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Study Rationale:

Lower respiratory tract infections (LRTIs) are a major
cause of hospitalisation, morbidity and mortality in
children, especially in those <5 years.

Children presenting with respiratory tract symptoms are
likely to be prescribed antibiotics, despite the fact that
the majority of LRTIs in children are self-limiting and
viral in origin.

Excessive and irrational antibiotic use increases the risk
of antimicrobial resistance (AMR)

— However, this needs to be balanced against the risk
of severe disease and death if bacterial pneumonia
is not appropriately treated.

In an era of increasing antimicrobial resistance, there is
a need to improve diagnostic strategies in resource-
constrained settings to prevent unnecessary antibiotic
use.

Bacteria: 27%

Fungi and not otherwise specified: 5%

TB: 6%

Viruses: 61%

2019 PERCH study (7 countries, >4,000 children):
revealed viruses are responsible for 61% of
hospitalised pneumonia cases in children Tmo-5yrs.

Estimates of the global, regional, and national morbidity, mortality, and aetiologies of lower respiratory infections in 195 countries, 1990-2016: a systematic analysis for the Global Burden of Disease Study 2016.La ncet Infect Dis 2018; 18: 1191-210.

O’Brien et dl. Cvauses of severe pi ia requiring hospital ad

ion in children without HIV infection from Africa & Asia: the PERCH multicountry case-control study 2019 The Lancet. doi: 10.1016.50140-67 36

Nguyen PT, Tran HT, Fitzgerald DA, etal Antibiotic usein children hospitalised with pneumonia in Central Vietnam. Arch Dis Child 2020; 105: 713-9.
Basu S, Copana R, Morales RJ, et al Keeping It Real: Antibiotic Use Problems and Stewardship Solutions in Low- and Middle-income Countries. Pediatr Infect Dis J 2022; 41: S18-25.
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Study Aim

— A major challenge in improving the management of childhood LRTIs is the need for a pragmatic, sensitive and specific algorithm
to guide clinical diagnosis and management of children with LRTls, particularly in resource-constrained settings where
biomarker-guided decisions are limited.

— The primary aim of this study is to assess a pre-validated algorithm to reduce unnecessary hospitalisation and antibiotic use

among children presenting with respiratory symptoms to a tertiary hospital in Colombo, Sri Lanka.

Child <5 yrs presenting with
respiratory symptoms

Clinical Infectious Diseases i
LY

Any WHO danger sign® or

Predictors of Unlikely Bacterial Pneumonia and Adverse Sp0, <90%
Pneumonia Outcome in Children Admitted to a Hospital Yes | No
in Central Vietnam v v
Phuong T. K. Nguyen,'>" Hoang T. Tran? Thach S. Tran,” Dominic A. Fitzgerald," Stephen M. Graham,” and Ben J. Marais’ Wheeze/runny nose
o Admit to hospital : M08
R e and no fever®
Provide antibiotics No T Yes
CXR and FBC Do not admit*
(or CRP) No antibiotics
v v v
No consolidation on CXR Other Consolidation on CXR
and ANC <5x10°/L or ANC >10x10%L
(or CRP <10 mg/L) (or CRP 250 mg/L)
v v v
Consider not admitting* Consider not admitting Admit to hospital
Consider no antibiotics Consider oral antibiotics Provide antibiotics

Figure 3. Proposed pragmatic algorithm? to guide rational antibiotic use and hospitalization in children who present to the hospital with respiratory symptoms.
Abbreviations: ANC, absolute neutrophil count; CRP, C-reactive protein; CXR, chest radiograph; FBC, full blood count; Sp0,, peripheral oxygen saturation; WHO, World Health
Organization. 2Incorporating study findings, existing WHO guidance, and previous findings from Vietnam that used CRP values to guide rational antibiotic use [10]. "Including
inability to drink or breastfeed, vomiting everything, lethargy or convulsions, respiratory distress (grunting or nasal flaring), severe malnutrition. °As per WHO recommendation
The University of Sydney [28]. “Admit and consider antibiotics if any deterioration or relevant clinical concern. Page 4



Nguyen et al. Pneumonia (2023) 15:11 Pneumonia
https://doi.org/10.1186/541479-023-00113-9

;. : Qo ®
Clinical algorithm reduces antibiotic use s

among children presenting with respiratory
symptoms to hospital in central Vietham

Phuong TK Nguyen'-', Tam TM Nguyen', Lan TB Huynh', Stephen M Graham? and Ben J Marais*®

Abstract

Objective To assess the safety and utility of a pragmatic clinical algorithm to guide rational antibiotic use in children
presenting with respiratory infection.

