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ABSTRACT 

Intensive Care Units (ICUs) place immense importanceonantibiotic monitoringprogram endeavors in light of the fact that 

an enormous extent of any clinic's utilization of parenteral antibiotics, an explicitly wide range, occurs in the Intensive 

care units. Explicitly the criticalness of anti-microbial stewardship for fundamentally sick patients and the noteworthiness 

of risky consideration professionals as the critical edge for antibiotic stewardship, a workshop was conducted out to 

precisely deliver boundaries to antibiotic stewardship in the Intensive care units and examine procedures to overcome 

these. The operational meaning of antibiotic stewardship is "the correct medication at the ideal time and the correct dose 

for the correct infection for the specific timespan. The fundamental clearly identifiablevalue was that antibiotic 

stewardship ought to be a basic ability of basic consideration i.e. right dose, right direction and right time. The 

microorganisms that are not shielded by experimental antibacterial agents are a main output giving wide range treatment 

in fundamentally sick patients. Better diagnostics and result information can address this infection and extend endeavors 

to limit treatment. Better attention to the critical symptoms of anti-toxins ought to be underscored and is a significant 

expansive range treatment in remarkable satisfactory patients. Ideal antibacterial stewardship follow the right dose right 

direction and right dose consistence with rules. Then again, it should upgrade care both for severe ill patients (by 

improving and individualizing their decision of inhibiting bacterial infection). Possibilities for antibiotic stewardship in 

Intensive care units diseases, with network and medical clinic initiated serious infectionslike pneumonia and sepsis, are 

included. Medical clinician deals with emergency cases with antibiotic stewardship to treatpulmonary obstructions and 

improve consideration in the direction of right dose, right time and right direction.  
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INTRODUCTION 

Antibiotic stewardship is the set of complete and strong strategy to get better the use of 

Anti bacterial medications with the purpose of improving the outcomes of patient health,decrease the resistance to 

antibiotics and reduce the costs.1 

Improving the use of antibiotics in healthcare system to protect patients and reduce the danger of antibiotic 

resistance is a national priority.2The antibiotic action is an environmental pressure; those microorganism which have a 

mutation capability letting them show resistance tosurvive and to reproduce. They will then transfer this trait to their 

offspring, so that it will be a totally resistant generation. Recently collected surveys showed that the antibiotic resistance is 

increasing with the passage of time.3Antibiotic resistance is increasing to dangerously excessive ranges in all parts of the 

world. New resistance mechanisms are growing and spreading globally threatening our capability to treat ordinary 
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infectious sicknesses.4A growing list of infections which include blood poisoning, gonorrhea, tuberculosis, pneumonia, and 

foodborne sicknesses are becoming more difficult and every so often impossible to treat as antibiotics have emerge as less 

effective. Where antibiotics may be bought for human or animal use without a prescription, the emergence and unfold of 

resistance has increased.5Similarly, on international level without extensive treatment protocols, antibiotics are regularly 

over-prescribed via medical examiner and veterinarians,and are more usually and over-used by the public.6 In US 23,000 

deaths and in China 13,000 illness had been monitored in 2018 due to antibiotic resistance.7In Afghanistan Carbapenem 

resistance has elevated. In the current time, it perverse into mentioned from special hospitals located at different locations 

in Pakistan that bacteria which causes specific infections have been turning into steadily resistant due to use of traditional 

antibiotics.8In Afghanistan using antibiotic is unnecessarily high and due to over use of the medicine bacteria are getting 

resistance towards these antibacterial medicines. There are only a few reviews evaluating the antibiotic resistance in 

bacteria associated with special infections in Afghanistan. In general, the incidence of resistance to Novobiocin, 

Amoxicillin, Cofactor and Ampicillin had been from 62% to 75%.9 Multi drug resistance (MDR) is increasing in 

Afghanistan and it has been highlighted that it is observe that 77.5% of all of the screened isolates had been resistant to a 

few or greater than three of the examined antibiotics.10Different reviews regarding the improvement of antibiotic resistance 

in Afghanistan verify the drastic enhancing of antibiotic resistance or maybe the improvement of MDR throughout the 

Afghanistan. 

