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Antifungal stewardship

‘ Minimize toxicity/ adverse sequelae

‘ Lower healthcare cost

Believers Church
Medical College Hospital



Antibiotic stewardship Antifungal stewardship

Patient Population All specialties Mainly
immunocompromised
patients

Indications Treatment both empirically and Long term Prophylaxis
targeted. (risk periods) and Treatment
. . . Short term prophylaxis like
AntlmICI'Oblal surgical prophylaxis

stewardship

Antimicrobial Agents Lots of antimicrobials Fewer agents
Relatively less complex Pk Complex Pk
Prescribers more familiar Prescribers less familiar
Low cost High Cost
Toxicity + Toxicity ++++
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Antifungal treatment strategies
for invasive fungal infections

Cortegiani, A., Russotto, V., Raineri, S. M., Gregoretti, C., De Rosa, F. G., &
Giarratano, A. (2017). Untargeted Antifungal Treatment Strategies for
Invasive Candidiasis in Non-neutropenic Critically Ill Patients: Current
Evidence and Insights. Current Fungal Infection Reports, 11(3), 84-91.
doi:10.1007/s12281-017-0288-3

Prophylaxis Administration of antifungal Strategy frequently applied
drugs to patients without in specific subgroups of
signs or symptoms of IC but patients at risk
with risk factors for its Low specificity since it
development covers a population at risk,

it does not require the use
of complementary
diagnostic methods at the
beginning

Preemptive Treatment triggered by This strategy aims to narrow
evidence of fungal infection, the large target population
basing on “surrogate of prophylaxis and to reduce
marker” or non-culture the time of initiation of
diagnostic tests, without empiric treatment
definitive microbiological Intermediate specificity
identification of fungal
pathogen (e.g., positive
biomarkers 1-3 beta-D-
glucan, mannan-antimannan
antibodies, polymerase
chain reaction assays)

Empiric The administration of Febrile neutropenic patients

therapy antifungal drugs to patients despite broad-spectrum
presenting signs and antibiotics, septic patients
symptoms of infection with potential intra-
potentially due to fungi and abdominal focus of infection
at risk of IC development

Targeted Targeted treatment for High specify

therapy identified pathogen



Fig. 2. Historical overview of systemic antifungal drugs and their marketing authorization
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Only 4 &Y,
antifungal
drugs have

been approved
in the last

10 years.
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MDR Fungal infection and Mortality
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Thirty day survival Kaplan—Meier curves in patients with acute leukaemia and candidaemia.
a) Casposungin non-susceptibility b) MDR
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The Journal of Infectious Diseases - 4
1s /

Core Recommendations for Antifungal Stewardship:
A Statement of the Mycoses Study Group Education and
Research Consortium

Melissa D. Johnson,"" Russell E. Lewis,™* Elizabeth 5. Dodds Ashley,"” Luis Ostrosky-Zeichner,” Theoklis Zaoutis,” George R. Thompson 111,°
David R. Andes,” Thomas J. Walsh,' Peter G. Pappas,’ Oliver A. Cornely,”™ " John R. Perfect,’ and Dimitrios P. Kontoyiannis"; for the Mycoses Study
Group Education and Research Consortium

'Dinision of Infectious Diseases and Intemational Health, Duke Liniversity Madical Cantar, Durham, North Caralina, USA, “Department of Madical and Surgical Sciences, Univarsity of Bologna, Bologna,
Itahy, “Division of Infecticus Diseasss, Laboratony of Mycology Reseanch, MoGowem Medical School, Houston, Texes, LISA, “Division of Infsctious Diseasss, Children’s Hospital of Philadelphia, Philadelphis,
Pannsykania, UEA, “Division of infactious Diseases, Departmant of Intemal Medicing, University of Califomia, Dawvis, Sacramento, Califomia, US4, “Dapartmeant of Medicine and Department of Medical
Microbichogy and Immuncbogy, University of Wisconsin—hadison, Madizson, Wisconsin, LSA, "Transplantation-Orcology Infectious Diseasss, Weill Cornell Miedicing of Comall University, New York, New
Yok, LIRA, “Diision of Infactious Diseasss, University of Alabama at Bemingham, Birmingham, Alabama, USA, "Dapartmant | of Intemal BMadicing, University Hospital of Cologne, Cologna, Germany,
""Serman Centra for Infaction Research, partner site Bonn-Cologne, Cologne, Germany, "'CECAD Cluster of Excallence, University of Cokogne, Cakogne, Germany, Clinical Trials Camar Cologre, University
Hospital of Cologne, Cologne, Genrany, and “Cepartiment of Infectious Disassas, Infection Conirol and Employves Health, MO Anderson Cancar Canter, Houston, Texas, USA

