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ABSTRACT

Objective: The resistance of Gram-negative bacteria to antibiotics is a global issue that leads to increased mortality and treatment costs. The 
aim of this study is to see how a newly formed carbapenem control team affected the prevalence of carbapenem-resistant Gram-negative rods 
and antibiotic consumption expenses in 2017 compared to the year before.

Methods: The rate of carbapenem antibiotic usage in Intensive Care Units and Bone Marrow Transplantation services, as well as the findings 
of culture materials obtained from various body parts of the same patients, between January 1, 2016, and December 31, 2017 were assessed.

Results: While there was an ordinary restriction on carbapenem consumption in 2016, carbapenem consumption has been more restricted 
in 2017. The carbapenem-resistant Gram-negative bacteria patterns of culture materials are examined and compared with Defined Daily 
Dose data of carbapenems. After the restriction, a significant decrease in the consumption of carbapenems was detected. The decline in 
carbapenem-resistant Gram-negative bacteria and decreasing antibiotic consumption were found to have a moderately positive correlation 
(r=0.641, p=0.02). A 60.9% decrease was observed in carbapenem costs after carbapenem restriction, on the other hand, an increase in other 
unrestricted antibiotics was apparent.

Conclusion: Antimicrobial restriction policies can help minimize the rate of carbapenem-resistant Gram-negative rods, which is a serious 
problem in healthcare. We demonstrated that a decrease in carbapenem-resistant Gram-negative rods isolation rates can lead to a decrease 
in healthcare-associated infections. Although there is no decrease in the direct antibiotics cost, a drop in carbapenem-resistant may lower 
the expenses of drastic consequences of infections with carbapenem-resistant and its cost. we can conclude that the Antibiotic Control Policy 
should be modified based on this new information.
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1. INTRODUCTION

Antibiotics are among the most important medications 
used in healthcare today, yet their inappropriate usage has 
resulted in major problems such as Antimicrobial Resistance. 
In 2018, Irrational antibiotic use was reported in many 
hospitals, according to a cross-national study that included 
Eastern Europe and Central Asia, with Turkey ranking as one 
of the largest consumers of systemic antimicrobials (1).

The global antibiotic consumption rate is estimated to be 14.3 
defined daily doses (DDD) per 1000 population per day in 2018, a 
46 percent increase from 2000 (2). In 2011, data on antimicrobial 
use in 13 non-European Union countries ranged from 15.3 to 42.3 
defined daily dose/1000 inhabitants per day (DID), including Turkey 
(42.3 DID), with data from Turkey limited to outpatient use (3). A 
recent systematic review that measured the point prevalence and 
inappropriate antibiotic prescription in Turkey highlighted high 
consumption rates and inappropriate antibiotic use over the last 

15 years, necessitating the implementation of strict and effective 
stewardship in all Turkish hospitals (4). Antimicrobial restriction 
policies are intended to reduce morbidity and mortality, as well as 
the expense of treatment, the length of hospitalization, and the 
rate of resistance microorganisms, while also improving quality of 
life (5-6).

Gram-negative rods (GNRs) are among the most frequent causes 
of community-acquired and healthcare-related infections. The 
consumption of antibiotics excessively and unnecessarily came 
along with emerging antimicrobial resistance. Carbapenem group 
antimicrobials are the last resort to treat multidrug-resistant 
(MDR) GNRs until recent years(7). Overuse of carbapenems 
resulted in carbapenem resistance (CR) in Enterobacterales 
especially Klebsiella spp (8, 9). In the last ten years, reports of an 
increase in the incidence of carbapenem-resistant Gram-negative 
rods (CRGNR) infections such as urinary tract, bloodstream, 
and ventilator-associated pneumonia, as well as the rate of 
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colonization with these microbes, have been reported in the 
hospital setting studies (10-12). These infections can be seen as 
sporadic cases or hospital outbreaks. Unfortunately, in addition 
to their higher toxicity, such as nephrotoxicity, the therapy 
choices for infections caused by CRGNRs are severely limited. 
More effective and less toxic agents have been introduced into 
clinical practice in recent years, although widespread use is still 
not available in most countries. Thus controlling the emergence 
and spread of carbapenem resistance and rational use of 
antimicrobials is essential for the prevention of such infections 
and their severe complications(11, 12). In Turkey, the antibiotic 
restriction policy and Rational Drug Use National Action Plan 
were implemented in 2003 and 2014, respectively(13-16). These 
actions resulted in decreasing restricted antibiotic consumption 
by 26.7% while increasing unrestricted antibiotics and decreasing 
the prevalence of extended-spectrum beta-lactamase-producing 
K. pneumoniae (17, 18). GNRs are opportunistic pathogenic 
microorganisms that cause epidemics in hospital settings, 
particularly in ICUs. Inappropriate antibiotic use in hospitals has 
led to the development of resistance to many antibiotics used 
in GNRs. Carbapenem consumption has an important place in 
various resistance mechanisms. This study aims to see how a 
newly formed carbapenem control team affected the prevalence 
of carbapenem-resistant Gram-negative rods and antibiotic 
consumption expenses in 2017 compared to the year before at 
Medipol Mega University Hospital in 2017.