METHODS 

The Acute Pneumonia Working Group of the Pulmonary Infections Assembly of the Medical practitioners in the beginning 

initiated a present for a Workshop on Antibiotic Stewardship within the Intensive Care Units patients. They arranged the 

workshop and invited different participants of the Intensive Care units Professionals Collaborative and the Centers for 

Disease Control and Prevention to participate, and each center sent representatives. Potential conflicts of interest were 

disclosed and managed according with the policies and processes. A multidisciplinary institution of 30 Pulmonary, Critical 

Care, Surgery, Infectious Diseases, Nursing, and Critical Care Pharmacist practitioners participated within the workshop, 

which was held inOctober 16, 2019 with the collaboration of many teaching institutes.The first and main focus was to pick 

out issues and understand possibilities for antibiotic stewardship focused toward male or female patients by using ICU 

clinicians at the bedside. Further information concerning the workshop are protected inside the on line supplement. As 

recommended via workshop members, the operating definition of antibiotic stewardship is “the right drug at the proper 

time with the proper dose for the proper contamination for the proper duration.” Implicit in this definition is that 

stewardship includes significantly greater than antibiotic reduction or discontinuation. Throughout the discussions, medical 

consequences remained the primary problem; with the right dose antibiotics prescribed for one patient can also have 

deleterious results on different patients. This running definition of antibiotic stewardship did now not consist of the phrases 

“at the proper price” it includes right dose.However, the members selected to keep using this more preferred terminology 

while emphasizing the breadth of difficulties involved. 

Antibiotic Resistance Major Causes 

 High dose of antibiotics prescription 

 High dose prescription of antibiotics in Respiratory diseases 

 Self-Medication 
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 Use of antibiotics in improper Duration 

 Antibiotic sensitivity 

 In health care settings deprived infection control 

 Poor sanitation and hygiene system 

 lack of new research on antibiotics  

 Nutritional Crises 

 Less trained doctors, nurses and no team work 

 Quacks11 

Actions Required Preventing Resistance to Antibiotic 

Antibiotic resistance is increased by using the misuse and overuse of antibiotics, in addition toserious infection prevention 

and manage. Steps may be taken in any respect tiers of society to reduce the effect and restriction the spread of resistance.12 

Individual Responsibility 

To stop and have power over the increase of the resistance to antibiotics, persons can 

 Only use antibiotics when prescribed by a certified health professional. 

 Always follow your health worker's advice when using antibiotics 

 Never share or use leftover antibiotics. 

 Prevent infections through frequently washing hands, preparing food hygienically heading off near contact with ill 

humans, practicing more secure intercourse and follow-ups of vaccinations updated. 

 Prepare food hygienically, preserve easy and raw meals separate, hold meals at safe temperatures, use smooth 

filtered water for cooking, pick meals that have been produced without the use of antibiotics for growth promoting 

or ailment prevention in healthy animals.13 

Policy Makers 

To stop and have power over the increase of the resistance to antibiotics, policy maker can 

 Make sure a healthynationwideact plan to deal with the resistance of antibiotics. 

 Get betterobservation of resistant of antibiotics against infections. 

 Build policies, program and accomplishment of infectivity preventive and Control dealings. 

 Standardize and promotion of thesuitable use and discarding of quality antibiotics medicines. 

 Make in sequenceaccessible on the impact of resistance against antibiotics.14 
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Health Professionals 

To stop and have power over the increase of the resistance to antibiotics, health professionals can: 

 Prevent infections via making sure your palms, gadgets and surroundings is easy. 

 Only prescribe and dispense antibiotics whilst they may be prescribed, in line with possible disease condition. 

 Report antibiotic-resistant infections to surveillance teams. 

 Guide the patients about the way to take antibiotics successfully, antibiotic resistance and the dangers of misuse. 

 Guide the patients approximately stopping infections (as an instance, vaccination, hand washing, more secure sex, 

and protecting nose and mouth when sneezing)15 

Healthcare Industry 

To stop and have power over the increase of the resistance to antibiotics, the health industry can: 

 Empower in investigate and progress of new antibiotics, vaccines, diagnostics and Other tools. 

 Must Acquire Microbiology support. 

 Breakdown the chain of infections and promote infection control practices. 

 Optimize the procedure of prescribing antibiotics. 

 Promote evidence based practices. 

 Administrative check and balance on the usage of antibiotics.16.17 

Diagnostic Stewardship 

Diagnostic stewardship is referred coordinated direction and intervention to enhance appropriate use of microbiological 

diagnostics to guide therapeutic selections. It should be suitable, timely diagnostic testing, including specimen series, and 

pathogen identity and accurate timely reporting of consequences to manual affected person treatment.18 

The major purposeof antibacterial diagnostic stewardship is to deliver: 

 Patient control guided through timely microbiological facts to supply more secure and more powerful and 

effective patient care. 

 Accurate Antimicrobial Resistance (AMR) surveillance statistics to inform treatment protocols. 

 AMR manage strategy. 

