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Presentation Notes
My goals today are to help you understand what AS.

Also to frame the clinical argument for developing and AS program.

And to provide and approach to developing and implementing a program




What is Antibiotic Stewardship

e “Coordinated program that promotes the appropriate use of
antimicrobials, improves patient outcomes, reduces microbial
resistance, and decreases the spread of infections caused by
multidrug resistant organisms” APIC

o “Refers to a set of coordinated strategies to improve the use of
antimicrobial medications with the goal of enhancing patient health
outcomes, reducing resistance to antibiotics, and decreasing
unnecessary costs” SHEA

e “Refers to a set of commitments and actions designed to “optimize
the treatment of infections while reducing the adverse events
associated with antibiotic use.” CDC
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THE DEFINITION OF ANTIBIOTIC STEWARDSHIP IS FAIRLY STANDARD.

THE UNDERLYING THEMES IS TO USE ANTIBIOTS APPROPRIATELY TO REDUCE RESISTANT ORGANSSIMS, ADVERSE EFFECTS RELATED TO ANTIBIOTICS AND AND IMPROVING HEALTH OUTCOMES.

A SECONDARY BYPRODUCT OF AS IS TO SAVE MONEY FOR THE HEALTH CARE SYSTEM.The primary goal of ASP is to optimize clinical outcomes while minimizing unintended consequences of antimicrobial use.

Prevalence of antimicrobial resistant organisms is increasing throughout the US resulting in using more toxic antibiotics caused by resistant organisms.

Up to 75% of antibiotics used in LTCFs are inappropriate.  



Antibiotic Use in Nursing Homes and
Residential Care Facilities

* Incidence- (1991-2008)
e 4.0-7.3 courses/1000rcds

* Prevalence
* 47%-79% over 1 year

Van Bull LW, et al 2012 568.ei JAMDA
Benoit SR et al 2008;56:2039) Am Geriatr Society
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BECAUSE OF THE COMMON OCCURANCE OF INFECTIONS IN PA/LTC THIS RESULTS IN SUBSTANTIAL USE OF ANTIBIOTICS.

SEVERAL REVIEW ARTICLES –TOTAL OF 156 ARTICLES REVIEWED  REPORTED THE ANNUAL PREVELANCE OF ANTIBIOTIC USE AT BETWEEN 47-79%
SOME OF THIS USAGE IS INAPPROPRIATE.


VAN BULL REPORTED A REVIEW INDICATING THAT IN THE US AND CANADA BETWEEN 1991 AND 2008 THE INCIDENCE OF USAGE IS BETWEEN 4-7.3 ANTIBIOTIC COURSES/1000 RCDS.

AND IN US, CANADA AND ITALY, 47-79% OF RESIDENTS  RECEIVE AT LEAST 1 COURSE OF ANTIBIOTICS OVER A 1 YEAR PERIOD.  








Antibiotic Use in Long-Term Care

e 79% of residents exposed to = 1 course in 12 months?
* 50% of antibiotics are administered for unknown indications?
e Majority are prescribed for urinary tract and respiratory infections?

1. Loeb M, et al. Am J Epidemiol. 2003;157:40-47.
2. Katz PR, et al. Arch Intern Med. 1990;150:1465-1468.
3. Loeb M, et al. J Gen Intern Med. 2001;16:376-383
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4
	RISK FACTORS FOR ACQUISITION OF RESISTANCE IS SUBSTANTIAL IN PA/LTC;  THEY INCLUDE PRIOR ANTIBIOTIC USE, PRESENCE OF INVASIVE DEVICES-IBC, PEGS, LOWER FUNCTIONAL STATUS,.  INFECTIONS WITH MDROS IS ASSOCIATED WITH INCREASED MORBIDITY AND MORTALITY AS WELL AS HEALTH CARE COSTS.

     Risk factors for antibiotic resistance in the nursing home setting were determined through a questionnaire-based study in Canadian and US nursing homes.1 More intense antibiotic use was observed in the United States compared with Canada. In addition, 79% of residents received  1 course of antibiotics and 93% of these were oral therapy.

