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List the regulatory requirements that pertain to critical access
hospitals in regard to antimicrobial stewardship.

|dentify key stakeholders necessary to implement an
antimicrobial stewardship team at a rural facility.

Discuss the antimicrobial stewardship gaps that may occur in
the rural realm.

Describe successful strategies used to educate staff and
patients on antimicrobial stewardship.
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Which of the following is NOT an element of performance listed under
The Joint Commission’s antimicrobial stewardship standard
(MM.09.01.01)7

a) Organizational leaders establish antimicrobial stewardship as a priority
b) Education is provided to staff regarding antimicrobial stewardship

c) The antimicrobial stewardship program identifies a list of restricted
antibiotics

d) An antimicrobial stewardship program is to involve a multidisciplinary
team
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Which of the following is a tool that can be used to
educate staff on antimicrobial stewardship?

a) Annual computer based training modules required by all staff
b) In person training during new hire orientation

c) News capsules or newsletters

d) All of the above
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Which of the following strategies can help overcome
barriers of antimicrobial stewardship programs in the
small and rural setting?

a) Consultation services
b) Telehealth

c) Information technology
d) All of the above
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Hot topic for years
Regulatory bodies
requiring stewardship
programs

— CDC

— CMS

— States
— Health Systems

Easier said than done

* ‘

7 I ~

PICK YOUR ANTIBIOTIC... ONE WILL
GIVE YOU DIARRHEA... AND THE
OTHER...WILL ALSO GIVE YOU DIARRHEA
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Antimicrobial Stewardship: Enough Already!

“YOU'GET'ANTIBIOTICS“AND\YOU 117 Years! World's Oldest Woman

GET ANTIBIOTICS.... Says Piptaz45givqid Is the Secret
S L R ' 04-19-2017 - Charlene Aaron n ,

EVERYBODY GETS}
CRANTIBIOTICS!

memegenerator.net
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Leadership commitment

Staff education

Education to patients and families (removed)
Multidisciplinary team

Program encompasses the CDC core elements
Multidisciplinary protocols

Collects, analyzes and reports data

Takes action on improvement opportunities
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Where Do You Start?

A A X
WHEN I'M GOMPLETELY
OVERWHELMED
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Practice Setting

* 8 hospital health system

serving Wl and Upper e

* 6 CAH

* 50+ clinics, home
health, hospice, LTC, =
Critical Care Transport s L‘ =
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Where Do You Start?

* |dentify core group
* Draft an organized
layout of standards
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Where Do You Start?

AMHC Antimicrobial Stewardship Charter The

Joint Commission - MM.09.01.01

Cummltbee Professional
needed needed

et
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Where Do You Start?

Initiative Implementation plan

JACTION PLAN
1. Develop CBT for provider - Hire and annually, - Anthiogram,
eystam policy

Pobes:

| 9.19 16> Education subteasm has draft of CBT. OS5 coureil

borowided feedback o ensure we werk with cradendaling
bapartment of impd it itrad edusathon

2 assign CET 1o all Lizansss kde pandant practicionerns

i

EFL | EF2 |EP3 | EP4 | BFS | EFE | EPT | EPE Raveal Hiddan Columns




Where Do You Start?

e Recruitment of . 1G0T 99
= I'IHIB[EMS_

committee members
* Education/certification
if feasible for
providers/RPHs AN i
* Leadership engagement = -

PROBABLY ALLOF THEM, . .
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Recruiting The A-Team

e Qutlined by TJC (EP4)
— |D physician
— Infection preventionist
— Pharmacist
— Practitioner

* Also highly recommend:
— T ’
— Front line staff (RN/CNA/Medical Assistants)
— Quality
— Leadership
— Lab
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Now That Everyone Has Arrived

Review the tools
Establish goals
Develop a policy

outlining objectives and T L
goals of your program

https://www.cdc.gov/antibiotic-use/healthcare/implementation/core-elements.html
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Now That Everyone Has Arrived

° l I HEY GIRL, | SAW YOU RENALLY ADJUST THAT
Tac kle IOW h anging fru it ANTIBIOTIC AFTER CALCULATING CRCL.