Methods The effect of an algorithm to guide the management of young (< 5 years) children presenting with respiratory
symptoms to the Da Nang Hospital for Women and Children, Vietnam, was evaluated in a before-after intervention
analysis. The main outcome was reduction in antibiotic use, with monitoring of potential harm resulting from reduced
antibiotic use. The intervention comprised a single training session of physicians in the use of an algorithm informed
by local evidence; developed during a previous prospective observational study. The evaluation was performed one
month after the training.

Results Of the 1290 children evaluated before the intervention, 102 (7.9%) were admitted to hospital and 556/1188
(46.8%) were sent home with antibiotics. Due to COVID-19, only 166 children were evaluated after the intervention

of whom 14 (8.4%) were admitted to hospital and 54/152 (35.5%) were sent home with antibiotics. Antibiotic use

was reduced (from 46.8% to 35.5%; p=0.009) after clinician training, but adequate comparison was compromised. The
reduction was most pronounced in children with wheeze or runny nose and no fever, or a normal chest radiograph,
where antibiotic use declined from 46.7% to 28.8% (p < 0.0001). The frequency of repeat presentation to hospital

was similar between the two study periods (141/1188; 11.9% before and 10/152; 6.6% after; p=0.10). No child represented
with serious disease after being sent home without antibiotics.

Conclusions We observed a reduction in antibiotic use in young children with a respiratory infection after physician
training in the use of a simple evidence-based management algorithm. However, the study was severely impacted
by COVID-19 restrictions, requiring further evaluation to confirm the observed effect.

The University of Sydney

Simple algorithms can reduce antibiotic overuse and unnecessary hospitalisation in
children presenting with respiratory symptoms in resource-constrained healthcare settings

Table 4 Management of children presenting to the respiratory
outpatient clinic with respiratory symptoms according to
algorithm classification, before and after the intervention

Classification* Before After p-value
N=1290 N=166

Group 1°
Number 22 6 -
Admitted to hospital 6(27.3) 1(16.7) -
Discharged with antibiotic 13(59.1) 4(66.6) 0.1
Discharged without antibiotic | 3 (13.6) 1(16.7)

Group 2°
Number 355 118 -
Admitted to hospital 14 (3.9) 2(1.7) -
Discharged with antibiotic 166 (46.7)  34(288) <0.0001
Discharged without antibiotic | 175(494) 82 (69.5)

Group 3¢
Number 913 42 -
Admitted to hospital 82(8.9) 11(26.2) -
Discharged with antibiotic 383419  18(429) 02
Discharged without antibiotic | 448 (492)  13(30.9)

" Classified according to groups described in Fig. 1 from retrospective data
analysis

2 Children with any WHO danger sign or SpO2 < 90% OR consolidation on CXR
or ANC > 10% 10%/L (or CRP > 50 mg/L). Suggested management: admit to the
hospital and provide antibiotics

b Children with wheeze/runny nose and no fever OR No consolidation on CXR
and ANC <5 x 10%L (or CRP < 10 mg/L). Suggested management: no hospital
admission and no antibiotics

€ Children not belonging to groups 1 or 2. Suggested management: consider not
to admit and consider oral antibiotics

ANC absolute neutrophil count, CXR chest radiograph, FBC full blood count,
CRP C reactive protein, Sp02 peripheral oxygen saturation, WHO World Health
Organization
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Pneumococcal sub-study

Children included in the post-intervention phase will also be
consented for a pneumococcal carriage sub-study, to gain an
understanding of the burden of pneumococcus carriage in an
unvaccinated population in Sri Lanka, and the interplay of
serotype specific species on the clinical presentation in children

with respiratory tract symptoms.

This sub-study also aims to promote the rational use of
antibiotics by providing detailed analysis of local
pneumococcus antibiotic susceptibilities.

