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Appropriate Use of Antibiotics for the Treatment of Acute Upper Respiratory Tract Infections in Adults
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Antibiotic treatment of acute upper respiratory tract infections (URI), especially VIR &E 15%, deolAloF 26%°l
. nonspecﬁlc respiratory traqt infections (common cold) and acute bronchitis, '|s Hlal] 1.5~48) =t} 34 A% 7F
inappropriate in almost all occasions because they are usually caused by nonbacterial

infections. Purulent secretions from the nares or throat do not indicate bacterial <o)l A] XA AWFEo] =& o] Fi=
infection or benefit from antibiotic treatment. Antibiotic treatment of adults with

non —specific URI does not facilitate the resolution of illness or prevent complica- FAA7} mgro] Hrh= SJake} gkt
tions. Acute pharyngitis and acute sinusitis sometimes have a bacterial cause, and o] A3ty
antibiotic treatment is generally not justified unless otherwise indicated.
Streptococcus pyogenes is the cause of acute pharyngitis only in 5~15% of adult = A=, 18| FYAS Avst
patients. Therefore, antibiotics are recommended to patients who are highly likely to
have streptococcal pharyngitis. Following strategies would be appropriate: 1) limit
the antibiotic trea-tment to patients with three or four criteria, that is, fever, tonsillar o A7k} w9
exudates, no cough, and tender anterior cervical lymphadenopathy; or 2) test

patients with two or three criteria by using a rapid antigen test, and limit antibiotic T}, 3} A] Fol&= WAl Alere] WAy
treatment to patients with positive test results or those with four criteria. Most
patients with viral URI nearly recover within 7~10 days, and acute bacterial rhinosk
nusitis is not common in patients whose symptoms last for less than 7 days. 25 YA Ao st
Patients without purulent nasal discharge, maxillary facial or tooth pain or tender-

ness, or both are unlikely to have bacterial rhinosinusitis, regardless of the duration ~ wj&-ol] Blo]ei A=A A7 &= 7+ &z}
of illness. Antibiotic treatment is appropriate for patients with specific symptoms of
10 days or longer. Lastly, the choice of antibiotics should be based on the epidemio-
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logic data on susceptibility of major pathogens. At =T} A2 28 Dot
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271 (Acute Rhinopharyngitis, Common Cold)
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Table 1. Clinical findings of acute pharyngitis

Suggestive of group A B—hemolytic streptococci

Sudden onset sore throat

Odynophagia

Fever

Headache

Nausea, vomiting, abdominal pain
Tonsillar erythema, exudate

Petechial hemorrhage on soft palate
Erythematous swelling of uvula

Tender, enlarged anterior cervical nodes

Scarlatiniform rash

Suggestive of viral etiology

Rhinorrhea
Cough
Diarrhea
Hoarseness
Conjunctivitis
Stomatitis

Discrete ulcer
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Table 2. Antibiotic therapy for group A 8—hemolytic streptococcal pharyngitis 80%. Eo|% <k 90%)ol| A5

Initial therapy Dosage (oral) Duration FAA S Edsl= A= thoT)
Amoxicillin 500mg bid—tid 10 days . 1

. % A== A= Table 2
Amoxicillin/clavulanate 500/125mg tid 10 daus art g+l 3=
Benzathine penicilin G 1.2 X 10° unit, intramuscular 1 dose o Aejstdet. =ellx] A
Alternative therapy (if allergic to penicillin) 9] macrolide”] &4 (erythrof
in* 1 . . .

Erythromycin 0 days mycin, roxythromycin, azithro-
EM stearate 250mg gid, or 500mg bid
EM base 250mg gid, or 500mg bid mycin, clarithromycin) ¢} clin-
Clindamycin* 150mg gid, or 300mg bid 10 daus damycinol] w3t WAHELS 242
1 generaation cephalosporin 10 daus

250mg gid, or 500mg bid
500mg bid

Cephradine

Cefadroxil

9 A

20~49%, 13~22%% A+
29 oA oFi2 AH8E 1ol £

* Treatment failure is possible because of high resistance rate in Korea.
t These agents should not be used for patients with immediate —type hypersensitivity to

B—lactams.
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Table 3. Antibiotic therapy for acute bacterial sinusitis

Initial therapy

Prior antibiotics Antibiotics Dosage (oral) Duration
(past 4~6 weeks)
No' Amoxicillin/clavulanate 500/125mg tid, or 875/125mg bid (low dose) 10~14 days
Yes Amoxicillin/clavulanate 1,000/250mg tid, or 1,750/250mg bid (high dose)  10~14 days
Secondary therapygf
AmoxicilIin/clavulanate§ 1,000/250mg tid, or 1,750/250mg bid 10~14 days
Telithromycin 800mg qd 5 days
Cefditoren 200~400mg bid 10 days
Cefcapene' 200~400mg bid 10 days
Levefloxacin 500mg qd (750mg qd) 10d(5d)
Moxifloxacin 400mg qd 10 days
Gatifloxacin 400mg qd 10 days

* Indications for antibiotic use are described in the text.

t High dose treatment (2.5~3g/d) are applicable to moderate to severe sinusitis
F If there is no improvement or worsening after 72 hours of, or allergic to primary therapy; fluoroquinolone is recommended as the last

choice.
§ If low dose therapy was given as primary therapy
I Not approved yet by FDA, USA
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Streptococcus pneumoniae, Haemophilus influenzae

o|E = o]F tof| FtEo] 9l kA4S M sth(Table
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cefixime, cefpodoxime, cefdinir 5ol 3t WAEE vl

$ o (70~90%) Aaazrl Laasic wa

lanate &

cefaclor, cefuroxime,

macrolides] &4 (erythromycin, roxythromycin,

azithromycin, clarithromycin) = "% =& WA E

(80~90%) wiitoll XEA= A§slA Tt Ketolide 7
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