2. METHODS

We planned a quasi-experimental study and aimed to evaluate 
the effect of the newly established carbapenem (imipenem-
cilastatin, meropenem, ertapenem) control team (infectious 
diseases specialist, clinical pharmacist, and infection control 
nurse) on the antibiotic policy of our hospital on the resistance 
pattern of GNRs and costs of total antibiotic consumption. 
Two different annual periods were analyzed. The first one 
was between Jan-Dec 2016 (Group 1) which there was no 
restriction or intervention except standard antibiotic policies 
and the latter was between Jan-Dec 2017 (Group 2) which 
was intervened by the carbapenem control team after training 
healthcare staff in the included departments. The carbapenem 
restriction was made by setting a carbapenem-team approval 
system in the intervention period. Our center is a third-level 
university hospital settled in Istanbul and has 515 beds. All 
ICUs have 104 beds (Adult ICU, Cardiovascular Surgery ICU, 
and neonatal ICU) and bone marrow transplantation units 
have 25 beds (adult and pediatric) all of them were included 
in the study. Coronary ICU was not included because of the 
short hospitalization period and no carbapenem use. The 
study included all hospitalized patients in these departments 
over the specified time periods who were given carbapenems 
and found CR GNRs in their various samples, regardless of 
whether they were infected or colonized. In the event of 
clinical necessity, samples were obtained after consulting 
with an infectious diseases specialist. Patients who have a 
history of prior hospitalization and carbapenem use or were 
found carbapenem-resistant Enterobacteriaceae (CRE) in the 
screening cultures were excluded.

The ethics committee of Medipol University gave their consent 
(NO: 328, Date: 15.09.2017), as well as the institution’s 
permission. All data (culture results, hospitalization days, 
antibiotic consumption amount) was obtained from the 
hospital information system. The unit price of antibiotics was 
calculated based on the Turkish Drug Guidelines list. Antibiotic 
consumption index (ACI) was calculated based on ATC/DDD 
method suggested by World Health Organization (WHO).

With this study, we set out to address three main 
questions: (1) Are the CR GNRs rates going to decrease after 
intervention? (2) Is the consumption of carbapenems going 
to decrease after intervention? (3) Is there any effect of the 
intervention to decrease the consumption of antibiotics 
other than carbapenems?

Descriptive statistics and the compliance of variables to normal 
distribution were examined in the study. Shapiro-Wilk test was 
performed to assess the normality of frequencies. Paired samples 
t-test was used to compare normally distributed data. Spearman 
correlation analysis was used to examine the relationship 
between the resistant number by years and the amount of 
consumption per patient. Mann-Whitney U test was used to 
compare inpatients, patient days, urinary catheter days, ventilator 
days, and central catheter days by years. The chi-square test was 
used to compare qualitative data. Results of quantitative data 
are given in mean ± standard deviation/median (min-max) and 
qualitative data are also presented as frequency and percentage. 
The significance level was set at p<0.05.

3. RESULTS

A total of 1604  samples were taken and cultured within 
both annual periods. A total of 680 CR GNRs were isolated 
eventually. Demographic and descriptive characteristics of 
groups were given in Table 1.