	In many institutions, up to 50% of antibiotics administered were for unknown or unspecified indications.2

	When the appropriateness of antibiotic use in 22 chronic care facilities was evaluated, it was determined that the majority of antibiotics were given for either respiratory tract or urinary tract infections.3



Antibiotic Use in PA/LTC

* Up to 75% of antibiotics utilized in LTCFs may be inappropriate

* Approximately 600,000 infections caused by resistant organisms and
C. difficile could be prevented with the immediate and national
implementation of antibiotic stewardship and infection control

Interventions.

Nicolle LE et al Antimicrobial use in ling-term-care
facilities. SHEA Long-Term-Care Committee. Inct
Control Hosp Epidemiol 2000;21:537-545. Slayton RB
et al MMWR Morb Mortal Wkly Rep 2015,;64:826-831
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A PAPER BY THE SHEA LTC COMMITTEE IN 2000 REPORTS THAT UP TO 75% OF ANTIBIOTICS MAY BE  INAPPROPRIATE.

A RECENT REPORT FROM THE CDC REPORTED IN THE MMWR INDICATES THAT APPROX 600,000 MDROS AND C DIFF PREVENTED BY AS PROGRAMS


Antibiotic Use by Site of Infection

e Urinary Tract Infections (UTI)
* 35%-65%

* Respiratory Tract Infections (RTI)
e 15%-35%

e Skin and Soft Tissue Infections (SSTI)
* 10%-20%

Benoit SR et al 2008; 56:2039 J Am Geriatr Soc; Loeb M et al 2001; 16:376 J Gen Intern Med; Mylotte JM et al 1996;
243:174 Am J Infect Control; Mylotte JM et al1999; 27:10 Am J Infect Control; Warren JW et al 1991; 39:963 ] Am
Geriatr Soc
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Factors  Associated with antibiotic use included presence of invasive devices such as PEG tubes, indwelling bladder catheters and high potential of discharge. SNFs higher use than residential facilities

SEVERAL STUDIES INDICATE THAT THE MAJORITY OF ANTIBIOTICS USED IN PA/LTC ARE USED FOR SUSPECTED UTIS


Inappropriate Antibiotic Use in PA/LTC

* Treatment of microbial colonization

o Off site prescribing of antibiotics

* Inconsistent on site practitioner availability
* Incomplete clinical assessments

* Failure to recognize true clinical sighs and symptoms
of infection in elderly

* Practitioners often prescribe broad spectrum agents
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cultures rarely obtained.  Many with Non productive coughs
Clean catch mid-stream urines hard to obtain.
In past there was no good comparative data in LTCF to soggiest the most appropriate management of infection in LTCF patients.  Now the IDSA guidelines presented in JAMDA September/October in JAMDA

Empiric treatment should be directed at the most likely pathogens causing a suspected infection.
	thorough evaluation
	narrow spectrum
	change antibiotics after cultures are available

In the JAMDA article:
	Only 21% of residents with potential infection were appropriately evaluated
	< 50% of infection episodes had appropriate diagnostic proceedures
	Those given antibiotics
		36% evaluated by RN/LPN
		47% by physician
		17% had no evaluation at all


There are many reasons for inappropriate use of antibiotics in LTCFs.  Most often, treatment is initiated simply because a culture is positive.  These cultures are often done with insignificant clinical reasons (signs or symptoms, incomplete or missing clinical assessments, diagnostic studies, etc.)  When these reports are phoned to the physician, in the absence of these clinical evaluations, the likelihood of an antibiotic prescription is high.  Additionally, as mentioned in an earlier slide, physician availability is often off site and these are prescribed by telephone.  Subtle clinical signs and symptoms may be consistent with infection in the elderly but may be more frequently associated with other causes.  Change of mental status is often sited as a reason to perform a urine C & S, however, there are several other clinical reasons for this change, i.e.. Medication, primary dementia, social interactions, depression, etc.  These are seldom investigated appropriately.