In recent years, the global public health community has increasingly recognized the importance of antimicrobial stewardship (AMS)
in the fight to improve outcomes, decrease costs, and curb increases in antimicrobial resistance around the world. However, the sub
ject of antifungal stewardship (AFS) has received less attention. While the principles of AMS guidelines likely apply to stewarding of
antifungal agents, there are additional considerations unique to AFS and the complex field of fungal infections that require specific
recommendations. In this article, we review the literature on AMS best practices and discuss AFS through the lens of the global core
elements of AMS. We offer recommendations for best practices in AFS based on a synthesis of this evidence by an interdisciplinary
expert panel of members of the Mycoses Study Group Education and Research Consortium. We also discuss research directions in
this rapidly evolving field. AFS is an emerging and important component of AMS, yet requires special considerations in certain areas
such as expertise, education, interventions to optimize utilization, therapeutic drug monitoring, and data analysis and reporting.
Keywords. stewardship; antifungal; candidiasis; aspergillosis; guidelines; diagnostics.

Antifungal Stewardship Recommendations - jid 2020:222




3% of all hospital admissions and 7.7% of ICU admissions in
US - associated with the prescription of systemic antifungals

30%—-50% of antifungal prescriptions could be optimized or
are inappropriate

Relatively few hospitals have formal AFS programs —
European survey

Application of core elements for AFS depends on the
resources and expertise available

Believers Church

Medical College Hospital Antifungal Stewardship Recommendations e jid 2020:222



Engagement of Senior Leadership 75y e Reporting & Feedback
= . stitiation -\ / b 8 » Track and benchmark antifungal use.
grate AFS program goals into institutional -/ - 74 \ sl A
S = / \. s patient-level outcomes
/  Feedback prescribing data

r leadership me mhw-: O ensure

alicclx‘uwtabm',;, ard dedicated resources. 1 Antlfu ngal
| Stewardhip
. Core Elements |

Monitoring & Surveillance

» Establish Local surveillance systems for fungal
infections.

 Timely antifungal susceptibility testing.

* Communicate results of fungal diagnostics in real-time

Accountability & Responsibility

» Core members should include ID MD and ID-trained
PharmD

* Team members should provide expertise in the

diagnosis and management of IFD. 7
* Key stakeholde no frequently e patients eview of antifungal drug interactions.
with IFD and/or have high rates of antifungal T mLI\ therapeutic drug mwmtormg of triazole
J ' - le C 8 (- = C
_ O ineals
prescribing should be members of the AFS program. antifungals.

Expertise on Infection Management

esting for Candida

Responsible Antimicrobial Use

» Consult ID for patients with IFD.

* Develop institutional treatment bundles and
guidelines for IFD.

» Handst |a|' e stewardship rounds and/or post

islt—* >Crl ;)TUI rev

fot []|H|y dia
gillus s

* By /1[||1r~ 1HTIfLH._d prescribing r g ]df'y and use

data-driven strategies to optimize AFS interventions.

Education & Training

« Target AFS educational programs

Believers Church

Medical College Hospital



Effectiveness of the interventions should be measured using predefined indicators

AFS metrics

Share the information and every success of your intervention with all members of the team

Intervention

Implementation

of rapid serological . . .

and molccular Rapid Diagnostics
diagnostic tests*

Pharmacy alerts regarding

new AF prescribed on a daily ove rSig ht
basis

Local Guidelines and clinical s .
flowcharts Guidelines

Educational programme to offer trainees

knowledge in [FI diagnosis and management in M
clinical practice Education

Pre AF Stewardship audit and identification of main AF

prescribers AF use baseline data

Creation of a Collaborative Group on Mycosis and Antifungal

reatment A FS tea m

Believers Church Munoz P Mycoses, 2015, 58 (Suppl. 2), 14—-2516P. Mu~noz et al.