Table 1 Demographic and descriptive characteristics of groups

Group 1 Group 2 Total P
Age 47.5 (12-73) 

[0-98]
53 (23-68) [0-

96]
51 (21-70)

[0-98]
N/A

Gender (M/F) 171/113 
(60/40)

162/99 
(62/38)

333/212 
(61/39)

N/A

Admitted patients 
N (%)

47 (23.5 – 
69.3)

63.5 (20.5 – 
74)

0.6

Hospital-Days 450 (267-540) 452 (251 – 
544.5)

N/A 0.6

Urinary catheter 
days

72 (0-331) 61 (0-341.8) N/A 0.9

Ventilator Days 194 (0-308) 206 (0-355) N/A 0.6
Central Catheter 
Days

221 (152-277) 235 (153-294) N/A 0.5

ACI – Carbapenem 
Class per patient

2239.94 ± 
104.056

853.64 ± 
215.16

N/A <0.00

Data was given in median (IQR) [Min-Max] or N (%) or Mean±SD. Group 
1: Jan-Dec 2016 with no intervention; Group 2: Jan-Dec 2017 after 
intervention; ACI: Antibiotic consumption index
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The most common GNRs found in culture materials taken 
before the intervention was Acinetobacter spp. 149 (96%) 
Klebsiella spp. 151 (48%), Pseudomonas aeruginosa 88 (47%) 
while after intervention it was Acinetobacter spp. 131 (92%), 
Pseudomonas aeruginosa 72 (40%) Klebsiella spp. 56 (25%), 
in order. It was found that GNRs isolation rates (mean ± SE: 
34±3 vs 23±3) after intervention decreased (p= 0.012). The 
number of isolated Gram-negative bacilli was given in Table2.

Table 2 Number of isolated Gram-negative bacilli.

Months

1 2 3 4 5 6 7 8 9 10 11 12 Total

Group 1 36 34 36 46 37 21 47 44 19 26 32 33 411

Acinetobacter 
spp.

10 15 16 10 15 3 19 22 8 9 11 11 149

Enterobacter 
spp

1 3 6 3 2 1 16

Escherichia 
coli

1 1 1 1 4

Klebsiella 
spp.

14 13 13 23 11 12 17 8 7 7 15 11 151

Morganella 
spp.

1 1

Proteus 
mirabillis

1 1 2

Pseudomonas 
aeruginosa

12 5 6 9 5 2 8 13 4 10 6 8 88

Group 2 49 17 10 23 25 15 14 17 19 27 26 27 269

Acinetobacter 
spp.

21 3 4 15 20 9 6 10 8 11 13 11 131

Enterobacter 
spp

1 1 2 1 5

Escherichia 
coli

2 1 1 1 5

Klebsiella 
spp.

15 5 5 4 1 4 3 2 10 4 3 56

Proteus spp 1 1 1 3

Pseudomonas 
aeruginosa

11 7 1 4 5 5 3 4 8 6 4 10 72

Serratia 
marcescens

1 1

Total 85 51 46 69 62 36 61 61 38 53 58 60 680

Different types of samples were evaluated, carbapenem-
resistant GNRs occurrence in blood cultures and 
bronchoalveolar lavage samples were reduced (Table 3). 
Aside from that, there were no significant differences.

While the average amount of expenditure before the 
intervention was 67.927 Turkish Lira (TL), it was 76.554 TL after 
the intervention, with no statistically significant difference 
between the median values (p> 0.05). While the total amount 
of spending before the restriction was 10.089.963 TL, the 
total amount of spending after the restriction was 7.376.913 
TL. Following carbapenem restriction, costs for carbapenem, 
lincosamides, and first-generation cephalosporins decreased 
by 60.9%, 56.3%, and 51.5%, respectively, while costs for 
second-generation cephalosporins, macrolides, penicillin, 
and beta-lactamase inhibitors increased by 61.9%, 52.7%, 
and 48.9%, respectively.

Table 3 Carbapenem resistant Gram negative rods isolated from 
culture materials.