Barriers to Appropriate L

Resident and Faci

e Accurate clinical diagnosis often difficult
e Multiple co-morbidities
* Cognitive impairment
e Atypical presentation

e Diagnostic resources are limited
e Specimen collection is limited
* Empiric use of antibiotics is common

se of Antibiotics
ity Issues
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Diagnosis is imprecise and therefore, empiric use of antibiotics is common.  Diagnostic studies are often difficult to obtain and/or are untimely.

RESIDENT AND FAMILY EXPECTATIONS
FEWER THAN 20% OF PA/LTC FACILITIES EMPLOY FULL-TIME STAFF PHYSICIANS
PHYSICIANS ARE OFTEN OFF SITE
NURSING ASSESMENT IS OFTEN IMPRECISE


Risks of Inappropriate Antibiotic Use

e Adverse effects
e Altered renal and liver function
e Multidrug interactions

e Antibiotic resistant organisms
e Colonization
e |[nfection

 C. difficile infection
* High health care pharmacy costs

* Increases hospital readmissions
* Infections with MDROs
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WE ALREADY DISCUSSED THE INCREASED LIKLIHOOD OF HOSPITAL READMISSIONS DUE TO MDROS 

AT LEAST 30-50% OF RESIDENTS IN LTCFS ARE COLONIZED WITH 1 OR MORE MDROS.  With risk factors, MDROs can lead to subsequent infections.

EXPOSURRE TO 1 OR MORE COURSES OF ABX SELECT RESISTANT ORGANISMS.

ANTIBIOTICS MAY BE INACCURATELY DOSED BASED ON AGE, RENAL AND LIVER FUNCTION.

IN A PAPER BY THOMAS ET AL IN 1990, UP TO 30% OF RESIDENTS TREATED WITH ABX IN PPA/LTC ACQUIRE C. DIFFICILE COLONIZATION. 

 IN A PAPER BY ROTJANAPAN IN 2011 IN W RHODE ISLAND NHS WHO RECEIVED INAPPROPRIATE ANTIMICROBIALS FOE ASYPT BACTERURIA WERE 8.5 TIMES MORE LIKEL TO DEVELOP C DIFF INFECTIONS COMPARED WITH THE REST OF THE POPULATION.


Prevalence of Antibiotic Resistant Organisms
in Nursing Facilities

e 43% patients have at least one MDRO?
e 11%-59% MRSA prevalence?
* 39% patients acquire MDRO during a 1 year stay?

e ~ 113,000 nursing home onset C. difficile cases 2012*
e 28% hospitalized within 7 days of + specimens

Trick WE 2001; 49:270 J Am Geriatr Soc

2VVan Bull LW, et al 2012 568.ei JAMDA

30’Fallon E et al 2010;31:1148 Infect Control Hosp Epidemiol
4Hunter et al Open Forum Inf Dis 2016
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When looking at prevalence several studies have been reviewed 
Multiple studies indicate that the prevalence of MRSA in DNFs is between 11-59 % between 2001-2111.

O’Fallon reports that 39% acquire a MRDO during a one year stay and many of these patients (62%0 were not colonized at baseline.

38% colonization with MRSA in 109 patients in SNFs in France.

Prevalence of MRSA fin United Kingdom between 17-22%


Infections with MDROs

* [ncreases poor outcomes
e Morbidity and mortality

* Increases hospital readmissions

* [ncreases costs
e Hospital readmission
e |Infection control enforcement
e Antibiotic costs

 Reduced quality of life

O’Fallon E et al 2010;31:1148 Infect Control Hosp Epidemiol
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Infections with MDROs is usually preceded by colonization


Reducing Antibiotic Resistance in PA/LTC

* Infection Control Program
e Prevents cross transmission of MDROs
e Reduces incidence of infections
e Reduces antibiotic use

Dedicated Infection Control leader

e Education

Compliance

e Antibiotic Stewardship

Smith PW, et al SHEA/APIC Guideline 2008; 36:504 A J Infect Control
AMDA Common Infections in the LTC Setting Clinical Practice
Guideline 2004/2011.Van Bull LW, et al 2012 568.ei JAMDA



Barriers to Antibiotic Stewardship

* Physician preferences
e Variation in physician expertise

 Variation in infection prevention expertise
e Variation in surveillance activity

 Variation in monitoring antibiotic use
e Clinical guidelines
e Education

e Physician
e Staff
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A required infection control officer
Antibiotic treatment protocols

Almost half of prescriptions in LTCFs are for ABX
It is estimated that 50%-75% of residents receive at least one course of an antibiotic each year.