Medical College Hospital



Prospective Audit and Formulary restriction &
Feedback Preauthorization

Core Stewardship
Strategies

Dose optimization Clinical Education

Believers Church
Medical College Hospital



ROLE OF PHARMACIST IN
ANTIFUNGAL STEWARDSHIP



Dose
optimization

Escalation/
De-escalation

IFI Bundles

Believers Church
Medical College Hospital

ldentifying
DDlIs

Interventions

Microbiology
Intervention

IV to PO
Transition

Adequate
Duration of




AFS AT BCMCH

Combined with AMS

Believers Church

Medical College Hospital



Impact of Infectious Diseases Consultation on Mortality in Candidemia

by Mejia-Chew et al.
Lancet Infectious Diseases, In press, 2019

Consult (N =776) No consult (N = 915)

‘. 29% (222) 90-day mortality 51% (468) 90-day mortality "
Proportion of evidence-based practices Proportion of evidence-based practices
I No therapy 2% 14% No therapy -
_ Ophthalmologic Evaluation 953% 17% 0phthalmologic Evaluation -
_ Echocardiography D7% 33% Echocardiography _
Duration of antifungal therapy Duration of antifungal therapy

000000000000000000 13y

14days 90000000000000

ID consult had a 19% survival benefit*
*Inverse propensity-score weighted Cox model, HR of 0.81 (95% Cl: 0.73, 0.91, p<0.0001)

Believers Church
Medical College Hospital



Invasive candidiasis bundle

At the time therapy is being started After starting therapy

e Perform 2 high-volume blood cultures e Follow-up blood cultures daily until
(40 mL) prior to starting therapy clearance of candidemia is documented
e Removal of existing CVCs within 24 h of e Echocardiography in patients with
diagnosis persistent fungemia, fever, or new cardiac
e Initial appropriate selection and dosing of symptoms
antifungals considering local epidemiology e Assessment of clinical efficacy 3-5 d after
started within 12 h of culture starting therapy and evaluating the need for
e Ophthalmological exam within the first alternative therapy based on culture
week of diagnosis identification and susceptibility results are
available

e Administration of at least 2 wk of therapy
after clearance of blood cultures (longer
with organ involvement)

e Step-down to oral fluconazole therapy in
patients with a favorable clinical course and
an isolate with documented susceptibility

Believers Church

Medical College Hospital Antifungal Stewardship Recommendations e jid 2020:222



Invasive aspergillosis management bundle

At the time therapy is being started After starting therapy

e Serum galactomannan test repeated twice in e Periodic (eg, weekly) testing of serum
patients not on mold-active azole prophylaxis galactomannan (if aspergillosis) as an
e CT imaging of chest and/or sinus/brain in adjunct criterion to assess treatment
patients with symptoms localized at these response
signs e TDM of voriconazole and posaconazole and
e Early bronchoscopy (within 48 h) with possibly isavuconazole serum levels to
cytology examination and culture of BAL document adequate drug exposures
fluid, measurement of galactomannan e Assessment of therapy appropriateness
antigen titer in BAL based on microbiological, culture, or
e Initial appropriate selection and dosing of histological results
antifungal agents considering previous e Repeat chest CT imaging after 3—4 wk and
antifungal exposure and local epidemiology periodically based on response, to assess
e Systematic screening for drug interactions infection status and/or progression
using a computerized drug interactions e Step-down to oral triazole therapy in
database for any patient starting or stopping patients with a favorable clinical course
a triazole antifungal agent