* |dentify opportunities
feasible with current

resources available
— IV to PO, renal dosing,

PK/PD dosing, pharmacy
driven vanco/AG
protocol
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* Some education examples
— Computer based training
— Orientation education for all new employees
— Education in after visit summary/discharge
instructions to patients sent home on an antibiotic
— News capsules
— Community education
— Intranet site
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The Wheels Are Turning

* Tracking and measuring

(involve IP, IT)

— Track trends and
meaningful information

— Provider prescribing
trends/scorecard

— Utilizing information IP is AChle“ed

already reporting
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Health System Resources

D physician(s)
D pharmacist(s)
T resources

Lab

A

e
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Examples Utilizing Health Systems

Best Practice Alerts R IT TSR rasacnENIBEIN mRAINTEETIOES

Indication “buttons”
when ordering
antibiotics

“Blue Card”

System Scorecard THAT'D BE GREAT
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Examples Utilizing Health Systems — “Blue Card”
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L. ANTIMICROBIAL STEWARDSHIP

1) Before Infiiaiing empinic therapy or changing antibioics (abx) due o
Lack O MESpOnSe 10 3 CUMENT regmen,
] o rapeated

2) Switch & De-sscalate: “switch”™ IV 4o PO, and changs 1o nammwes
‘specum agenis) (“de ") based on results.
- cin it cultures e negatve for
MRSA. MASE. 07 peniGilin-fesistant EMemcoccus; and, id He of
IMRSA ; and. nD Type | alkisgy 10 peniciling (PCHS).
mmmwm[m:nmumlnm
|Pip-tazo, C , OR Ieewond 455 -
Icw{llﬂulmhemm
3) ESBL- bmsmmwmmnmuuemm
producing Gram-negative Mo, esbepl S0 PSSrmonias, Which would
requing Mberogsenam.
lﬁmmmmmyu.cm
highty

ADThrowein,
(S0- 1004 G
funchonal.

alx.m;an'l] ﬂqmu newenmfmaﬂlma

S L

Pabents (L] e o™
Aiter 15himig 5 Carend nistory. CepRaluspONNG may e gven Sarely
1o any mmﬁanmmm_mwmmm

(3] Emmm choioes. in EPlCt-iarsu:-ﬂllh Card -
Empiric Antibiotics.

li. SEPSIS OF UNKMOWN ETIOLOGYT
1

Commanity-A0q yinill' Nomal Host
Cefiaone 2g q 245 PLUS Vancomycin
+ Tobramyon k1 (# septic shock)

P Vanoomycin|
OR [Catepime uqen FU.IS\lsnwmﬂ'lls Tobramycin k1 with above
options (if 5epc shock)
3 Ty | PCN Ay
Aztreonam 2g gB8h PLUS Vancomyein
PLUS Tobamycin Tmgkg q24h

lIL SKIM AND SOFT TISSUE INFECTIONS

Prefemed: PenicilinG 4 million wnits geh

[Amerraative: Cefarolin 1-22 g8h)

- Twpe | PCN Allergy: Vancomycin

= Punilent (Absgese IAD + CAS.

TIPSV 1- 205 q12h OR Dogoyodine 100mg g12h (Ff sewes:
VANCOMyCN), Switch fo Mancilin or Cetazolin if MSSA in CES.
wwusmmm[ush
F'DTm 3.3T5¢ qfh {dm) PLUS Qlindamycin G00mg qih PLLS
Wancomycin

. 'I'rne | PCM Allergy: Aztreonam 2 g
PLUS Metronidazole S00mg gan PLUS Linezolid G00mg qi2h

= Diabetic or Ischemse Food Inteciion (AFTER deep tissee. or bone biopsy

wuiture)

IFh-Iam 3.375¢ g8h (xh) PLUS Vancomycin]
'amoomycin PLLES

[]Cafsp-w 1g gish PLUSV: Matronidarole S00mg

- DYC Wanco if no MRESAMRSE Enterococoss.
- Type | PCH Allergy: Arreonam 2§ gBh
PLUS Metonadamie S00mg gan
PLUS Vancomycin

. COMMUMITY-ACQUIRED PRNEUMONILA { CAP)

= Cefnaxone 1g q 24h
PLUS [Azithromycin S00mg g 24h OR Dosyoycline 100mg gi2h]

~ Type | PCN Allergy: Lewolloxacin T50mg q 248
= I aspiration, add MEORGEaDos 10 above Mgimens

HOS PITAL-ACQUIRED, WENTILATOR-A SSOCIATED PNEUMOMNIA
(HARVAP)

= [Cedepime 1g qEh OR me:Jﬁgqmuun] PLUS Vancomyain
[(DY'C Wancomycin a0 48h if no MESA in 3 quality rSpicyiony cunume)
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= Consider of inhalad
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= Dumtion = T days (inchading Pscucomovnas)

Examples Utilizing Health Systems — “Blue Card”
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Intravenous Antimicrobial Renal Dose Adj