On average at least 30%-50% of long-term care residents are colonized with 1 or more resistant organisms and colonization can lead to subsequent infections, particularly in the frail elderly residents.

The primary mode of introduction of resistant organisms into this setting is the transfer of infected or colonized residents from acute care hospitals to LTCFs.

ACFs and LTCFs are connected through shared residents.

During a 15 month study period there wee more than 2 million discharges from LTCFs to ACFs and more than 4 million admission to long 
Tccfs

MRSA colonization among LTCF residents cab be as high as 60% as identified in one study among 412 residents at 3 separate LTCFs.


Effectiveness of Antibiotic Stewardship
Programs

* No standardization
e Program components
* Implementation strategies
e Tracking methods or results

e Results vary
e UTI>Pneumonia>SSTI

e Best results
* Asymptomatic bacteruria
e Symptomatic UTI

Lindsay E Nicolle Antimicrobial Resistance and
Infection Control 2014;3:6



Antibiotic Stewardship Program

* No standard benchmarks exist
e Establish Facility benchmark if possible

e Guidelines for prescribing
e Use evidence based guidelines
e Commit guidelines to writing
e Educate nursing staff and prescribers

e Establish reasonable expectations and goals
e Seek improvement in performance

* Involve and empower the ICP
e Consider focusing on UTI prescribing patterns



Interventions for Antibiotic Use in PA/LTC

e UTI

e Efforts to improve antimicrobial use for presumed UTI may be successful

e LRTI/pneumonia
e Data on optimizing antibiotic use less convincing

o SSTI

e Data also not convincing



Tracking

* Process
* Incidence
e # abx courses started/1000rcds
e Antibiotic utilization Ratio
e Total abx days/1000rcds
Duration of antibiotic therapy
e Total abx days/antibiotic courses
Cost per Antibiotic Day
» Total abx cost/total abx days

e Cost per Resident Care Day
e Total abx cost/total rcd

Mylotte 2016 672.e13-18, JAMDA
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Myelotte reviewed several published studies looking as metrics to measure ASPs.  These for metrics were those most often used.

Variability in functional status of residents and RUGs and case mix also entered into variation.  Those with higher functional needs are at greater risk for infection.
Physician preferences in antibiotic prescribing must also be considered.
Variation in surveillance activity and expertise varies by facility. 

Metrics is recommended in CDC Core Elements of monitoring antibiotic use.

Also need to monitor clinical outcomes such as hospitalization, ADR events and C. difficile infections.



Antibiotic Stewardship Program

e Start Slow
e Start Somewhere
* Focus Plan and Process



The Many Faces of UTI

Complicated
UTI

Asymptomatic Bacteruria

Misdiagnosis

CAUTI



Asymptomatic Bacteriuria

* Asymptomatic bacteriuria -isolation of a specified quantitative count
(=210° cfu/ml) of bacteria in an appropriately collected urine from a
person without symptoms or signs referable to infection.

e Hemodialysis — 28%

e Elderly females — 25%-50%

e Elderly males —15%-40%

e Short term IBCs — acquire bacteriuria 2%-7%/day of catheter use

Hooton TM et al. Clin Inf Diseases 2010:50:625


Presenter
Presentation Notes
Rates of bacteriuria in patients with indwelling bladder catheters will vary since the most important risk factor for the development of bacteriuria is the duration of catheterization.
By one month nearly all patients with an indwelling catheter will be bacteruric.
15% of cases of nosocomial bacteremia are attributable to the urinary tract and bacteriuria is the most common source of gram-negative bacteremia among hospitalize patients.  However bacteremia complicates catheter associated bacteria and only one-4% of cases.