Believers Church

Medical College Hospital Antifungal Stewardship Recommendations e jid 2020:222



ROLE OF PHARMACIST IN
ANTIFUNGAL TDM



Pre analytical Analytical Post analytical
phase phase phase

Clinical question Results reported

Sample prepared

Test selacted Clinlcal answer
Analysis performed

Test ordered Action taken

Effect on patient
cars

Believers Church
Medical College Hospital

Specimen collected Results verified




OP Voriconazole
TDM Workflow

Step 1: TDM
Planning &
Coordination

ID clinician identifies need for TDM
(new or ongoing Voriconazole therapy)

ID clinician informs ID Clinical
Pharmacist (ID CP)

ID CP contacts TDM Clinical
Pharmacist (TDM CP) with:
ePatient details

eStart date of Voriconazole
eCurrent dose and frequency

TDM CP:

e Calculates ideal sampling date (typically
Day 5)

eRecommends morning trough sample
(30 mins before dose)
¢ Informs central lab:
eSampling date & time
eTube type (EDTA - purple top)
ePlasma separation instructions

Step 2: Sample
Collection &
Processing

Patient reports to central lab at
informed date/time

Lab technician:

eCollects blood in EDTA tube
eCentrifuges to separate plasma

eLabels and sends plasma to Analytical
Chemistry Lab

Step 3: Sample
Analysis &
Reporting

Analytical Chemistry Lab:

ePerforms LC-MS/MS analysis

eValidates and reports:

ePatient/sample ID

eTrough level (mg/L)

eSampling time

eTherapeutic range reference
(e.g., 1-4 mg/L)

Report shared with ID CP, TDM CP,
and ID clinician

Patient's demographic details,
sampling details and report
documented by TDM CP

Believers Church
Medical College Hospital



Step 4: Interpretation &

Action Step 5: Follow-Up

TDM CP + ID CP interpret level in clinical
context (hepatic function, albumin, drug
interactions, response)

OP Voriconazole Schedule repeat TDM if:

TDM Workflow Recommend: Dose adjusted
Continue current dose Clinical deterioration

Adjust dose Suspected toxicity or subtherapeutic
Change route or frequency level
Repeat TDM if needed Monitor LFTs and adverse effects
regularly

ID clinician:
Finalizes plan
Documents decision
Communicates with patient

Believers Church
Medical College Hospital
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& " ACL lab BCMCH C R,

Ashwin Nair, Dr Ruth, George, Hari Lab...
1oaay

@% Ashwin Nair TDM CS

Daycare patient
Blood samples for MPA TDM
Patient in dialysis ward

Sampling date - 10/04/2025

Sampling times:
Trough - 7:45 am

. 0.5hr-8:30 am

1 hr. -9:00 am
1.5 hrs - 9:30 am
2 hrs. - 10:30 am
2.5hrs-11:00 am
3 hrs. -11:30 am
4 hrs. - 12:30 pm

" 5hrs. -1:30 pm

6 hrs. -2:30 pm

. 7hrs. -3:30 pm
- 8hrs. -4:30 pm

Please collect the samples in purple EDTA
tubes, send to central lab, centrifuge and
separate the plasma and send to ACL as

soon as possible. 23:54
LA W — T——
OP patient

Blood sample for Fluconazole TDM
Sampling date - 11/04/2025
Sampling time - 8:30am

Please collect the samples in purple EDTA
tubes, send to central lab, centrifuge and
separate the plasma and send to ACL as

soon as possible. 23:56



ANTIFUNGAL DIAGNOSTIC
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Case scenario

67-year-old female admitted in the ICU with Stroke.
Poorly controlled diabetes. She has urethral catheter.
Urine routine shows Yeast in urine

Urine C/s — Candida albicans sensitive to Fluconazole

Believers Church
Medical College Hospital




SOCIETY FOR January 2018 Volume 62 lssue 1 10.1128/aac.01464-17

] asemcav  Antimicrobial Agents EPIDEMIOLOGY AND SURVEILLANCE
Q microsiorocy | ANd Chemotherapy https://doi.org/10.1128/aac.01464-17

Overtreatment of Asymptomatic Candiduria among
Hospitalized Patients: a Multi-institutional Study

David M. Jacobs () 2, Thomas J. Dilworth®", Nicholas D. Beyda®, Anthony M. Casapaod, Dana R.
Bowers®

H |gh P Freva |e nce 80% patients with candiduria were asymptomatic.