The University of Sydney

NATIONAL IMMUNIZATION SCHEDULE - SRI'LANKA

0-4 Weeks BCG Preferably within 24 hours of birth (Before leaving hospital)
If a scar is not present 2™ dose could be offered after 6months, upto 5 years

On completion of :
2Months  OPV & Pentavalent (DTP-HepB-Hib) (1* dose) ~ For adefaulter or for an Gtk
minimum of 6-8 weeks gap between doses is
fIPV (Fractional IPV) (1** dose) adequate

4 Months  OPV & Pentavalent (DTP-HepB-Hib) (2" dose)
fIPV (Fractional IPV) (2 dose)

6 Months  OPV & Pentavalent (DTP-HepB-Hib) (3" dose)

9 Months  MMR (1% Dose)

On completion of :

On completion of :

d
12 months Live JE 8 vears SEEMMR(ZZDose)

18 months OPV & DTP (4" dose)

On completion of :
Syears OPV & DT (5" dose) 15-44 years

(MMR)
10years HPV (1**Dose)

(Grade 6) » One dose of MMR vaccine should be given to
! HPV (2Dose)  6monthsafter1*dose 5| females between 15 and 44 years of age,
who have not been vaccinated with rubella
’ 11years aTd (adult Tetanus diphtheria) containing vaccines earlier
(Grade 7) (6" dose)

A

No documented evidence of previously being With documented evidence of previously being
vaccinated with Tet Toxoid g inated with Tetanus Toxoid containing vaccine
1 Dose 1% Pregnancy, after 12 weeks of POA One bootfler dose of Tetanus Toxoid (TT) is indicated

i Dose 1% P 6.8 ke after the 1 during 1*'pregnancy, with a written evidence of previously being -
2 e regnancy,6-8 weeks after the 1* Dose vaccinated with 6 doses of Tetanus Toxoid containing vaccination
3™ Dose 2" Pregnancy, after 12 weeks of POA as per National hedule during childhood and
4" Dose 3" Pregnancy, after 12 weeks of POA adolescence (3 doses of DTP in infancy + DTP at 18 months + DT,

at 5 years + aTd at 11 years) and a gap of 10 years or more afte
5" Dose 4" Pregnancy, after 12 weeks of POA the Ityast Tet Toxolty! ) ch !

Tetanus Toxoid is not indicated :
1. Mothers already received 5 doses of Tetanus Toxoid during previous pregnancies are protected and do not need
further Tetanus Toxoid vaccination for the present pregnancy

2. Mothers already received 6 doses of Tetanus Toxoid containing vaccination according to the National Immunization
Schedule and if the gap between the last Tetanus Toxoid containing immunization and the present pregnancy is less
than 10 years, are protected and do not need further Tetanus Toxoid vaccination for the present pregnancy

3. Mothers already recelved 6 doses of Tetanus Toxoid i g to the |
Schedule during childh and I and have r ived at least 1 b dose of Tetanus Toxoid during
pregnancy or due to trauma within last 10 years, are protected and do not need further Tetanus Toxoid vaccination for
the present pregnancy




U5 Mortality in Sri Lanka

20

In 2016, the Sustainable Development Goals

10

Deaths per 1,000 Ive births

were established, with goals of:
® Reducing under 5 mortality to 25
deaths per 1,000 live births O L L O g e

T T LT T IT T g EEEEEEEEE EE s EEeEEsssSsEszE s oy H

® Reducing neonatal mortality to 12
deaths per 1,000 live births
® Ending preventable deaths of neonates

and children under 5-yeqrs Spatial distribution of U5 mortality rates

by districts of Sri Lanka

(Data from the 2016 Sri Lanka demographic and
health survey)

Sri Lanka has made significant gains in U5
mortality over recent decades; ranked 178th

out of 241 countries, with a rate of 6.9 deaths
per 1,000 live births

https://doi.org/10.137 1 /journa lpone.0291246.9002

The University of Sydney Page 7



U5 Mortality in Sri Lanka, by disease (2000 vs 2021)
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— Pneumonia accounts for 16% of all
deaths of children under 5 years old in

the world, killing nearly one million
children in 2015

— In Sri Lanka, there were 21,000
reported cases of pneumonia in 2006,
40% were in the age group of less than
4 years

Source: UN IGME Child and Adolescent Causes of Death Estimation (CA CODE) project (2023).
http: //www.epid.gov.lk/web /images /pdf/we 016/vol_43 _no_50-english.pdf.
https://pneumonia.biomedcentral.com/articles/ 10.1186 /s41479-020-00071 -6#ref-CR1
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M gbyrat wyr ugla
~ CHILD HEALTH DEVELOPMENT RECORD

The Context

®  Sri Lanka is a low middle-income country, having significantly
better health indices compared to many economically g
comparable countries !