Sample Group
Resistant n 
(%)

Sensitive n 
(%)

Χ2 P

Blood
G 1 108 (58) 117 (52)

16.465 0.001*
G 2 63 (29.2) 153 (70.8)

Abscess
G 1 2 (66.7) 1 (33.3)

- -
G 2 1 (50) 1 (50)

Bronchoalveolar 
lavage

G 1 28 (63.6) 16 (36.4)
7.582 0.006*

G 2 26 (35.6) 47 (64.4)

Sputum
G 1 29 (63) 17 (37)

0.007 0.933
G 2 8 (57.1) 6 (42.9)

CSF
G 1 4 (100) 0

- -
G 2 0 1 (100)

Tissue Biopsy
G 1 4 (44.4) 5 (55.6)

0.525 0.301
G 2 1 (20) 4 (80)

Urine
G 1 27 (26.5) 75 (73.5)

0.183 0.669
G 2 14 (22.2) 49 (77.8)

Catheter tip
G 1 30 (57.7) 22 (42.3)

0.776 0.379
G 2 21 (46.7) 24 (53.3)

E n d o t r a c h e a l 
aspirate

G 1 147 (49) 153 (51)
2.719 0.12

G 2 109 (42.4) 148 (57.6)

Sterile fluid
G 1 14 (50) 14 (50)

1.751 0.186
G 2 11 (30.6) 25 (69.4)

Wound swab
G 1 18 (50) 18 (50)

1.272 0.259
G 2 15 (34.9) 28 (58.2)

The difference in carbapenem class antibiotic consumption 
index (ACI) between the two groups was statistically 
significant (Table 1), and carbapenem class antibiotic 
restriction was moderately correlated with a decrease in CR 
GNR isolation rate (r=0.641, p=0.02).

4. DISCUSSION

Carbapenem class antibiotics are potent options for 
extended-spectrum beta-lactamases. ESBL producing GNRs 
yet increasing carbapenem resistance limits its efficacy in 
daily clinical practice (19). Our findings of frequently isolated 
GNRs were Acinetobacter spp. (96%), Klebsiella spp. (48%) 
and Pseudomonas aeruginosa (47%). This finding is similar 
to what has been found in other ICUs (20-22). The difference 
of means of annual isolated carbapenem-resistant strains in 
the non-carbapenem restricted and carbapenem restricted 
periods was statistically significant in our study. In a 12-year 
study, Ogutlu et al. concluded that intermittent carbapenem 
restriction had a significant impact on carbapenem resistance 
in Acinetobacter spp (23).

Our finding of decreased CR of GNRs isolated in blood and 
bronchoalveolar lavage fluid cultures after restriction of 
carbapenems, is supported by a multi-center study conducted 
between 2001-2005, and published in 2011. Altunsoy et 
al analyzed antimicrobial susceptibility of 14.223 blood 
culture isolates and antibiotic consumption rate. They found 
that carbapenem restriction has a considerable role in the 
reduction of carbapenem-resistant Pseudomonas spp. and 
Acinetobacter spp (24). In our study, carbapenem restriction 
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via an ID approval system resulted in a significant reduction 
in ACI. Similarly, Inan et al. discovered that ID consultation 
improves rational antibacterial selection (25). Another study 
found that analyzing prospective active surveillance data 
before and after antimicrobial use reduced antibiotic use 
and promoted rational antimicrobial use (26). According 
to a Saudi Arabian study, a three-month carbapenem-free 
period reduced Pseudomonas aeruginosa meropenem 
resistance from 74.1 percent to 30 percent and imipenem 
resistance from 76 percent to 38.5 percent (p=0,01) in 
comparison to the previous three months. Therefore this 
research may conclude that, even short-term carbapenem 
restriction periods may interfere with carbapenem resistance 
in Pseudomonas aeruginosa, (PSA) (27). Pakyz et al. studied 
the effects of carbapenem restriction implementation on 
carbapenem-resistant PSA in 22 university hospitals in the 
United States of America. In the study, the period from 2002 
to 2006 was evaluated retrospectively and it was reported 
that significantly less carbapenem was consumed in 8 
hospitals while carbapenem restriction was implemented (p 
= 0.04) and significantly lower isolation rate of carbapenem-
resistant PSA (p = 0.01) (28). As a result, it has been shown 
that carbapenem restriction can reduce carbapenem 
resistance rates in Pseudomonas aeruginosa.

