
 
 

 

 

 
 

 
 
 
 
 
 
 

Ascension Via Christi Hospitals Wichita (AVCHW) 
Antibiogram of Clinical Isolates Collected January 1, 2025 – December 31, 2025 

Microbiology Lab 268-5303 

Infection Prevention and Control 268-5610 

Infectious Diseases Pharmacist: Lauren Bricker, PharmD, BCIDP 777-8914 or page through the operator “0” 

Infectious Diseases Stewardship Physician On-Call Page through the operator “0” 

Clinical Pearls 

Diabetic Foot Infections 

●​ Low incidence of P. aeruginosa & MRSA isolated from DFI in the US 
●​ Empiric therapy should NOT include antipseudomonal treatment unless P. aeruginosa 

previously isolated  
●​ Empiric therapy should NOT include anti-MRSA treatment unless MRSA previously 

isolated, is colonized, or has other MRSA risk factors: 
Prolonged and/or recent hospitalization, intensive care admission, nursing home 
admission, recent antibiotic use, invasive procedures, HIV infection, hemodialysis, 
discharge with long-term central venous access 

●​ Consider ampicillin/sulbactam or ceftriaxone + metronidazole for empiric therapy  

Enterococcus  

●​ E. faecalis is 99% susceptible to ampicillin, so no need to wait for susceptibilities 
before de-escalating to IV ampicillin or PO amoxicillin (drugs of choice) 

●​ E. faecium is only 17% susceptible to ampicillin & 37% susceptible to vancomycin, so 
consider linezolid or daptomycin pending final culture  

●​ Cephalosporins do not cover Enterococcus  

S. aureus Bacteremia 

●​ S. aureus isolated from a blood culture is never considered a contaminant and should 
prompt further investigation for a source 

●​ All patients with S. aureus bacteremia should have an ID consult as numerous studies 
have shown decreased mortality  

●​ De-escalate to cefazolin or nafcillin (drugs of choice) for MSSA since targeted 
beta-lactam therapy decreases risk of mortality compared to vancomycin  

Gram-Negative Bacteremia 

●​ Uncomplicated GNR bacteremia may be treated for 7 days if clinically improved and 
source controlled  

●​ Consider 10-14+ days and ID consult for complicated bacteremia (severely 
immunocompromised, retained foreign materials, deep-seated infections)  

●​ Repeat blood cultures NOT recommended to confirm clearance  
●​ Consider stepping down to highly bioavailable oral antibiotic with clinical improvement: 

o​ Amoxicillin ​ 1000 mg PO q8h​ ​ ​ ~70-80% Bioavailability 
o​ Amox-clav​ 875-1000 mg PO q8h​ ​ ~70-80% Bioavailability 
o​ Cephalexin ​ 1000 mg PO q6-8h​ ​ ~95%​   Bioavailability 
o​ Ciprofloxacin 750 mg PO q12h​​ ​ ~70%​   Bioavailability 
o​ Levofloxacin ​750 mg PO q24h​ ​ ​ ~99%​   Bioavailability 
o​ TMP-SMX​ 5 mg/kg PO q12h (based on TMP)​ ~100%​   Bioavailability 

De-escalation Tips 
●​ Antibiotic time-out at 48 hours (at a minimum) to evaluate the patient and determine if antibiotics are appropriate. 
●​ De-escalation can occur both when specific organisms have been isolated or when no specific organism has been 

isolated (e.g., Normal flora, MRSA nasal screen negative).  
●​ When narrowing based on C&S, do not compare MIC values because they are specific to each organism and drug. A 

lower MIC does not necessarily mean a better agent. 
●​ Use the shortest effective treatment duration for each infection.  
●​ De-escalate to the narrowest spectrum agent when possible (e.g., Do not use a 3rd generation cephalosporin like 

ceftriaxone when an isolate is susceptible to a 1st generation cephalosporin like cefazolin).  

Resistance Trends 
MRSA* 42% 
VRE 19% 
ESBL-producing E. coli 18% 
ESBL-producing K. pneumoniae 18% 

*Vancomycin MIC ≤1 for 99% of MRSA 



 

 

 

 

 

 

 