Guideline Non-Adherence

47% not managed per IDSA guidelines; 43% asymptomatic,
61% symptomatic (P = 0.01).

93% of guideline-discordant asymptomatic cases received

Overtreatment in Asymptomatic antifungals unnecessarily.

. 33% of non-guideline asymptomatic cases treated >7 days, 5%
Treatment Duration i : Ry i Vo

o - Fluconazole (96%) most common in asymptomatic cases,
Antlfu ngal Ch0|ce followed by micafungin (4%).

Believers Church Jacobs et al. (2018). Antimicrob Agents Chemother, 62:10.1128/AAC.01464-17
edical College Hospital




2016 IDSA CPG for the Management of Candidiasis

EE———. Who is at the risk of
Asymptomatic Candiduria Invasive Candidiasis from

Candiduria

Neutropenic patients

Remove indwelling catheters _ _
Patients with renal allografts

Patient who will undergo urological
manipulation

Antifu ngals warranted only Patients with significant urinary

obstruction

Infants with Low birth weight
Believers Church
Medical College Hospital

in high - risk patients




ANTIFUNGAL STEWARDSHIP IN ICU



Risk Factors for Invasive Candida Infection

in Critically Ill Patients
A Systematic Review and Meta-analysis

Believers Church

Risk factor n

OR

Broad spectrum Antibiotics > 72h 16 ——
Blood transfusion 4 -
Candida Colonization 12 . -
Central venous catheter 18 —_—
Total parenteral nutrition 24 ——
Mechanical ventilation 18 —_—
Bacteremia 10 o

HIV 3 =

Sepsis 12 —.
Renal replacement therapy 19 =

Shock 4 -
Colonization index 4 -
Abdominal surgery 14 -
Hematological diseases 9 —-—
Neutropenia 7 -
Transplantation 6 ——
Immunosuppression 13 -
Corticosteroids 15 .

Renal diseases 14 -

Malignancy 13 -

Any surgery 19 -

Diabetes mellitus 23 =

Urinary catheter 6

Liver diseases 7

Pulmonary diseases 13

APACHE Il 3

Male sex 18

Age 2

5.61 [3.56; 8.84]
4.89 [1.46; 16.34]
4.74 [1.57: 14.25)

4.66 [2.68; 8.10)

4.56 [3.32; 6.26)

4.40 [2.60; 7.44)

4.15 [1.92; 8.97)
3.91 [1.47; 10.38]

3.66 [2.01; 6.66)

3.31 [2.59; 4.22)

3.14 [2.61; 3.79)]

3.10 [1.95; 4.93]

2.53 [1.84; 3.49)

2.27 [1.54; 3.35)

2.17 [1.43; 3.27)

2.10 [0.94; 4.67)

2.01 [1.60; 2.53]

1.75 [1.32: 2.32)]

1.60 [1.19; 2.14)

1.51 [1.11; 2.07)

1.41 [1.05; 1.89)

1.37 [1.14; 1.64]

1.24 [0.68; 2.25]

1.19 [0.62: 2.26]

1.1 [0.84; 1.46]

0.95 [0.66: 1.37]

0.91 [0.80; 1.03]

0.87 [0.76; 0.99)

Thomas-Ruddel, Daniel O. et al. Risk Factors for Invasive Candida Infection in Critically Ill Patients

CHEST, 2022, Volume 161, Issue 2, 345 - 355

Medical College Hospital



)
Chack for other non fungal Infections
or pathologias thet may mimick sepsis

. (3) @)

Evaluate the immune alterations Previous fungal colonization Risk stratification

* Qvgan transplant and neutropenia”** Known colonization + Long duration of stay {> 7 days)

+ Other atered mmune status * Mechanical versilation > 5 days

« immuna paralysis « Broad spectrum ambotcs > 5 days
+ CVCG-use of parartaral nusrtion

* Complicated digestive surgary
Against antifungal < b Favor antifungal
therapy v | therapy
(SEPSIS OF UNKNOWN ORIGIN]
Qb= G
* L Estimate invasive candidasis likelihood J +
HIGH