In our study, after carbapenem restriction, 60.9% reduction 
in the cost of carbapenem use, 56.3% in lincosamides, and 
51.5% in 1st generation cephalosporins were observed, yet the 
cost of second-generation cephalosporins 61.9%, macrolides 
52.7%, and Penicillin and beta-lactamase inhibitors increased 
by 48.9%. According to Arda et al., the adoption of an 
antimicrobial approval system resulted in a 19.6% reduction 
in total antibiotic expenditures in the restricted antibiotic 
groups, but an increase in unrestricted antibiotics (18). 
A point prevalence survey conducted by Özgenç et al. in 8 
universities training and research hospitals in the Aegean 
region, found that the rate of rational antibiotic use of 
antibiotics was significantly higher because of the antibiotic 
restriction practices (29). According to all these studies 
conducted in our country, antibiotic consumption rates, 
as well as the expenses of various resistant microbes and 
antibiotic costs, can be lowered when antibiotic restriction 
policies are implemented.

5. CONCLUSION

Antimicrobial restriction policies can help minimize the rate 
of CR GNRs, which is a serious problem in healthcare. We 
demonstrated that a decrease in CR GNRs isolation rates 
can lead to a decrease in healthcare-associated infections. 
Although there is no decrease in the direct antibiotics cost, a 
drop in CR may lower the expenses of drastic consequences 
of infections with CR and its cost. Antimicrobial stewardship 
based on ID consultation, limitation regulations, and local 
epidemiologic data results in reasonable antibiotic usage and 
superior clinical practices.

Funding: The authors have no funding sources to declare.

Conflict of interest: The authors do not have any conflict of 
interest to declare.

REFERENCES

[1]	 Robertson J, Iwamoto K, Hoxha I, Ghazaryan L, Abilova V, 
Cvijanovic A, Pyshnik H, Darakhvelidze M, Makalkina L, Jakupi 
A, Dzhakubekova A, Carp A, Cizmovic L, Rachina S, Radonjic V, 
Yusufi S, Aksoy M, Ibragimova M, Godman B, Kluge H, Pedersen 
HB. Antimicrobial Medicines Consumption in Eastern Europe 
and Central Asia – An Updated Cross-National Study and 
Assessment of Quantitative Metrics for Policy Action. Front 
Pharmacol 2019;9:1156.

[2]	 Browne AJ, Chipeta MG, Haines-Woodhouse G, Kumaran EPA, 
Hamadani BHK, Zaraa S, Henry NJ, Deshpande A, Reiner RC 
Jr, Day NPJ, Lopez AD, Dunachie S, Moore CE, Stergachis A, 
Hay SI, Dolecek C. Global antibiotic consumption and usage 
in humans, 2000-18: a spatial modelling study. Lancet Planet 
Health 2021 Dec;5(12):e893-e904.

[3]	 Versporten A, Bolokhovets G, Ghazaryan L, Abilova V, Pyshnik 
G, Spasojevic T, Korinteli I, Raka L, Kambaralieva B, Cizmovic 
L, Carp A, Radonjic V, Maqsudova N, Celik HD, Payerl-Pal M, 
Pedersen HB, Sautenkova N, Goossens H; WHO/Europe-
ESAC Project Group. Antibiotic use in eastern Europe: a 
cross-national database study in coordination with the WHO 
Regional Office for Europe. Lancet Infect Dis 2014;14(5):381-
387.

[4]	 Selcuk A. The point prevalence and inappropriateness of 
antibiotic use at hospitals in Turkey: a systematic review and 
meta-analysis. J Chemother 2021;33(6):390-399.

[5]	 Hayashi Y, Paterson DL. Strategies for reduction in duration 
of antibiotic use in hospitalized patients. Clin Infect Dis 
2011;52(10):1232-1240.

[6]	 Slama TG, Amin A, Brunton SA, File TM Jr, Milkovich G, Rodvold 
KA, Sahm DF, Varon J, Weiland D Jr. A clinician’s guide to the 
appropriate and accurate use of antibiotics: the Council for 
Appropriate and Rational Antibiotic Therapy (CARAT) criteria. 
Am J Med 2005;118 Suppl 7A:1S-6S.