Antimicrobisl Upmal Doas Lr il =Bl min Lrill 30- L3l imin Ol = | Gl by Ll
armpiciliin i-Ig g&-6h 3-3g gs-8h 1-2g ge-izh D -2 58 Lih
Amgiciinsulbacam .
JES T L5-3g gi-sh L5-3g qLh Leag HD: 1 53 14 (poat HOY
ArTeosam 1-2gqsh 12 gsh Lagquem 1-2g gaih HD- 115 g24h |past Ry
Cobaroiin T ey 1aqah WE: Ly G34h (post D
Calepins wesk e 1gqtzh 149240 penia vy
Calepams (%30, rrn |
st ) g g ey 1ggan 1 AN (PO HE
Ciprofacecin dLamg qLTh 30 mgqlin Hae MOSrg q24h [pest HD)
. lmn-::.:‘m:-r. asteng gsh -0 g 1N A g 2R Hit: MEg g 2dh [pedt HO
Frisperss 1g Faak sarg gaan i 528y qath |pew D)
M= 50 of doie gaah
Flagonazuie 1200wy qldh Sl dose qlas ey
& 20mLmin| |20- aomil/ming
Levoiom o, SOSMg qadh SOtmg nL, then SeGumg L, then SOOTIE L, then 2SO Gaah
Drnbmis)
(Pcaccomial PUA, wkin THomyg gl - 2mnLfrrin} Tm?!;xl,lh-n Tohmg L, then Shieg gdiih
[P —— wih sy gash
150-25 mLImany |25-10 L Irnany
Merzpanem SLdrmg gh ‘sotemg qsh e - ‘S00myg q3ah e SaGmmg g lih (pest HD)
Perycliem G -4l gd -¥mii gih U~ wmij qih HDx 1-2 il gl
LITSE gsh 1375 gah '3'“"'"""""“. el 3.¥¥5g giih
{Dase based oa Tk SmafkE alih Smisg qth (pest M
T
|Dorse e on THF, & mg g qi-ah L5 g leg qE-Bh L5 mg g gsh Ik 15 mg kg gif
PCF trestment]
‘ol anrpcm, Wasdorrgcs Do 3Ing P DRFTNF
<P 24 heurs - be aher dayn

et

ashp mipyear201s

Examples Utilizing Health Systems — “Blue Card”

nical Mewting & Exfiibition



Examples Utilizing Health Systems — Scorecard

Fy2017 Q4
FY 2017
F¥2018 M
Fy2018 Q2
F¥2018 Q3
Fy2018 Q4
Fy 2018
% Changa
From Baseling

July 17 -
June 15

Apr-June | July 16 -
1

July-Sep Oct-Dec Jan-Mar  Apr-June
June 17 17

a7 18 18

Total Days of Therapy

Clostridium difficile rate {SIR) ]

Intervention Acceptance Rate _

Specific Utilization
Fluorquinolones IV/IPO

et
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Examples Utilizing Health Systems — Scorecard

650.0

600.0

550.0

500.0

450.0

400.0

Total Abx DOT per 1,000 DP

FY2018 Q3
FY2018 Q4

FY2017 Q4
FY2018 Q1
FY2018 Q2

—&—Total Days of Therapy

...........................



Examples Utilizing Health Systems — Scorecard

FQ DOT per 1,000 DP FQ DOT per 1,000 DP

180 180

160

140

120

100

80

60
40
20

FY 2017 FY 2018

HEAWH BEAR HAW EAKH EALH EAMH HEAOH ® ARH HEAWH BEAR HAW EAKH EALH EAMH HAOH ® ARH

......................



Examples Utilizing Health Systems — Scorecard

Pip-tazo DOT per 1,000 DP Pip-tazo DOT per 1,000 DP

250 250

200 200

FY 2017 FY 2018

HAWH EAIR WAIW EAKH WALH ®mAMH = AOH ®= ARH HAWH EAIR WAIW BAKH WALH ®AMH = AOH ®= ARH

e
ashp MIDYEAR 2015



Our 2018 TIC Visit

CDC Core Element Utilization at AMHC

1. Leadership Commitment

Formal statement signed by senior leadership attesting support and commitmeant to
antimicrobial stewardship at AMHC [appendix A).

2. Accountability

Dr. Keith Bratulich, MD {AMHC hospital and clinic provider) and Codes Peterson,
PharmiD, RPH (inpatient RPH) appointed co-chairs to AMHC Antimicrobial a.
Stewardship Committes.
Dr. Troy Sennhaolz, MD [AMHC emergency department provider) sits on AMHC ARMS
committee.
Acoess To system ID resources including Dr. William Bowler, MD, infectious disease
specialist, who practices at Aspirus Wausau Hospital and co-chairs the Aspirus
Antimicrobial Stewardship Subcommittee.
Additional AMHC AMS committee comprised of multidisciplinary team including
quality director, front line nursing staff, lab director, infection prevention RN.
All core members of the AMHC AMS committee are responsible for communicating
infarmation, initiatiwes, and antibiotic improvement efforts to their corresponding
departments and colleagues.
several members of the AMHC AMS committee also attend the Aspirus Wausau
Antimicrobial Stewardship Subcommittee.
The AMHC antimicrobial stewardship committese has established and is responsible
for the following outcomes for FY18:z
o 1% overall reduction in inpatient antiblotic use as measured by the Aspirus
system scorecard (see "Tracking and Monitoring Antibiotic Prescribing, Use
and Resistance™ for specific work).
o Implementation of antibiotic time owts [see “Actions to Support Optimal
Antibiotic Use” for specific work).
o Staff eduecation (see "Education of Clinicians and Patients and Families™ for
specific work).