The Diagnostic Pathway 

The diagnostic pathway starts offevolved while the affected person provides at the fitness-care facility. It covers the 

preliminary interplay between the patient and clinicians and different frontlinehealth-care employees providing care and 

responsible for diagnostic sampling, via to the function of the laboratory group of workers accountable for processing the 

pattern and reporting the consequences back to the clinician. The diagnostic pathway comprises of following steps 
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 Samplingcollection and setting 

 Turnaround time 

 storage space and convey 

 synopsis of pre-analytical samplingorganization at point of care 

 Laboratory giving out and process 

 comments and coverage of result 

Roles and Responsibilities 

The duty for delivering in exact microbiological diagnostic services is shared similarly across scientific and laboratory 

body of workers on the surveillance website. Both groups have key roles to play inside the system. The implementation of 

diagnostic stewardship at surveillance websites requires a multidisciplinary team technique as well as institutional 

dedication which include the allocation of suitable human, economic and logistic resources. The multidisciplinary group 

ought to be mandated by the leading management to enforce diagnostic stewardship activities at the surveillance site and 

have to document reported on a everyday basis.18 

The aim to include the representation of 

 Medicalpersonnel 

 laboratory personnel 

 Surveillance Epidemiological personnel 

Antimicrobial Resistance (AMR) 

Antimicrobial resistance occurs whilst microorganisms (including bacteria, fungi, viruses and parasites) change while 

they're exposed to antimicrobial tablets (along with antibiotics, antifungals, antivirals, antimalarial and anthelmintic). 

Microorganisms that developed antimicrobial resistance are now and again known as "Antibacterials. As a result, the drugs 

end up useless and infections persist within the frame growing the threat of unfold to others. Antimicrobial resistance 

(AMR) threatens the powerful prevention and treatment of an ever-increasing variety of infections resulting from micro 

organism, parasites, viruses and fungi. AMR is a more and more serious hazard to worldwide public health that requires 

movement across all authorities sectors and society. Without effective antibiotics, the achievement of essential surgical 

procedure and most cancers chemotherapy might be compromised.19 

The value of fitness care for sufferers with resistant infections is better than take care of sufferers with non-

resistant infections due to longer length of contamination, extra tests and use of more high-priced pills. In 2016, 490000 

humans evolved multi-drug resistant TB globally, and drug resistance is starting to complicate the fight towards HIV and 

malaria as properly.19 

Antimicrobial Stewardship Program 

Antimicrobial stewardship is coordinated software that promotes the perfect use of right antimicrobials (together with 

antibiotics), improves patient effects, reduces- microbial resistance, and decreases the spread of infections resulting from 

multidrug resistant organisms. 
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Basic Interventions in AMS Program 

 Right indication 

 Right drug (standard drug for long time period) 

 Right delivery route 

 Right dose (dosing in critically ill patient- Loading dose to an extended infusion) 

 Right duration 

Purpose of Microbiology Labs in AMS Programs 

Microbiology laboratories play vital role in antimicrobial stewardship at the level of human being patients and the 

population as a whole. When empiric therapy has been started, rapid results can lead to earlier targeted treatment. 

Accumulated results of susceptibility tests can be analyzed and used to generate local or national guidelines on empiric 

treatment and prophylaxis. Several methods can be used to determine microbial identity and antimicrobial susceptibility, 

including traditional culture-based methods and newer molecular methods such as “Matrix-Assisted Laser Desorption 

Ionization Time-of Flight” and whole Genome Sequencing. These methods and potential advantages are reviewed before 

results, and are reported, expert rules are applied and results are edited. At this point the laboratory can influence 

prescribing practices.20 

Molecular Methods 

 Antigen test 

 Amplification test 

 Mass spectrometry 

 Broad range PCR 

 Antibiotics to test and to report 

 Cascade reporting of tested antibiotics 

 Selective reporting 

 Publishing annual or periodic cumulative susceptibility data 

 Rapid reporting of positive and negative tests 

Awareness Regarding Infection Control Program (ICP) 

 CSSD management 

 Personal hygiene 

 House Keeping 

 Medical waste management 

 Implementation of ICP in hospitals and schools 
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Role of IP in Healthcare Settings 

 Surveillance 

 Collect 

 Interpret 

 Present 

Support System of IPC 

Consists of 

 Surveillance techniques 

 Surveillance technologists 

Key Strategies Adapted by IP Team 

 Obtain Correct antibiotic Information 

 Antibiotic Route 

 Reverse antibiotic therapy 

 Reconcile antibiotic susceptibility and testing 

Centers for Disease Control (CDC) Recommendations 

 Accountability 

 Drug Expertise 

AMS programs are endorsed by doctors, nurses, pharmacists and all healthcare professional on national and 

international level.20 
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