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• Involves  the use of antibiotics  that 

achieve maximum therapeutic effect 

with minimum selective pressure for 

resistance

• Balance of potency and efficacy with low

induction of antimicrobial resistance

Polk. Clin Infect Dis 1999;29:264-274



• Increasing number of cases of 
antibiotic failure

•Need to maximize the efficacy of 
existing antibiotics

•Need to preserve their potency and 
reduce the problems of antimicrobial 
resistance

Why is there a need for Optimal 
Antibiotic Therapy?
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TYPE OF TREATMENT DEFINITION

Prophylaxis Antibiotics used to prevent 
infection

Empiric Organism is unknown
Syndrome is known

Definitive: Pathogen –
directed

Organism is known
Susceptibility is unknown

Definitve: Susceptibility –
guided

Organism is known
Susceptibility is known



Antimicrobial Resistance Surveillance Program – Philippines 

Data Summary Report 2015 

• 50,895 isolates

• 8% increase when compared to 2014

• came from the 22 sentinel sites of the program which 

represents 14 regions of the Philippines 

• The most common specimen types comprising the 2015 ARSP 

data were respiratory, blood, wound and urine specimens

• For 2015, Klebsiella species, followed by Escherichia coli

Local Antibiotic Resistance 

Data
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• Theoretically, an agent with long PAE can be 
dosed less frequently than an antimicrobial 
lacking PAE.

• If antimicrobials have little PAE, it may be most 
effective to be given as continuous infusion
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CONCENTRATION 

DEPENDENT KILLING

• Aminoglycosides

• Daptomycin

• Fluoroquinolones

• Ketolides

TIME DEPENDENT KILLING

• Carbapenems

• Cephalosporins

• Erythromycin

• Linezolid

• Penicillins
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• Time to initiation of appropriate antibiotic 
therapy was the strongest predictor of 
survival 

• If an effective antibiotic was administered 
within the first hour of documented 
hypotension, the survival rate was 79.9%; 
each 1-h delay over the next 6 h 
decreased average survival rates by 7.6%.

Kumar A. An alternate pathophysiologic paradigm of sepsis and septic shock. Virulence. 2013;5(1):80-

97. doi:10.4161/viru.26913.



Right Drug

Right Dose

Right Time

Right Duration 

Every Patient

Start Smart

then Focus on clinical 
review and decision 

documentation*

WHO and DOH Advisory





THANK YOU!