®  Most of the Sri Lankan population has easy access to a health
care delivery institutions with trained healthcare workers |

¢ All the citizens are provided with free health care in government “
healthcare institutions TS ——

®  There is a significant number of private hospitals, mainly in Mttt
bigger cities

[

To reduce mortality due to acute respiratory infections, Sri Lanka

has:
-Free health care for all citizens
-Highly trained medical and nursing staff
-National guidelines for managing ARlIs in children
-Well-implemented immunisation programs with very high coverage achieved,
including against Haemophilus influenzae type B, though without government
funding for pneumococcal conjugate vaccines
-Good access to laboratory and radiology facilities

The University of Sydney Page 9



coim emed Soem eding
Garpby GEbhEs BurHem sneaHaLLIFTEEY
COLOMBO SOUTH TEACHING HOSPITAL

ISAC Project Grant: Colombo South Teaching Hospital
Study Procedures: 1. Educational Intervention

The study includes three components: an initial (pre-intervention) phase to assess existing practices, an algorithm

intervention, and a post-intervention phase to evaluate the effectiveness of the algorithm in the local setting.

1. In the Pre-intervention period existing standard practice are observed and recorded, without any training provided.

2. Intervention: Doctors will then be trained in the use of a pre-tested and validated algorithm. This evaluates the
patients’ need for level of care, investigations, antibiotic prescription, and follow-up management. Algorithm use will
be encouraged by providing individual copies of the algorithm to doctors and placing large posters in all the relevant

clinical areas.

3. Post-intervention: In the post-intervention period, doctors’ management of patients will be re-evaluated.

The University of Sydney
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Human resources available at the OPD:

Consultants
3

Medical Officers
42

Other Healthcare
Workers
29

Sister In charge
1

Nursing Officers
28
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Results:

* A total of 209 children were recruited from the OPD during the pre-intervention period
Mean age 30 months (SD 15.59, Minimum 03, Maximum 59)

* A total of 271 children were recruited from the OPD during the Post-intervention period
Mean age 27 months (SD 14.93, Minimum 02, Maximum 59)

Age distribution; Pre-intervention Age distribution, Post-intervention

56 (21%)

17.2% (36)
34.9% (73)

73 (27 %)

142 (52%)

«2-12M =13-36 M =37-59 M 2-12M = 13-36 = 37-59




Indications to seek medical care: Pre-intervention phase

SOB

Noisy breathing
Wheezing
Sore throat
Runny nose
Cough

Fever

Presenting complaints

1
)
|
-
-
-
-
0 20 40 60 80 100 120 140 160

= Number

Clinical features

82 (39.2%)

= Respiratory symtoms with fever
= Respiratory Symptoms without fever




Antibiotic prescribed in the OPD settings: Pre-intervention

Number of children who were prescribed
antibiotic

/ 100 (47.8%)

Antibiotics given = Antibiotics not given

109
(52.2%)

Reason for prescribing Number
antibiotics

Doctor’s concern 73 (70%)
Comorbid conditions 7 (7.3%)
Parent expectation 5 (5.2%)
Other reasons 11 (11.4%)
Data missing 4 (4.1%)

* Of the 100 children prescribed antibiotics:
-81 received amoxicillin for 3 days

-Amoxicillin-clavulanate was given to 4 children,

-5 received oral cefuroxime

-2 received erythromycin, 5 were given azithromycin, and 4 were

given clarithromycin.




Locally-derived pragmatic clinical algorithm for the management of children presenting

to hospital with acute respiratory symptoms

Child 2 to 59 months presenting with
respiratory symptoms

v

Any WHO danger sign® or
Sp02<93%
Or aae-based tachvonoea 'T"

. '

Whesze/runny nose

h-- R ——

v

Fever, with or without

Group 1: Admit to hospital wheeze and/or runny nose

VP review and no fever
In the ward, request FBC, CRP
CXR if possible ves Yes
Consider antibiotics

FBC & CRP

Group 2: Mo antibiotics®

{+/- CXR if able)

v

L

Follow acute asthma quideline

ANC =5x10%L or CRP <10mg/L ANC 5-10x10%/L or CRP ANC 210x109/L
Mo consolidation on CXR (if done) =10mg te <50mg/L (or CRP =50 mglL)
Consolidation on CXR (if done)
v v v
Group 2: Do not admit? Group 3: Group 1: Admit to hospital
Mo antibiotics Consider oral antibiotics Provide antibiotics
and outpatient follow-up®

BNC - absaiuie neutraphil count; CXR - chest radiograph; FBC — ull Beod sount, CRP: C reactive prolein, Sp02 - periphesal oxygen saturation; WHD — Warld Health Ovganization