INTERMEDIATE OR LOW * Assess candidal colonization ex: Intestinal anastomosts leakage
{(according to the importance of nisk « Perform Blaod colire btore skartn Hitie). febril
factors and the alternate diagnoses) erlorm blood culture Delore starting (or pancreatitis), febrle neutropena

antfungals of unknown ongin

I = Sample the possible source of infection ]
*« Consider measuring biomarkers:
BDG +/- mannane, CAGTA, PCR, ..

v

Consider starting antifungals and source control
or
watchful waiting

v

Re-evaluate antifungal therapy at day 5
Early stop if no proven invasive candidiasis

Believers Church

Medical College Hospital



High rate of IFl in ICU (£15%) De-escalation is safe

Multimodal approach

Early diagnosis and rule-out tools

] IBDG fc;: early de-escalation b - \"L'.Rapid diagnosis tests
e 3‘ sBAL GM for early diagnosis | ’;;-f Therapeutic drug monitoring
RS O| = ;
wu \|D specialist on-site?

L

Believers Church De Pascale et al. (2023). Intensive Care Med, 49:681-684.

Medical College Hospital



BDG
= = — = Control

CandiSep RC1
andiSep IS
“ot _+\
. 80 T v +‘+=4\ -
é —H-_F_——*—-F——"_*"“_"-—-w—q-q
Q
Bloos F et al., Intensive Care Medicine 2022; 3 -
48:865—-875 :
©
(1 > 3)-B-D-Glucan-guided antifungal therapy ~ gy
in adults with sepsis
W ey T T T T T T T
0 4 8 12 16 20 24 28
Compared BDG-guided early discontinuation or Timaioniiliggalihersgy Con)
continuation of empirical antifungal therapy Bl “1Z8 78 a7 68 56 54 59 52
Control 168 131 113 103 98 93 90 87

against standard care

Rate of patients not on antifungal therapy. The figure shows Kaplan—Meier estimates
of the rate of patients not on antifungal therapy according to the (1 = 3)-B-d-glucan-

Believers Church

Medical College Hospital



1 2 3 4 9 10

12 month Cl and most common 0/ 0/
TOM of IFls in SOT recipients , 1.9% 0.7% .—

Opportunities: Antifungal stewardship in SOT

ono#
=]
~J 9
o

S

Aspergillosis 3 ~=[ 4-23% ]

Candidiasis ,,, @

. Prophylaxis {/,1 [Targetedfuniversal prophylaxis 4-6m }
Summary of IFl prevalence and timing when those
fungal infections normally occur as well as

prophylaxis recommendations for selected organ

Aspergiliosis T | 4 1-4% } transplantations and fungal pathogens.

Candidiasis ) 1-2%

| Prophylaxis® ) %

g —

LTX rAspergff.’osfs

8 :
[:] Candidiasis J'| | s6% |

Prophylaxis

LG ol Transpl Infect Dis. 2022;24:e13855.



Opportunities: Antifungal stewardship in Hematology

Importance of

Antifungal
Stewardship in
Haematology

Challenges and
Microbiology

Strategies and
Recommendat
ions

Rationale: High costs,
toxicity (e.g.,
amphotericin B), and
rising antifungal use
justify stewardship.

Diagnostic Limits:
Poor tools (e.g., no
rapid tests) lead to
empirical overuse;
non-culture tests (e.g.,
galactomannan) may
improve stewardship.

Prophylaxis: Azoles
(e.g., posaconazole for
AML, voriconazole for
HSCT) recommended;
TDM optimizes dosing
(e.g., voriconazole >1

mg/L).

IFD Burden: Invasive
fungal diseases (IFDs)
common in
haematologic
malignancies (e.g.,
acute leukemia), with
high
morbidity/mortality.

Yeasts: Candida
albicans dominant,
but non-albicans spp.
(C. krusei, C. glabrata)
rise with azole
prophylaxis in HSCT.

Treatment: Empirical
(liposomal
amphotericin B) and
pre-emptive
(diagnostic-driven)
strategies used;
voriconazole first-line
for CNS IFD.

