomycin if started earlier) IV Cefazolin /solqtes the same microorganism d'es_p/te.prope..’r
(Cefazolin duration: 7 days, then OFF) technique & patient demonstrates clinical infection)

Staphylococcus aureus Bacteraemia (SAB) Bundle: m @ @ @ Investigations to identify the source:

m@ 1. Infectious Disease (ID) Team Referral 1. Relevant imaging

Indicated in the absence of an evident
removable source and choice is based on
clinical signs & symptoms. Eg:

2. Source/portal of entry identification. Eg: )
= Current/recent indwelling devices
= Skin (cellulitis, ulcer, drug injection, surgical site infection)

@ = Bone/joint inflammation (paravertebral, rib tenderness) a) Ultrasound abdomen/joints (if
0 Urinary catheter abdominal pain or swollen/tender joints)

- Endocarditis b)  CT Scan of brain or abdomen (if focal
. PRIEVTIGERE neurology, seizures, abdominal pain)
c) MRI of the spine (if new/worsening back

3. Adequate Source control pain or tenderness)
@ - Drain abscess d) Bone Scan (for bone/joint or muscular
= Remove indwelling device/catheter pain)

4. Blood C&sS clearance — Blood C&S repeated within 48-72 hours of initiation of | | 2. ECHO to rule out IE
effective antibiotic therapy to document blood C&S clearance

ECHO for all patients, especially if cardiac
murmur is present, presence of intracardiac

[\
Decide UNCOMPLICATED vs. COMPLICATED bacteraemia prosthetic device or persistent S. aureus
bacteraemia despite appropriate

Uncomplicated Bacteraemia Criteria: antimicrobial therapy

e  TTE for most cases
1. Infective endocarditis (IE) has been excluded e  Consider TOE for cases with high risk

for IE such as:
o Unknown duration of bacteraemia (eg:
community-acquired infection)

2. Possible source removed & no implanted prosthetic device is present
(eg: cardiac defibrillators and/or pacemakers, orthopaedic rods and plates)

3. Blood C&S clearance (repeated blood C&S at 48-72 hours is no growth) o Presence of cardiac prosthetic material or
predisposing valvular abnormality

4. Afebrile within 72 hours of initiation of effective Abx therapy o ESRFonHD
Evidence of infection involving the back

5. No evidence of disseminated infection (Common sites: bone and joints, intervertebral discs, the (osteomyelitis, discitis, epidural abscess)

epidural space, intra-abdominal sites such as kidneys, liver & spleen including non-removable abscess(es)) o Presence of stigmata for IE
ALL criteria fulfilled: Criteria NOT fulfilled:
N7 v If ECHO shows vegetation OR if high-risk for

IE but unable to do TEE, treat as Infective

Treat as UNCOMPLICATED bacteraemia Treat as COMPLICATED bacteraemia Endocarditis (IE)

v v v

Duration of antibiotic: Refer to Appendix 1

Total of 2 weeks*

* HSgB ID consultants’ consensus based on expert opinion.
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7 MoCHlIs (Management of Common HSgB Infections):
gﬂospm HSgB algorithm for suspected or confirmed Staphylococcus aureus bacteraemia (SAB)

Appendix 1: Treatment of COMPLICATED MSSA/MRSA bacteraemia

Appendix 1
REMINDER!
Treatment of COMPLICATED All complicated SAB cases
Staphylococcus aureus bacteraemia MUST be under ID referral
(SAB)
7 N7 v
Source: Source: Source:
ANY of the following:
e  Osteomyelitis (OM)
e  Septic Arthritis
Skin & Soft Ti Infecti SSTI
‘ in & Soft Tissue Infection ( ) Indwelling device Infective Endocarditis (IE)
e Abscess
e  Surgical Site Infection (SSI)
e Infected Ulcer with poor response
to treatment
v Vv v
1. Orthopaedic Review Treat as per Hosp Sungai Buloh
1. Remove the indwelling device Abx Guideline --> Medical
2. Imaging (CT/MRI) Department --> Cardiovascular
Infection --> Infective
3. Drain abscess/ Debridement of Endocarditis --> Staphylococcus
necrotic bone aureus
e Treat with IV Abx for a minimum
of 2 weeks. 2. Duration of antibiotics:
* Septic arthritis: e  Minimum of 2 weeks after
o Total 4 weeks (IV + Oral) culture clearance
e Osteomyelitis (OM):
o At least 6 weeks (IV + Oral)
after debridement.

For conversion to oral antibiotics,
refer to DIAMS - IV to PO

** For patients requiring longer IV Abx therapy, consider OPAT (Out-patient Antibiotic Therapy)
= Refer to ID Team to assess suitability for OPAT.

ALL PATIENTS NEED FOLLOW-UP FOR RELAPSE BY THE PRIMARY TEAM

Arrange clinical review 4 weeks following completion of antibiotic therapy
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HOSPITAL HSgB algorithm for suspected or confirmed Staphylococcus aureus bacteraemia (SAB)

g MoCHIs (Management of Common HSgB Infections):

Appendix 2:

Antibiotic doses for MSSA/MRSA Bacteremia Treatment

DOSAGE ADJUSTMENT IN RENAL INSUFFICIENCY

DRUG(S) USUAL DOSE o

(mL/min) DOSE

If ANY of the following is present:

o Severe/extensive infection
Critical illness/septic shock
Infective endocarditis (IE)

CNS infection
Hypoalbuminemia/burn patients

O O O O

e Cloxacillin 2 gm IV g4h ) .
Cloxacillin N/A No dosage adjustment required

*If blood C&S clearance achieved, source is removed, no
deep-seated infection, no hypoalbuminaemia, may consider
using:

e Cloxacillin 2 gm IV g6h

10-50 | 2gmIVgl2h

Normal dose:
e  Cefazolin 2 gm IV q8h

Cefazolin <10 1gm IV g24h

Obese patients:
e  Cefazolin 2 gm IV g6h (max dose)

In-patients:
2 gm stat, then 1 gm IV q24h
HD (If on HD days, to serve post-dialysis)

Out-patients:
2gm/2gm/3gm IV post-dialysis

Vancomycin Refer to Hospital Sungai Buloh Vancomycin Protocol [Click Here]
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