Asymptomatic Bacteriuria
Treatment Outcomes

* Nursing home patients

* No benefits of screening for or treating asymptomatic bacteriuria’?
e Does not eradicate bacteriuria
e Does not improve mortality
* No J in symptomatic infection or I survival
* No difference in genitourinary symptoms with treatment
e “adverse antimicrobial reactions
e “reinfection with increasingly resistant organisms

INicolle LE et al CID 2005:40 (1March) 643. 2Nicolle LE et al CID 2000;31:757



UTI Antibiotic Use Intervention

 Multifaceted approach
e Written guidelines
e Education
e Tracking
e Feedback



Facility Approach to Antibiotic Stewardship
2017

* No limit on choice of antimicrobial

 Promote understanding of the purpose of AS

* Keep the process “lazar focused”-start small

e Discuss prior benchmark data on antibiotic use

e Educate nursing staff and prescribers on approach to “when to
culture” and “when to treat”

e Educate nursing staff and prescribers separately



Antibiotic Prescribing is a Process
Multiple Decisions




Antibiotic Stewardship Process

BEFORE CALLING PHYSICIAN/NP OR TAKING A V.O. FOR URINE CULTURE...... PLEASE.... USE THE APPROPRIATE AHRQ SBAR i.e. UTI, LRTI or SSTI TO BE
SURE THE RESIDENT HAS APPROPRIATE SIGNS AND SYMPTOMS PRIOR TO CULTURING OR INITIATING ANTIBIOTICS

IF CRITERIA ARE NOT MET .....DO NOT DO A CULTURE. NOTIFY THE PHYSICIAN/NP AND INFORM HIM/HER THAT CRITERIA HAVE NOT BEEN MET FOR
CULTURE.

IF ANTIBIOTICS ARE INITIATED, PLEASE BE SURE THE PHYSICIAN IS AWARE OF THE FACILITY ANTIBIOGRAM.
IF A COVERING PHYSICIAN OR NP INITIATED THE ORDER FOR ANTIBIOTICS, NOTIFY THE PRIMARY THE NEXT DAY.

ROUTINE FOLLOW-UP WITH THE PRIMARY SHOULD BE DONE 48-72 HOURS AFTER INITIATION OF ANTIBIOTICS. PLEASE HAVE THE FOLLOWING
INFORMATION AVAILABLE BEFORE THIS CALL:

e LAB RESULTS
e CULTURE RESULTS
* BLOOD WORK IF ORDERED
e CLINICAL STATUS OF RESIDENT
*  CURRENT STATUS
e VITALSIGNS
. CURRENT CLINICAL STATUS
. RESPONSE TO TREATMENT
0 HOW LONG DID IT TAKE FOR SIGNS & SYMPTOMS TO RESOLVE OR IMPROVE?
* SHOULD ANTIBIOTIC BE CHANGED TO A NARROWER SPECTRUM BASED ON CULTURE RESULTS?
e CAN ANTIBIOTIC DURATION BE SHORTENED IF PATIENT RESPONDED RAPIDLY TO TREATMENT?

. LP)I?RQIICS)'Z:ASK OR ACCEPT ORDERS FOR TEST OF CURE CULTURES!!!!! (FOLLOW-UP CULTURE TO BE SURE OF CURE) UNLESS SIGNS AND SYMPTOMS




2012 McGeer Criteria-UTI-No IBC

e Criteria 1 & 2 must be met
e 1-At least one of the following:
e Acute dysuria or acute pain, swelling or acute tenderness of the testes, epididymis or prostate

e Acute CVA pain or tenderness
e Suprapubic pain
e Gross hematuria
 New or marked increase in incontinence
 New or marked increase in urgency
 New or marked increase in frequency

. II;)evei’.or leukocytosis — temp > 100°F ; repeated temps >99°F or single temp > 2° F over
aseline

e If nothen at least = 2 of the above

e 2- One of the following:

* At least 10° cfu/ml of no more that 2 species of microorganisms in voided sample
e At least 102 cfu/ml of any number of microorganisms in in-and-out catheter sample



2012 McGeer Criteria-UTI-IBC

 Criteria 1 & 2 must be present

e 1-At least one of the following
e Fever, rigors or new onset hypotension with no alternate site of infection

e Either acute change in mental status or functional decline, with no alternate site of
infection

* New onset suprapubic pain or CVA pain or tenderness

e Purulent discharge from around the catheter or acute pain, swelling, or tenderness of
the testes, epididymis or prostate AND

e 2-Urinary catheter specimen culture with at least 10° cfu/ml of any organism



UTI-SBAR

AMILTON CONTINUNING CARE SUs pected UTI SBAR

Complete this form before contacting the resident’s physician. - - -
Date/Time

Resident Name Date of Birth

Physician/NP/PA -

Nurse

Submitted by O Phone O Fax 0O In Person O Other

| am contacting you about a sus}:ected UTI for the above resident.
Vital Signs BP /. HR Resp. rate

B Background

Active dlag;soses or other symptoms (especialiy, bladder, kidney/genitourinary conditions)

Specify
DONo OVYes The resident has an indwelling catheter
CONo O Yes Patientis on dialysis
ONo O Yes The residentis incontinent If yes, new/worsening? O No DOYes
ONo [OYes Advance directives for limiting treatment related to antibiotics and/or hospitalizations

Specify -

Medication Allergies
Specify

The resident is on Warfarin (Coumadin®)

www.ahrg.gov/NH-ASPGuide - June 2014

Aiency for Henlthanre Resesrch snd Quakty.
o Excefiontn i Lheath Give o WhovtSh .00 AHRQ Pub. No. 14-0010-2-EF




UTI-SBAR

A Assessment Input (check all boxes that apply}

1. Acute dysuria alone

Fever of 100°F (38°C) or OR

repeated temperatures
of 99°F (37°C)*

New back or flank pain
Acute pain

Rigors /shaking chills
New dramatic change in
mental status
Hypotension (significant

2. Single temperature of 100°F (38°C)

and at least one new or worsening of the following:
0O urgency O suprapubic pain

O frequency O gross hematuria

O back or flank pain 0O wrinary incontinence

OR
3. No fever, but two or more of the following symptoms:
O urgency O suprapubic pain

change from baseline BP
or a systolic BP <90) =] _frEquts_ncy 0 gross hematuria
0O incontinence

Nurses: Please check box to indicate whether or not criteria are met
O Nursing home protocol criterla are met. Resident may require UA with C&S or an antibiotic.t

O Nursing home protocol criteria are NOT met. The resident does NOT need an immediate
prescription for an antibiotic, but may need additional observation.t+

] R Request for Physician/NP/PA Orders

Orders were provided by clinician through 0O Phone O Fax [ in Person O Other.
0O Order UA

O Urine cuiture

O Encourage ounces of liquid intake
0O Record fiuid intake.

O Assess vital signs for days, including temp, every
DO Notify Physician/NP/PA if symptoms worsen or if unresolvedin___ hours.
O Initiate the following antibictic

Antibiotic:
D Yes Pharmacist to adjust for renal function

times daily until urine is light yetlow in color.

hours for hours,

Dose: Route:

* For residents that regularly run a lower temperature, use a temperature of 2°F (1°C) above the baseline as a definition of a fever.
 This is according to our understanding of best practices and our facliity protocols. Minimum criteria for a UTI must meet 1 of 3

criteria listed In box.
Tt This is according to our understanding of best practices and our facility protocols. The information is insufficient to indicate an

active UTI infection. a7810.7/28




LRI-SBAR

A Assessment Input (check all boxes that apply)

< i ¥ LGy i S
Resident with a fever of 102°F (38.9°C) or Resident with a fever of 100°F (37.9°C) and less
higher and one of the following than 102°F (38.9°C)