Risk Factors:
Neutropenia duration,
chemotherapy cycles,

and
immunosuppression
(e.g., HSCT, GvHD)
increase IFD risk.

Moulds: Aspergillus
spp. (A. fumigatus, A.
flavus) key in HSCT;
risk tied to
neutropenia and
GvHD.

TDM Role: Essential
for itraconazole (>0.5
mg/L), voriconazole
(>1 mg/L),
posaconazole (>0.7
mg/L prophylaxis) to
ensure efficacy,

reduce toxicity.

Emerging Resistance:
Azole-resistant
Candida (e.g., C.
glabrata) and
Aspergillus spp.
emerging, driven by
prophylaxis overuse.

De-escalation
Difficulty: Empirical
therapy hard to stop
without diagnostics,

complicating
stewardship efforts.

Future Needs:
Multidisciplinary
teams, local
guidelines, and better
diagnostics (e.g., PCR,
CT) to enhance AFS.

Believers Church
Medical College Hospital

Riera, F. (2023). Hosp Pharm Eur



Challenges for AFS

Patients with IFD — complex and co — morbidities

Complex diagnostics

High case mortality rates and toxicities
Focus on IFl prevention
Effective surveillance of IFDs

Need for Multidisciplinary team involvement

Believers Church
Medical College Hospital



AFS: UNIVERSAL BARRIERS @ cic

Processes:
. Availability or slow turn around time of
diagnostic tests or TDM
. Measurement of quality of prescribing r?gg:mf;
Structural:
. Lack of staffing (micro, ID, pharmacist)
. Lack of support by administration g:ta%%?ees nf éggﬁ?:s
. Lack of real time IFD surveillance ‘

Lack of optcomes data;mo_st focus on less
resource intensive metrics like costs

Micallef C et al, J Med Microbiol 2017: 66:1581; Seo SK et al ICHE 2016:37:1195; Urbancic K unpublished.; Donabedian, A. 2005. Evaluating the
quality of medical care. The Millbank Quarterly, 83,4, 691-729.

Believers Church
Medical College Hospital



. Summary

* Huge Need for Antifungal Stewardship

* Pharmacists play a critical role in Antifungal Stewardship
* AFS Interventions
* AFS - Diagnostic stewardship
* AFS Opportunities - ICU, Transplant setting

* Pharmacists : Key in Antifungal TDM

Believers Church
Medical College Hospital



THANK YOU

—
&
N
- ]
=3
[72]
=]
=
5]
=Ty
P
=]
S
f—
]
o
-y
=
=

i
3)
=
=]

=

@
5]
&
)
>

=

=,
==



	Slide 1: ANTIFUNGAL STEWARDSHIP
	Slide 2: No Conflict of Interest
	Slide 3: Outline
	Slide 4: Antifungal stewardship 
	Slide 5
	Slide 6
	Slide 7: Antifungal Activity Spectra
	Slide 8: Antifungal treatment strategies  for invasive fungal infections
	Slide 9
	Slide 10
	Slide 11: WHO fungal priority pathogens list 
	Slide 12: MDR Fungal infection and Mortality
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18: ROLE OF PHARMACIST IN ANTIFUNGAL STEWARDSHIP
	Slide 19
	Slide 20: AFS AT BCMCH
	Slide 21
	Slide 28: Invasive candidiasis bundle
	Slide 29: Invasive aspergillosis management  bundle
	Slide 30: ROLE OF PHARMACIST IN ANTIFUNGAL TDM
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 36: ANTIFUNGAL DIAGNOSTIC STEWARDSHIP
	Slide 37: Case scenario
	Slide 38
	Slide 39: 2016 IDSA CPG for the Management of Candidiasis
	Slide 40: ANTIFUNGAL STEWARDSHIP IN ICU
	Slide 41
	Slide 42
	Slide 43
	Slide 44: CandiSep RCT
	Slide 46: Opportunities: Antifungal stewardship in SOT
	Slide 47
	Slide 48: Challenges for AFS
	Slide 49
	Slide 50: Summary
	Slide 51: THANK YOU