3. Dwvug Expertise

Codee Peterson, PharmD completed the Society of Infectious Disease Pharmacists’
Antimicrobial Stewardship Certificate Program in October 2016. Past professional
experience includes invalvement in a health-system antimicrobial stewardship team
as local site lead responsible for implementation of system initiative antimicrobial
stewardship effors.

MAccess and close collaboration with Tristan O°Driscoll, PharmD, MPH, BCPS, clinical
pharmacy specialist — infectious disease/antimicrobial stewardship currently leading

Aspirus system efforts in antimicrobial stewardship. Tristan received his PharmbD
and MPH degrees concurrently from the University of wisconsin-mMadison. He
coampleted his PGY1 pharmacy practice residency and PGY2 specialty practice
residency In Infectious Diseases at Rush University Medical Center in Chicago, IL. He
worked as an Antimicrobial Stewardship Pharmacist at Carolinas Madical Center in
Charlotte, NC before coming to Aspirus to lead the Aspirus System Antimicrobial
Stewardship Program.

Actions to Support Optimal Antibiotic Use

-

2018-2020 Aspirus “Blue Card” owthining guidance in treatment recommendations,
renal dosing. antibiogram and beta-lactam cross-reactivity table (allergy
assessment) to guide appropriate antimicrobial therapy (appendix B). This card is
accessible on the Aspirus intranet and has been distributed to AMHC providers.
Inpatient CPOE standardized ordersets in EPIC have been updated and empiric
medications available for ordering are based off of Aspirus Blue Card.

& 4ghr antibiotic time out “Best Practice alert (BPA]™ will be implemented In the
electronic health record for inpatient antibiotic orders. After 48 hours of antibiotic
tharapy, a “pop up” will alert the provider of current antibiotics and recent culture
results. The provider will be asked to acknowledge the BPA and choose an action in
order to procesd: “will de-escalate”, "discontimue™, or “will continue current
orders”. The BPA will reappear again 72 hours later.

IV to PO policy is currently in place outlining criteria for IV to PO transition.
Interventions recommendead by pharmacists are being tracked for acceptance rates.
Renal dosing policy currently in place owtlining procedures on when and how to
adjust medications far renal dysfunction.

Policy and pratocol In place for pharmacists to dose and order levels and labs for
vancomycin upon consult, Consults are highly recommended and are routinely used.
Protocol in place for automatic change to extended infusion piperacillin/tazobactam
by pharmacy.

Systemn and local sepsis workgroup formed to review sepsis guidelines, ordersets,
and workflow.

Daily [M-F] patient engagement rounds occur by a multidisciplinany team including
hospitalist, pharmacist, nurse, RT, PT/OT, discharge planner and the patient,
Antibiotic therapy, goals and recommendations are discussed during patient
engagement rounding. Pharmacy is able to suggest interventions based on culture
and sensitivity data, clinical presentation, lab values, etc. at this time.

ity data for inpatients are reviewed daily by pharmacist via
utilization of a report sent daily with the prior day’s culture collections. In house lab

Culture and sansiti

facilitates timely culture collection upon provider order.
In April 2018, Codee Peterson and Tristan O Driscoll will be participating in the
AboutHealth antimicrobial stewardship collaborative which will incluede
representatives from the 6 Wisconsin health systems that make wp this accountable

et
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Our 2018 TIJC Visit

* 2 MDs, 2 RNs
— Stewardship discussed in leadership, IP, potential for MM
— Surveyors were very complimentary towards our efforts thus far

e Just because the visit is over, don’t lose focus!
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Practice Setting

* East Texas (Public Health Service . == o Localand Rogioral
Region 4/5N) is a region of M w||=_|_'1|n o=
approximately 1.5 million residents R ‘:{'Z; VST
. . ) [Py e e ] 0 [P B ) (O ) = —
e 29 out of 35 counties are classified o E“rl‘n_F R
as rural R s ¥ apv o ST
* Four major health systems WP AEEn B ;'.iﬁ;_fi--_:":;.__'-?j
* TwoID physmlan groups i 9“\“\9;3 SE e At e
* Two ID-trained pharmacists = WRE==s st e
* Two pharmacy residency programs S |~ PN S
. e e LS
* 230-bed faC|I|ty e P ) I o
* No clinical pharmacist =

Texas Department of State Health Services. Counties and Regions. Available at: https://www.dshs.texas.gov/chs/info/info_txco.shtm.

