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The use antimicrobial therapy in Indonesia, which largely determined by local tradition
rather than evidenced base, is driving microbial resistance with alarming rate. Concern
about the high resistance rate of microorganisms against commonly used affordable
antibiotics also complicates further as it results in escalating prescription of newest
generation of antibiotics. These antibiotics are unfortunately expensive and not always
provided in hospital pharmacy under the national health insurance scheme. Poorer
patients covered by Health Insurance for the Poor (ASKESKIN) may end up with no
treatment because they could not afford themselves to buy the drugs.

A 51-year-old male was admitted through the Emergency Department
of this hospital due to hematuria for a week and nausea. He was
hospitalized under ASKESKIN scheme. Four months before admission,
he had nephrolithotomy in the same hospital. The results of laboratory
tests performed on admission are shown in the Table. He was
diagnosed with urosepsis and bladder carcinoma. Transurethral
resection of the bladder was scheduled on day 9.
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treatment because they could not afford themselves to buy the drugs.

To illustrate the actual condition in real settings, where only inadequate microbiological
data obtained and limited availability of antimicrobial agents to choose, a case in our
hospital is presented here, .

During his hospitalization, patients received intravenous antimicrobial
therapy. On day 1, in the emergency room, patients received fosfomycin
1g twice/day. On day 2, he was transferred to intensive care unit and
received cefuroxime 1g twice/day. On day 3 and 4, the antibiotic was
changed into ceftizoxime 1 g thrice/day. On day 5 and 6, the antibiotic
was again changed into ceftizidime 1 g thrice/day. On day 7, data from
urine culture and antibiotic sensitivity test were obtained showing that
there are bacteriuria of E. gergovial sensitive to fosfomycin, amikacin,
and meropenem. Ceftazidime, however, was continued until the patient
discharged on day 15. Patient was prescribed ciprofloxacin 500 mg
tablet to be consumed twice daily for three days at home, a maximum
regimen of antibiotic prescribed for an ASKESKIN out-patient.
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Blood pressure 100/60-120/80 120/
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Heart rate 60-80 80 100 80 84 80 88 88
Respiratory rate 16-20 20 20 22 20 20 20

In the management of urinary tract infection and or urosepsis,
antimicrobial therapy aims to eliminate associated symptoms and
eradicate bacteriuria. In this case, antibiotics given to the patient belong
to the empirically recommended antibiotic, i.e. cephalosporine 2nd

(cefuroxime) or 3rd generation (ceftazidime and ceftizoxime) for
parenteral use; fluoroquinolone group 2 (ciprofloxacine) peroral and
fosfomycin. All of the antibiotic has high activity against Gram negative
bacteria, which means suitable for this patient. Based on the sensitivity
test, fosfomycin should have been given to the patient.The problem is
the availability of the drugs. Unfortunately, it is not listed in the
ASKESKIN Formulary. So does the other cephalosporins, cefuroxime
and ceftizoxime. Hence, the three antibiotics could not be provided by
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Temp. (°C) 36-37.4 36
GCS 456 456 456 456 456 456 456

Hematologic and blood chemical data
Hb 13-18 g/dL 7.4 9.8 8.6 10.1 10.5 9.2

Leucocytes 4000-10,000/µL 12,900 14,500 19,400 19,600 17,700 18,000

Thrombocytes 150-450 
(103/mm3)

352 245 299 326 312 294

PCV/HCT 40-54% 22.1 26 25.4 31.8 27.8
Ureum 20-40mg/dL 27.5 36.9

Creatinine 1-2mg/dL 1.32 1.69

Glucose 70-110mg/dL 108
Potassium 3.5-5.0mmol/L 2.62 2.51 3 3.18 2.91

Sodium 136-145mmol/L 137 140 144 142 143

Chloride 98-106mmol/L 100 102 106 103 107

hospital pharmacy at no cost.. Patient should buy them. Since the
patient came from poor family and could not afford those expensive
antibiotics, the appropriate antibiotic for him –regarding efficacy and
cost- was ceftazidime for parenteral and ciprofloxacin for oral use.

To assess whether antimicrobial therapy succeed eliminating bacterial
infection, urine analysis should be performed. In this case, however,
there is no further urine data. When the patient was discharged from
the hospital, his leucocytes count remain high above normal value
(>10,000/µL). Such regimen of antibiotics may be not optimal to
manage bacterial infection in this patient.
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Albumin 3.5-5.5g/dL 2.52 3.21
SGOT 8-37mU/mL 28
SGPT 6-40mU/mL 33

Blood gas analysis
pH 7,35 - 7,45 7.449

pCO2 35 – 45 mmHg 46.8

pO2 80-100 mmHg 40

HCO3 21 – 28 mmol/L 32.9

O2 saturation 85-95% 77.8

Base excess -3 - +3 +8.6

Urine analysis
Bacteria - Culture

105

CFU/mL
E  gergovial

Fosfomycin, cefuroxime, ceftizoxime, ceftazidime and ciprofloxacin are
the recommended antibiotics to manage urosepsis and/or urinary tract
infection. However, only ceftazidime and ciprofloxacin can be
provided for ASKESKIN patient. In such case, pharmacist may
contribute in disease management by advising which alternative
antibiotics to manage the health condition and measure effect on
outcome. Appropriate management strategies designed for specific
groups of patients (poorer family in this case) can maximize
therapeutic benefit while reducing cost.
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Therapeutic intervention
Drugs Dosage
NS:D5 (1:1) 2 flasks IV drip √
RL:D5 500mL IV drip √
NS:D5(1:2) 2 flasks IV drip √
Fosmicin 
(fosfomycin)

2x1g IV √
Sharox 
(cefuroxime)

2x1g IV √
Tizos 
(ceftizoxime)

3x1g IV √ √
Zibac 
(ceftazidime)

3x1g √ √ √ √ √ √ √ √ √
Ketorolac 1mL 3x10mg IV √ , , p, , j J , , , , Ç , , , ,
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Ketorolac 1mL 3x10mg IV √
Acran (ranitidine) 2x50mg IV √ √ √ √ √ √ √ √
Omeprazole 1x40mg IV √ √ √ √ √
PRC 2 flasks IV √
Albumin 25% IV √
Kalnex
(tranexamic acid)

3x500mg IV √ √ √ √ √ √ √ √ √ √

Antrain
(metamizole) 2mL

3x1g IV √ √ √ √ √

KCl 50mEq IV √
NS catheter √ √ √ √ √

Surgery √
1 2 3 4 5 6 7 8 9 10 11 12 21