[7]	 Chang HJ, Hsu PC, Yang CC, Kuo AJ, Chia JH, Wu TL, Lee MH. 
Risk factors and outcomes of carbapenem-nonsusceptible 
Escherichia coli bacteremia: a matched case–control study. J 
Microbiol Immunol Infect 2011;44(2):125-130.

[8]	 Şeker F. Bir üniversite hastanesinde karbapenem kısıtlamasının 
karbapenem dirençli gram negatif çomaklar üzerine 
etkisi  (Master’s thesis, İstanbul Medipol Üniversitesi Sağlık 
Bilimleri Enstitüsü). Avilable from: URL: https://acikerisim.
medipol.edu.tr/xmlui/handle/20.500.12511/7182

[9]	 MacKenzie FM, Forbes KJ, Dorai-John T, Amyes SG, Gould IM. 
Emergence of a carbapenem-resistant Kiebsiella pneumoniae. 
Lancet 1997;350(9080):783.

[10]	 Kwak YG, Choi SH, Choo EJ, Chung JW, Jeong JY, Kim NJ, Woo JH, 
Ryu J, Kim YS.Risk factors for the acquisition of carbapenem-
resistant Klebsiella pneumoniae among hospitalized patients. 
Microb Drug Resist 2005;11(2):165-169.

[11]	 Leavitt A, Navon-Venezia S, Chmelnitsky I, Schwaber MJ, 
Carmeli Y. Emergence of KPC-2 and KPC-3 in carbapenem-
resistant Klebsiella pneumoniae strains in an Israeli hospital. 
Antimicrob Agents Chemother. 2007;51(8):3026-3029.

[12]	 Koh TH, Wang GC, Sng LH. Clonal spread of IMP-1-producing 
Pseudomonas aeruginosa in two hospitals in Singapore. J Clin 
Microbiol 2004;42(11):5378-5380.



682Clin Exp Health Sci 2022; 12: 678-682 DOI: 10.33808/clinexphealthsci.1010571

Antimicrobial Policy and Carbapenem Resistance Original Article

How to cite this article: Derin O, Seker F, Aksoy N, Yiğit P, Yılmaz M, Mert A. The Effect of Antimicrobial Policy Implementation on 
Carbapenem Resistance: A University Hospital Experience. Clin Exp Health Sci 2022; 12: 678-682. DOI: 10.33808/clinexphealthsci.1010571

[13]	 TİTCK. Antimikrobiyal Kullanımının Yönetimi: Sorun Nedir? 
2016 (Cited 2021 April 02). Available from: URL: http://www.
akilciilac.gov.tr/wp-content/uploads/2016/03/aik-bltn-181.
pdf. (accessed on 10 oct 2021).

[14]	 Keçik M, editor Akılcı Antibiyotik Kullanımı, Türkiye Verileri ve 
Hedefler. ANKEM; 2016. (Turkish)

[15]	 TİTCK. Akılcı İlaç Kullanımı Ulusal Eylem Planı. In: UAİTSDA, 
editor. Website: TİTCK; 2014. (Turkish)

[16]	 TC.Resmi.Gazete. Mali Yılı Bütçe Uygulama Talimatı. Mevzuatı 
Geliştirme ve Yayın Genel Müdürlüğü; 2003. (Turkish)

[17]	 Hoşoğlu S, Esen S, Ozturk R, Altindis M, Ertek M, Kaygusuz S, 
Caylan R, Demirdag K, Sencan I, Ertem GT, Aslan S, Bosnak V, 
Aygun P, Erol S, Celen MK. The effect of a restriction policy 
on the antimicrobial consumption in Turkey: a country-wide 
study. Eur J Clin Pharmacol.2005;61(10):727-731.

[18]	 Arda B, Sipahi OR, Yamazhan T, Tasbakan M, Pullukcu H, Tunger 
A, Buke C, Ulusoy S. Short-term effect of antibiotic control 
policy on the usage patterns and cost of antimicrobials, 
mortality, nosocomial infection rates and antibacterial 
resistance. J Infect. 2007;55(1):41-48.