—
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* 20-50% of antimicrobial use is inappropriate
— 30% is considered unnecessary

* 1 out of 5 emergency department visits are for ADRs due to
antibiotic use

* >510 billion spent on antibiotics; >3.5S billion among hospitalized
patients

 >70% of all United States hospitals have <200 beds
— ~10% have <25 beds -2 critical access hospitals
* Median hospital size = 160 beds
* Lack of antimicrobial stewardship (AS) and antibiotic use data in
small community and rural settings

Centers for Diseases Control and Prevention. 2018 Facts about Antibiotic Resistance.
American Hospital Association. Hospital Statistics, 2018 Edition.
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Truth vs. Myth - Polling Slide

Antimicrobial usage rates differ between small and
larger hospital.

a) Truth
b) Myth

ashp MIDYEAR 2015



e Utah; National Healthcare and Safety Network Reports from 2011-2013
Setting | ° 15 small-community hospitals (SCHs) vs. 4 large-community hospitals (LCHs)
® SCHs (median, 436 DOT/1000PD) vs. LCHs (509 DOT/1000PD)
Results | ® Broad-spectrum antibiotics accounted for 26% of use in SCHs and 32% in LCHs
e Antibiotic usage rates did not differ between SCHs and LCHs
Key Points| ® Spectrum of antibiotics used did not differ between SCHs and LCHs

Stenehjem E. Clin Infect Dis. 2016;63:1273-80.
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Estimates of Antibiotic Usage Trends

840

820

800
A 780
% 60 — All ABX Use
= = <300 Beds
5740 == 300+ Beds
=720 - Teaching

700 - Non-Teaching

680

660

2006 2007 2008 2009 2010 2011 2012
Year

_—
Baggs J. JAMA Intern Med. 2016;176:1639-48. sh .
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Estimates of Antibiotic Usage Trends

Total Abx DOT per 1,000 PD

1300.0
1200.0
== AIR
1100.0
=@ ALH
1000.0
g wen= ARH
=
g 9000 0= AIW
< 800.0 e AOH
700.0 =)= AKH
600.0 m@= System
== AWH
500.0
9= AMH

FY2018 Q1 +

FY2017 Q4 T

FY2018 Q2
FY2018 Q3
FY2018 Q4

e
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* Medical unit

e Surgical unit

* Critical care unit
* Orthopedic ward
* Postpartum ward
* Specialty areas

* Neonatal units

Magill SS. JAMA. 2014;12:1438-46.

Antibiotic Usage

Vancomycin
Ceftriaxone
Levofloxacin
Piperacillin-tazobactam
Gentamicin
Azithromycin
Metronidazole

_—
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Truth vs. Myth - Polling Slide

Antimicrobial resistance rates are lower in smaller
hospitals.

a) Truth
b) Myth

ashp MIDYEAR01s



Truth vs. Myth - Polling Slide

Smaller hospitals are less likely to have an active ASP.

a) Truth
b) Myth

ashp MIDYEAR01s



Truth vs. Myth

7 Core Elements

Small vs. Large

Increase of

Conclusion

hospital ASP Hospitals with

practices from >200 beds were | Comprehensive
40.9% to 48.1% in| more likely to ASPs can be
2014-2015. have an established in all

established ASP. | facilities/sizes

with leadership
support.

Johannsson B. Infect Control Hosp Epidemiol. 2011;32:367-74.
Pollack LA. Clin Infect Dis. 2016;63:443-9.
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What is the Problem?

' Level of support from hospital administration

‘ Availability of ID/ASP-trained personnel

P‘$? ‘ Lack of involvement from other team members
. o\°
63((\6 ‘ Educational resources available to hospital staff

‘ Lack of information technology resources

‘ Need more AS data in small and rural settings!

et
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Demographics

N=20 (%)

Institution setting
Academic medical center
Community teaching hospital
Community non-teaching hospital
Average daily census
0-199
>200
Length of ASP program
<6 months
6-11 months
>1 years

0
5 (25)
15 (75)

19 (95)
1 (5)

8 (40)
4 (20)
8 (40)

Cho JC. J Hosp Infect. 2018;518;30260-3.
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ASP Team Members and Resource Allocation

1.2
1
1
0.9 .
B % of Hospitals W Avg. FTE
0.8
0.7
0.6
0.6
0.5
0.4
0.4
0.3 0.3
0.2 0.2
0.2 0.15
0.1
: - o o -
Physician Pharmacist Microbiologist IT specialist Infection Epidemiologist Nurse w/ID
control training

Cho JC. J Hosp Infect. 2018;518;30260-3.