No Yes No Yes
0O 0O Respiratory rate of >25 breaths O O Cough and at least one of the following
per minute 0O Pulse >100
0 New or worsened cough O Delirium (sudden onset of confusion, disorientation,
0O New or increased sputum dramatic change in mental status)
production O Rigors (shaking chills)
02 saturation <94% on room air [J Respiratory rate >25 breaths per minute
or a reduction in 02 saturation of
>3% from baseline
resident with COPD and age >65 Afebrile resident without COPD and age >65
O O New orincreased cough with purulent sputum
New or increased cough with production and at least one of the following
puruient sputum production [ Respiratory rate >25
O Delirium (sudden onset of confusion, disorientation,
dramatic change in mental status)

Nurses: Please check box to indicate whether or not criteria are met
O Nursing home protocol criteria are met. The resident may have a lower respiratory tract infection and need

a prescription for an antibiotic agent.t
O Nursing home protocol criteria are NOT met. The resident does NOT need an immediate prescription for an

_antibiotic, but may need additional observation. 't

R - Request for Physician/NP/PA Orders

Orders were provided by clinician through OPhone O Fax 0O InPerson [ Other, -

3 Chest X-Ray
[ For cough, consider using a cough suppressant Dose Duration
0O For cough, consider using an inhaler/nebulizer Dose
DO Acetaminophen mg. Route Duration
O Raise upper body (use multiple pillows) to sleep/rest
O Encourage ounces of fluid by mouth or G-Tube for
D Record fluid intake
O Encourage salt water gargles
O Assess vital signs, including temp, every
O Notify Physician/NP/PA if symptoms worsen or if unresolved in
O Initiate intravenous fluid hydration and/or [ initiate hypodermoclysis.
O Initiate the following antibiotic(s)
Antibiotic 1 Dose Duration
Antibiotic 2 Dose Durstion
O Ne 0OYes Pharmacist to adjust for rena! function l
O Other, specify:

hours for hours
hours

s according Lo our understanding of best practices and our facility protocols.
is according to our understanding of best practices and our facility protocols. The information is insufficient to indicate an

active lower respiratory tract infection. 21830 7728




SSTI-SBAR

A Assessment Input (check ali boxes that apply)
Minimum Criteria for nitiating an Antlblotic
L SR ORI AT o
O O 1. New or increasing pus at a wound, skin, or soft-tissue site
—— OR
O 0O 2. At least two of the following:
O Fever of 100°F (38°C) or repeated temperatures of 99°F (37°C)*
O redness
O pain
0 warmth
O swelling that is new or increasing
Nurses: Please check box to indicate whether or not criteria are met
O Nursing home protocol criterla are met. The resident may have a skin and soft tissue infection and
need a prescription for an antibiotic agent.t

DO Nursing home protocol criterla are NOT met. The resident does NOT need an immediate
prescription for an antlblotic, but may need additional observation.?*

R Request for Physician/NP/PA Orders

Orders were provided by clinician through O Phone £ Fax O In Person O Other.
[ Assess vital signs, including temp, every hours for hours
O3 Notify Physician/NP/PA if symptoms worsen or if unresolved In _hours

O For discomfort or prior to cleaning/dressing changes, consider using acetaminophen
or other pain refiever as needed

0 Hitiate the following antibiotic
Antibiotic 1
Antibiotic 2
DNo OYes Pharmacist to adjust for renal function

Dose Duration
Dose, Duration

Other,

* For residents that regularly run a lower temperature, use & temperature of 2°F (1°C) above the baseline as & definition of a fever.
+ This Is according to our understanding of best practices and our facilty protocols.