[19]	 Drew RJ, Turton JF, Hill RL, Livermore DM, Woodford N, 
Paulus S, Cunliffe NA. Emergence of carbapenem-resistant 
Enterobacteriaceae in a UK paediatric hospital. J Hosp Infect. 
2013;84(4):300-304.

[20]	 Ergönül Ö, Aydin M, Azap A, Başaran S, Tekin S, Kaya Ş, Gülsün 
S, Yörük G, Kurşun E, Yeşilkaya A, Şimşek F, Yılmaz E, Bilgin H, 
Hatipoğlu Ç, Cabadak H, Tezer Y, Togan T, Karaoğlan I, İnan A, 
Engin A, Alışkan HE, Yavuz SŞ, Erdinç Ş, Mulazimoglu L, Azap Ö, 
Can F, Akalın H, Timurkaynak F. Healthcare-associated Gram-
negative bloodstream infections: antibiotic resistance and 
predictors of mortality. J Hosp Infect.2016;94(4):381-385.

[21]	 Mathur P, Varghese P, Tak V, Gunjiyal J, Lalwani S, Kumar S, 
Misra MC. Epidemiology of blood stream infections at a level-1 
trauma care center of India. J lab physicians. 2014;6(1):22-27.

[22]	 Tabah A, Koulenti D, Laupland K, Misset B, Valles J, Bruzzi de 
Carvalho F, Paiva JA, Cakar N, Ma X, Eggimann P, Antonelli 
M, Bonten MJ, Csomos A, Krueger WA, Mikstacki A, Lipman 
J, Depuydt P, Vesin A, Garrouste-Orgeas M, Zahar JR, Blot S, 
Carlet J, Brun-Buisson C, Martin C, Rello J, Dimopoulos G, 
Timsit JF. Characteristics and determinants of outcome of 
hospital-acquired bloodstream infections in intensive care 
units: the EUROBACT International Cohort Study. Intensive 
Care Med 2012;38(12):1930-1945.

[23]	 Ogutlu A, Guclu E, Karabay O, Utku AC, Tuna N, Yahyaoglu M. 
Effects of Carbapenem consumption on the prevalence of 
Acinetobacter infection in intensive care unit patients. Ann 
Clin Microbiol Antimicrob. 2014;13(1):1-6.

[24]	 Altunsoy A, Aypak C, Azap A, Ergönül Ö, Balık I. The impact of a 
nationwide antibiotic restriction program on antibiotic usage 
and resistance against nosocomial pathogens in Turkey. Int J 
Med Sci. 2011;8(4):339.

[25]	 Asuman İN, DAĞLI Ö, Akçay SŞ, Engin DÖ, Karagül E, Özyürek 
SÇ. Antibiotic use and cost in a teaching hospital in İstanbul. J 
Microb Infect Diseases. 2011;1(03):128-33.

[26]	 Tunger O, Karakaya Y, Cetin CB, Dinc G, Borand H. Rational 
antibiotic use. J Infect Dev Ctries. 2009;3(2):88-93.

[27]	 Abdallah M, Badawi M, Amirah MF, Rasheed A, Mady AF, 
Alodat M, Alharthy A. Impact of carbapenem restriction on 
the antimicrobial susceptibility pattern of Pseudomonas 
aeruginosa isolates in the ICU. J Antimicrob Chemother. 
2017;72(11):3187-3190.

[28]	 Pakyz AL, Oinonen M, Polk RE. Relationship of carbapenem 
restriction in 22 university teaching hospitals to carbapenem 
use and carbapenem-resistant Pseudomonas aeruginosa. 
Antimicrob agents chemother. 2009;53(5):1983-1986.

[29]	 Ozgenç O, Genç VE, Ari AA, El Sibel, Saçar S, Ozunlu H, Akgul 
A, Demirturk N, Cetin CB, Sungur M, Coşkuner SA, Avci M, 
Ergonul O. Evaluation of the therapeutic use of antibiotics in 
Aegean Region hospitals of Turkey: a multicentric study. Indian 
J Med Microbiol. 2011;29(2):124.