.........................



Formalized ID Training

Physicians Pharmacists

® Formal ID Training = No ID Training ® Formal ID Training = No ID Training

et
Cho JC. J Hosp Infect. 2018;518;30260-3. .
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ASP Characteristics

All Hospitals

N=20 (%)

ASP committee involvement

Collaboration with infection control committee 14 (70)

Collaboration with pharmacy & therapeutics committee 18 (90)

Written statement of support from hospital leadership 14 (70)
Available support documents

Leadership accountability documents 9 (45)

Budgeted financial support for ASP activities 5 (25)

Performance improvement plans 8 (40)

Strategic planning documents 7 (35)

Using electronic health record to collect ASP data 13 (65)

Cho JC. J Hosp Infect. 2018;518;30260-3.
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Stewardship Initiatives

Guideline
&

Pathways ~35%
Dose

Adjust.

Protocol ~65%

ASP
Activities ~30%

Tracking
Outcomes
~20%

Provide
Education

_—
Cho JC. J Hosp Infect. 2018;518;30260-3. sh .
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Strategies: Leadership and Financial Support

ASP is not just a requirement!

Need to understand why ASP is important:
— Improves patient outcomes
— Optimizes antimicrobial resources
— Mitigates development of antimicrobial resistal

Present ASP plans, activities, and goals
Present ASP needs and wants with justificatior
— Aid in establishing ASP budget
Share ASP interventions and outcomes!
— Written letter of support is not enough

Antimicrobial Stewardship Program

POLICY:

Tha policy of v is to implamsnt a comprehensive Antimicrobial Stawandship
[45] program to eyaluste the judiciows wse of antemicrobial agents, This policy
estabilafes kay directives for antimicrobial prescribing srd management a8
using avidenco-haced practices ard consultation from ciriciars with infactious

disaasas trainin g

PURPOSE:

Atinizrabial Stewardship Program [ASP) will optimize the usa of antimicrobial
therspy and dinical putcomes while mimimizing the urirdendsd conssquences of
antemicrobial use, mcluding toxicity and emergence of resistarce, The ASP will slso
improus antimicrobial wee ard espenditures, and Supporn initiatives to addrass
ragulaton regurarenTs.

DEFINITIONS:

ASP Physician Ca-Directar: physician responsibla for overall direction af tha
program, sducation, and goal development, Hefshe will be svailable for drect or
indirect discusaion o anaisg physicians: with antiblotic education, selection, or
discontiruation, attend antiracrobial rownds, and parform dutias in conjunction

with tha ASF Pharmacist Co-Director.

ASP Pharmacist Co-Darectar: pharmacist responsible for overall direction of the
program, sducation, and goal development, Hefshe will sttend antimicrobial rounds,
consults with physicians, and perform duties in conjunction with the ASP Phy=ician

Empirie: antimicrobiak given bated on suspicion of infection but the infective
pathogen is not knowm

Directed: antimicrobials ghven that specifically targets a knoem pathogen
Proghylsctic: antimicrobials ghven to prevent scquisition or development of
infetion.

TEAM MEMBERS:

ASP structura i displayed urder Appendis A Core mesmbars of this multidisciplinary
AP inchude providers, pharmacists and rurses functiceing within thelr scops of
practice and job description to manage patients with infectious diseases, Other
ancillary membaers imcluda infection preventionist, clinical micrabiologist ard
infarmation systam spacialist.
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Strategies: Leadership and Financial Support

lanuary 4, 2018

To succeed, antimicrobisl stewardship programs (ASP) need clear support from facllity leadership,
Agpirus Medford Hospital's leadership s committed in many ways, as the board, executive team,
leadership and professional stafl clearly supports this commitment. We understand that dedicating
necessary human, ial and ir ion technology to resources is a key part of demonstrating our
arganization’s commitment to effective stewardship,

The fallowing statements below demaonstrate leadership commitment at this organization:

* Antibiotic stewardship targets and goals have been established.

&  Aspirus System resources will be utilized for congultative services on an as needed basis,

* The imporiance of imgroving antibiotic use and AMBC/ACR's commitment to ASP is
oor i d to key TS,

®  Stofies, speakers and other resources that highlight how ASP can improve patient outcomes are
shared across the system.

®  ASP activity is integrated into quality Improvernent and/or patient calety initiatives and is
reported to the Pharmacy and Therapeutics Committee (P&T) and Medical Staff Committee.

®  Ongoing provider education programs are provided and tracked.

®  Access to and availability of microblology data and laboratory resources for ASP efforts has been

supporbed.
= Necessary support from other disciplines (guality improvement staff, laboratory staff, IT and
nurses) and of their ibilities to support the ASP will be established.