+1 This is according to our understanding of best practices and our facilly protocols. The information is insufficient to indicate an
active skin or sof tissue infection. e




Isolates from LTC Residents with UTI

Staphylococcus 2.60% 0.40% 0
0
4.10% 4.10%

3.70%

E coli = E coli
Enterococcus

M Proteus

= Klebsiella
~ Providentia
Klebsiella
! Enterococcus

= Staphylococcus

B Pseudomonas
/

Proteus

M Acinetobacter

Rituparna D et al. Inf Contr Hosp Epidemiol 2009; 30:1116



Urine Antibiograms 2016
Gram Negative Panel
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Urine Antibiograms 2016
Gram Positive Panel
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Post-Prescribing Process

Antibiotic Started by

PCP
Yes No
Schedule Post- Notify PCP of
Prescribing Review Antibiotic Start
Resident Condition
Assemble Pert.lnent e Bean s
Data for Review Other Lab Results

Nurse/PCP Post- Can Antibiotics be Stopped?

Prescribing Review Can Antibiotic Spectrum be Narrowed?

Can Antibiotic Duration be Shortened?



Duration of Antibiotic Therapy

* Traditional treatment durations
e Poor evidence based studies

e Shorter duration may be effective and reduce certain risks associated
with prolonged use
e C. difficile
e MDROs
* ADRs



Duration of Antibiotic Therapy

e UTI- uncomplicated
e 3-6 day treatment may be as effective as 10 day therapy?

e CAP
o <7 days treatment may be as effective as 10-14 day therapy?

e SSTl-cellulitis
e 5 day treatment may be as effective as 10 day therapy?

1 Lutters Cochrane Database Syst Rev 2008 Jul 16;(3) CD001535
2 Dimopoulos Drugs 2008;68(13):1841 3 MAJ Hepburn 2004
Arch Intern Med 164:1669



Metrics

e # Antibiotic courses of therapy

* # new antibiotic prescriptions after admission

e # new prescriptions that met criteria for infection
* % that met criteria

» Total antibiotic days of treatment
e Average duration
e Urine cultures ordered

* Residents with Facility Acquired Infections (Nosocomial)
e UTI-LRI-SST

e Residents with MDROs- (CA/FA)
e MRSA-ESBL-VRE-CRE-C. difficile (CA & FA)



Facility Characteristics

FACILITY
Category

Size

Subacute beds

# Prescribers

Nursing
Administrative Staff
Education

Nursing Staff
Education

Physician Education

HCC

35

>10
May-2017

May-2017

May-2017

AN&R

61

5-10
May-2017

May-2017

May-2017

AV

60

0

<5
May-2017

May-2017

May-2017




HCC-Results

Antibiotic HCC-2017 | HCC-2017 | HCC-2017 | HCC-2017 | HCC-2017 | HCC-2017
Prescriptions April May June July August | September

Total antibiotic 10 10 24 23
courses of therapy

New antibiotic 17 15
prescriptions

Total days of
treatment (NP)

Average duration : 7.0
% met criteria 57.7%
# urine cultures 7.0
C. Difficile (FA) 1.0




AN&R- Results

Antibiotic ANR-2017 | ANR-2017 | ANR-2017 | ANR-2017 | ANR-2017 | ANR-2017 | ANR-2017
Prescriptions Ql April May June July September

Total antibiotic 28 21 22 25
courses of
therapy

New antibiotic
prescriptions

Total days of
treatment (NP)

Average duration

% met criteria
# urine cultures

C. Difficile (FA)




Antibiotic
Prescriptions

Total antibiotic
courses of
therapy

New antibiotic
prescriptions

Total days of
treatment (NP)

Average
duration

% met criteria
# urine cultures
C. Difficile (FA)

64.4%

WV-2017
Ql

WV-Results

WV-2017
April

WV-2017
May

WV-2017
June

WV-2017
July

WV-2017
August

WV-2017
September




Antibiotic Stewardship-Reporting

e Report results to Ql team
e Report results to Prescribers
* Always seek to improve based on determined expectations

* If no improvement in performance
e Understand why
e Alternative approaches

e Get excited about positive results
e Share these results with all that will listen
e Use positive results to “sell” your Facility to insurers



Resources for Antibiotic Stewardship

e Antibiotic Stewardship Toolkit

e Core Elements of Antibiotic Stewardship for Nursing Homes


http://www.ahrq.gov/
http://www.cdc.gov/longtermcare/index.html

THANK YOU!

QUESTIONS?
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