"mcarparating eludy findings, existing WHO guidance and previous findings frem Vietnam that used CRP values to guide ralional anlibiobe use [17)

including inabilly to drink of breastiesd, vomiling everything, lethargy reduced level ol consciusness, comvulsions, respiralory distress (grunting or nasal Nasing), severe siidar savers malnulitisn
“Ps pr WHID ressommendation [15)

Shdrnil and consider anlibiolics il any delerioralion of relevant clinésal concam




Indications to seek medical care: Post-intervention phase

Cough

Runny nose

Sore throat

Wheezing

Noisy breathing

SOB

Fever

Presenting complaints

50

Clinical features

100 150 200 250 = Respiratory symptoms with fevere

= Respiratproy symptoms with no fever
= Number




Antibiotic prescribed in the OPD settings; Post-intervention

Number of children who were prescribed
antibiotics

102 (37.6%)

169 (62.4%)

= Antibiotics were given = Antibiotics not given




100

80

6

o

4

o

2

o

Antibiotics given

Columnl
Post-Intervention
Pre- Intervention
A B C D

Pre- Intervention = Post-Intervention

Fever (+), Antibiotics given

Fever (+), Antibiotics not given

Fever (-), Antibiotics given

0 |m|>

Fever (-), Antibiotics not given

Antibiotics prescribed in the OPD settings; Post-intervention

Fevere with and without other
Respiratory Symptom
Fever with Fever without
Other Other
Respiratory | Respiratory
Symptom Symptom Total
A19 Antibiotics Yes Count 56 46 102
(yes=1, no=2) % within A19_Antibiotics
(yes=1, no=2) 54 9% 45 1% 100.0%
Mo Count 69 100 169
% within A19_Antibiotics
(yes=1, no=2) 40.8% 59.2% 100.0%
Total Count 125 146 271
% within A19_Antibiotics
(yes=1, no=2) 46.1% 53.9% 100.0%
Chi-Square Tests
Asymp. Sig. Exact Sig. Exact Sig.
Yalue (2-zided) (2-zided) (1-sided)
Pearson Chi-Square 5.0708 024
Continuity Correction= 4519 034
Likelihood Ratio BO72 024
Fishers Exact Test 32 017
Linear-by-Linear
Association 5.091 023
M ofWalid Cases 271

a. Computed only for a 2x2 table
0. 0 cells (0%) have expected count less than 5. The minimum expected count is 47.

05,




Group 1

Child 2 to 59 months presenting with
respiratory symptoms

v

h - a—

Any WHO danger sign® or
Sp02<93%
Or aoe-based tachvonoea

v

Group 1: Admit to hospital
VP review
In the ward, request FBC, CRP
CXR if possible
Consider antibiotics

—

'

Fever, with or without
wheeze and/for runny nose

Wheeze/runny nose
and no fever

[

FBC & CRP
{+/- CXR if able)

- l

Two children were admitted
and were managed as
bronchiolitis (No antibiotics

were given)

Group 2: Mo antibiotics®
Follow acute asthma guideline

v

L

ANC <5x10%L or CRP <10mg/L ANC 5-10x10%L or CRP ANC 210x108/L
Mo consolidation on CXR (if done) >10mg to <50mgiL (or CRP =50 mg/L)
Consolidation on CXR (if done)
Group 2: Do not admite Group 3: Group 1: Admit to hospital

Mo antibiotics

ANC - absolule neutraphil count; CXR — chest radiograph; FBC - full bood count. CRP: C reaclive prolein, Sp0Q2 - peripheral axygen saturation; WHO - World Health Ovganization

Consider oral antibiotics
and outpatient follow-up®

Provide antibiotics

sncarporating study findings, exising WHO guidance and previsus findings frem Vietnam thal used CRP values to guide ralional anlibists use [17)

Hincluding inability to drink or breastfesd, vamiting everything, lethargy reduced level of consciousness, convulsions, respiralory distress (grunting or nasal Naring), severe stidor severe malnulrition

s per WHO recommendation (15)

“Admil and consider antibiotics if any delerioralion or relevant clinkzal concem

* Five children were admitted
and given antibiotics -

* |V cefuroxime (1),

* |V cefotaxime (3),

* |V amoxicillin-clavulanate (1)