=  Efforts and policies/procedures/protocols to hold providers accountable fior improving antibiotic
use will be established.

Geklaberte | ifullt

-8

T e

Antimitfobial Stewardship Co Chair Sig ) Date B o

- ashp MIDYEAR 0TS
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* AS grant funding opportunities
— ASP development
* Industry grants
— Infectious diseases research
* Infectious Diseases Society of America (IDSA)
* Centers for Diseases Control and Prevention (CDC)
* Society of Infectious Diseases Pharmacists (SIDP)
— State/local AS initiatives
* Texas Health and Human Services
— Pharmacy practice advancement
* ASHP Foundation

ashp



Strategies: Availability of ID-Trained Personnel

* Ideal: ASP co-led by ID trained physicians and pharmacists

* Recruit existing non-ID trained physicians and pharmacists
— Should have protected time to perform AS-related activities

* Employ part-time ID physicians and pharmacists

e Utilize consultative ID/ASP networks

155-bed ASP led by non-ID trained ¢ 74% intervention acceptance
community pharmacist; other non- * | 26% in ABX expenditure
hospital residency trained * $145,000+ direct savings

pharmacist contributed ¢ IV to PO conversion 7 >600%

Bartlett JM. Am J Health Syst Pharm. 2014;71;943-9.
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* Integrate other staff to ASP activities
— Nurse practitioners/physician assistants: serve as antimicrobial
stewards
— Infection preventionists: optimize surgical prophylaxis
— Microbiologists: facilitate timely pathogen results
— Information technology personnel: assist with data collection
— Nurses: provide education to patients
— Pharmacy technicians: obtain patient medication records
— Students, residents, fellows: assist in AS-related activities

ashp



Establish a health-system level ASP
— Pool resources related to protocols and guidelines
Utilize national and state collaborative efforts
Initiate AS activities on a small number of units
Limit AS activity days based on amount of resources available
— 3x weekly
Track and monitor antimicrobial prescribing and guideline
compliance
— Invest in information technology and clinical decision support systems
— Use CDC National Healthcare Safety Network Antimicrobial Use and
Resistance module
Create an antimicrobial stewardship checklist

ashp
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ASP Progress Report

CDC Core Element Score

Subcategory 201704 Trend %A
2) ASP charter = 0%
CE1. Leadership support 3) Funding for AS activities ——— A 63%
CE2. Acountability 4) Physician leader ——— = 0%
5} Pharmacist leader —t— A 60%
CE3. Drug expertise &) Dedicated monthly AS meeting ——" a 100%
71 Key support for the ASP MR v [
CE4. Actions to support 3-10) Policie;. _ "'H. Lo e
optimal antimicobial 11-13) Broad |n'leru§nt|o_ns _ & 23%
use 14) Pharmacy driven interventions & 54%
15) Diagnosis and infection specific interventions . = 0%
16-18) Process measures A 100%
CES. Tracking AUR 19-21) Antibictic use and outcome measures —t s  23%
22) Facility antibiotic use with prescribers —— i 63%
CE&. Reporting 23) Antibiogram distributed to prescribers —*" A 100%
24) Antibiotic prescribing communications ——— i 0%
25) Clinician and staff education & 20%
CE7. Education 26) Patient education 7 = 0%
TOTALSCORE 52% +« A 41%

CE2 CE3 CEA CE5 CE6 CE7 Total Legend: [ Change from baseline

— -
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* Telehealth resources
— Advantages:
* Allows access to ID-
trained personnel
* More convenient?
* Potential cost savings
— Disadvantages:
* Technical training
* Less frequent
consultations
* Regulations vary by state
* Limited physical
examination
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Strategies: Utilization of Telehealth
~Seting | mtervemtion | Oucomes

Two rural VA Telecommunications via * Sites A and B discussed 3.5
medical videoconference; weekly and 3.1 cases weekly
centers discussion of ID casesand AS ¢ 73% vs. 65% acceptance rate

-related education

220-bed Performed antimicrobial 1 51.4% appropriate ABX
Brazill stewardship through | consumption broad-
telemedicine spectrum ABXs (FQs, vanc)

Pediatric ABX consultation per patient; | MDRO isolation
hospital Italy  biweekly discussion of cases ¢ | ABX cost & packages/doses

Ceradini J. Ital J Pediatr. 2017;43:105.
Dos Santos RP. J Telemed Telecare. 2018;doi: 10.1177/1357633X18767702. [Epub ahead of print]
Stevenson LD. Infect Control Hosp Epidemiol. 2018;doi: 10.1017/ice.2018.197. [Epub ahead of print].

—
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Teaching hospital prescribers and staff
— Continuing education presentations
— Patient care rounds
Written or e-mailed notification
— Poster reminders
— Institutional newsletter
— AS annual competency
Protocol and guideline development
— Antibiograms
— Treatment pathways
Educate while making antibiotic recommendations

ashp



Resources for ASP Education

Materials and F
aterials and Forms Join the "Stewardship" Listserv

Contributed by Allina Regional Hospital Cardinal Health Pharmacy to connect with other experts in

Solutions, Columbia University Medical Center, Infermountain the field!
Healthcare, the Johns Hopkins Hospital, and other members of SHEA's i
Antimicrobial Stewardship Task Force « Policies, Procedures, and Guidelines:
) . ) o State Strategies to Address Antimicrobial Resistance - Survey Results (ASTHO), PDF (538 KB)
* Tools for Daily Activities of Stewardship: = Sample Daily Pharmacist Checklist, PDF [248 KB)
o Emergency Department and Urgent Care Stew o Drug Use Evaluation Form, PDF (99 KB)
Toolkit = IV to PO Guidelines, PDF (380 KB)

= IV to PO Worksheet, PDF (24 KB)

o Peri-Operative Antibiotic Prophylaxis Blank Pc o Justification and Protocol for Extended-Infusion PiperacillinTazobactam in Adult Patients, FOF (240 KB)

KB) o Antibiotic Streamlining - Sample Pharmacist's Daily Routing, POF (76 KB)
o Adult Inpatient Antibiotic Approval Form, PDF| = Business Case, Reguest for Propasal, and Job Description Examples:
o Antibiotic Recommendation Form, PDF (20 KB > Building a Business Case for ASP Presentation, PDF (82 KE)

o Antimicrobial Stewardship Program Proposal Sample 1, POF (112 KB)

o Blank Order Set for Antifungal Therapy, PDF (2 . Cost Analysis, PDE (14 KB)

o Antibiotic Stewardship 360: Dpti miZing Outco o Antimicrobial Stewardship Program Proposal Sample 2, POF (36 KB)
o Toolkit for Reduction of Clostridium difficile Inf > RFP for 1D Consultation and Post Prescription Antibiotic Rounding, Allina Regional Hospital, 2008, PDE {104
KB)

2 Minnesota Guide to a Comprehensive Antimicrobial Stewardship Program, FOF (221 KB)

The Souety for Healthcare Epldemlology of Amerlca Implementatlon Tools & Resources https: ZZWWW shea-

ashp MIDYEAR 2078



https://www.shea-online.org/index.php/practice-resources/priority-topics/antimicrobial-stewardship/implementation-tools-resources

Resources for ASP Education

Stewardship certificates programs (online/live courses) ’

— Making a difference in infectious diseases (MAD-ID) -y

. . . . Antimicrobial

— Society of Infectious Diseases Pharmacists (SIDP)  ——
ASP books, literature & guidelines Stewardship
Continuing education programs s

— CDC 4-part series (8 CEs) & Eozer (
Institutional AS websites New CDC

. . Training on
— Cleveland Clinic AntibiBtic

— Johns Hopkins Stewardship

— Nebraska Medicine
Additional resources

— Antibiotic dose calculator

— Antibiotic spectrum tables
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1)

2)

3)

KEY TAKEAWAY

Antimicrobial stewardship programs are needed in all practice settings,
including small and rural hospitals, to mitigate the development of
antimicrobial resistance.

KEY TAKEAWAY

Engaging administrators in the antimicrobial stewardship program’s
planning, goals, and activities can help obtain resources needed to optimize
antimicrobial use.

KEY TAKEAWAY

Development of a successful antimicrobial stewardship program takes the
engagement of a multidisciplinary team to develop attainable goals based on
the resources available.

ashp



Which of the following is NOT an element of performance listed under
The Joint Commission’s antimicrobial stewardship standard
(MM.09.01.01)7

a) Organizational leaders establish antimicrobial stewardship as a priority
b) Education is provided to staff regarding antimicrobial stewardship

c) The antimicrobial stewardship program identifies a list of restricted
antibiotics

d) An antimicrobial stewardship program is to involve a multidisciplinary
team

ashp



Which of the following is a tool that can be used to
educate staff on antimicrobial stewardship?

a) Annual computer based training modules required by all staff
b) In person training during new hire orientation

c) News capsules or newsletters

d) All of the above

ashp



Which of the following strategies can help overcome
barriers of antimicrobial stewardship programs in the
small and rural setting?

a) Consultation services
b) Telehealth

c) Information technology
d) All of the above

ashp



Questions, Answers, and Discussion

Codee Peterson
codee.peterson@aspirus.org

Jonathan Cho
jcho@uttyler.edu

_—
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