Group 2:

e A total of 5 children

_ : : : S . * Three (3) children were commenced on

Child 2 to 59 months presenting with amox i Ci I Ii N

respiratory symptoms

v
Any WHO danger sign® or ¢ TWO (2) Children were mdndged

Yes 4| Sp02<93% — e . ol o .
Or age-based tachvonoea ) without antibiotics
. !
Fever, with or without
) . Wheeze/runny nose
Group 1: Admit to hospital wheeze and/for runny nose H 1l
VP review ’ and no fever * Three (3) children revisited the
In the ward, request FBEC, CRF l v
CXR if possible = Yes i - i
SCXR i possible hospital for follow-up with repeat FBC
FBC & CRP Group 2: No antibiotics®
(+/- CXR if able) Follow acute asthma quideline
v v v
ANC <5x10%L or CRP <10mg/L ANC 5-10x10%/L ar CRP ANC z10x10%L
Mo consolidation on CXR (if done) =10mg to <50mg/L (or CRP 250 mglL)
Consolidation on CXR (if done)

v v v

Group 2: Do not admite - Group3: Group 1: Admit to hospital
No antibiotics Consider oral antibiotics Provide antibiotics
and outpatient follow-up®

s by clicgraph; FBC - Tull blood count, CRP: C reaclive prolein; Sp02 - peripheral axygen saluration; WHO - Warld Health Osganization
“incorporating sludy 1'||'-d|ng5 E:lsmg WHO guidance and previous findings from Vielnam that used CRP values to guide rational antibiobc use (17)
Hincluding inabiily bo drink or breastfesd, vomiting everything. lethangy reduced level of consciousness, convulsions, respiratory distress (grunting or nasal Nasing). severe sindor sevene malnulrition
A% per WHO recommendation [ 15)
“Admil and consider antibiclics if any detesioration o relevant clinical concam



Group 2:

Presented with wheeze and/or runny nose, No

fever; No WHO danger signs, SpO2>93%,

Not tachypnoeic. * A total of 49 (34%) children belonging to

No antibiofics this group were given antibiotics during the

Follow acute asthma guidelines post-intervention phase




Group 3:

Child 2 to 59 months presenting with
respiratory symptoms

v

Any WHO danger sign® or
Sp02=93%
Or aoe-based tachvonoea

h - a—

—

|

Fever, with or without

Group 1: Admit to hospital wheeze andfor runny nose

VP review

Wheeze/runny nose

and no fever®

In the ward, request FBC, CRP
CXR if possible Yes
Consider antibiotics

FBC & CRP
(+/- CXR if able)

- l

Group 2: Mo antibiotics®
Follow acute asthma guideline

# L

ANC <5x10%L or CRP <10mg/L AMC 5-10x%10%L or CRP AMNC =10x10%/L
Mo consolidation on CXR (if done) >10mg to <50mgiL (or CRP =50 mg/L)
Consolidation on CXR (if done)
v v v
Group 2: Do not admite Group 3: Group 1: Admit to hospital

Consider oral antibiotics

Mo antibiotics

Provide antibiotics

and outpatient follow-up=

ANC - absolule neutraphil count; CXR - chest radiograph, FBC - Tull Bood counl, CRP: C reaclive prolein, Sp02 - peripheral axygen saluration; WHO - World Health Organization
“incorparating sludy findings, axisling WHO guidance and previous findings Trom Vielnam that used CRP values Lo guide ralional antibiobc use (17)

Sncluding inabiity bo drink or breastfeed, vamiling everything. lethargy reduced level of consciousness, corvulsions, respiratory distress (prunting or nasal Nasng), severe sifdor severe malnulition

“As per WHO recommendation (15)
“Admil and consider antibiotics if any delerioralion or relevant clinkzal concem

A total of 21 children belong to
this group

Oral antibiotics were given to 18
children

- Amoxycillin: 15

- Co-amoxyclv:2

- Cefuroxime: 1

A 12-month-old child was

admitted and given IV
cefuroxime

Two (2) children were not
prescribed antibiotics




Summary of Findings & Future Plans

There was no significant change in the prescribing of antibiotics for children presenting
with LRTI symptoms

Possible reasons for non-adherence to clinical algorithm:

* There is already judicious use of antibiotics in this setting

* Difficulty accessing key requirements for the algorithm to be conducted — oxygen
saturation machine, temperature probes etc locally

* Long-term high patient numbers, little opportunity to reinforce practice change

* No separate Paediatric Outpatient Department for walk-in patients

* Change in practice

* Limited availability of laboratory services for pathology tests required






Future Plans

* Qualitative study to explore reasons for difficulties with AMS programs in resource-
constrained settings

* Repeat algorithm training sessions more regularly
* Pneumococcal colonisation sub-study to advance rationale for national PCV funding
* Further trials in other resource-constrained healthcare settings in Southeast Asia
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