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Nothing to Disclose

Why We Hawve to Improwe
Antibiotic Use

Antibiotics are unlike any otherdrug, in that
the use ofthe agent in one patient can
compromise its efficacy in another.

Alot of in-patient antibiotic prescriptions are
unnecessary or sub-optimal.

We are running out of antibiotics.

We won’t get new ones soon.

Improving antibiotic has many benefits for
patientsandsociety.
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Antibiotic Stewardship to Combat
C. difficile

2014 meta-analysis ontheimpact of

stewardship onC. difficile included 16 studies.

Stewards hip programs were significantly
protective against C. difficile

— Pooledrisk ratio 0.48; 95% CI: 0.38, 0.62
Restrictive interventions were most effective.
Protectionespecially strongin geriatric
settings.

Feazel LM et al. J Antimicrob Chemother, March 2014

Impact of Reductions in Antibiotic Prescribing
on C.difficile in England
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P. aeruginosa susceptibilities before and after
implementation of antibiotic restrictions
(CID 1997;25:230)
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Stewardship optimizes patient safety:
decreased patient-level resistance

Clinical Pulmonary Infection Score (CPIS)
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Antimicrobial Costs after Stewardship Program Ends
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What is “Antibiotic Stewardship”

Ensuring that every patient gets:

An antibiotic only when one is needed
Therightagent

Attheright dose

Forthe right duration

Goals of Stewardship

The primary goal of antibiotic stewardship is
improving patient safety.

Reducing antibiotic use and saving money are
NOT the primary goals of antibiotic
stewardship.

They simply happen to bedesirable side
effects.

Where Do We Want to Be?

a Every hospitalized patientgets optimal
antibiotic treatment.
o Every hospital in America has an active

antibiotic stewardship programto accomplish
that goal.

a Every stewardship programuses proven best
practices.




What Is The Current Status of
Antibiotic Stewardship Programs?

» Togetabetterpicture of stewardship
programs, CDCadded questions to the 2015
annual facility survey of the National
Healthcare Safety Network (covers hospital
activities in 2014).

Questions based on items outlinedin CDC
“Core Elements for Hospital Antibiotic
Stewardship Programs.”

Coget Elem ﬂts f[grAntibiotic
ewardship Programs

a Leadershipcommitment fromadministration
o Single leader responsible for outcomes

o Single pharmacy leader

o Antibiotic usetracking

o Regular reporting on antibiotic use and
resistance

o Educating providers onuse and resistance

o Specific improvement interventions

0 http://lwww.cdc.gov/getsmart/healthcare/implementat
ion/core-elements.htmil

NHSN Annual Facility Survey-
Antibiotic Stew ardship
Element
Leadership
Accountability

Drug Expertise
Act

Track

Report
Educate

Preliminary Information
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NHSN Annual Facility Survey-
Antibiotic Stew ardship

Count of Elements
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Preliminary Information

Percentage of FadlitiesAcute Care Hos pitals Repo rting |mplementatio n of Core Elementsof
H ospital Antibiotic Stewards hip Programs
Preliminary Results from 2014 NHSN Annual Facility Survey of AcuteCare Facilities (N=4,184)
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Implementation

Some Interesting Findings

a Implementation of allelements by bed-size:
= 0-50 beds: 22%
= 51-200 beds: 39%

= >201 beds: 56%

o Percent of hospitals with all elements based on
salary support:
= Hospitalswith salary support: 76%
= Hospitals without salary support: 27%

Preliminary Information
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How Do We Get to 100%?

o Lessons learned from CLABSI prevention-
what made that work?

o Well defined interventions with education on
implementing them.

a Astrong, national measurementsystem.

o Anationalemphasis on solving the problem-
including national goals.

a New policies to spuraction.
0 Research

r Antibiotic Stewar

o Education- on interventions and implementation
a Measurement
= Total antibiotic use and appropriate use
= Prevalence of stewardship programs
o Nationalgoals
o National policies

0 Research to expand implementation and develop
new interventions.

TurningO This ,Dnto.A Nation%lsﬁi{)ogram

Education

of Medical Resources

al Stewardship Toolkit

xhp;;”’“\ L




Changing the Way We Think About
Antibiotic Stewardship

» Alesson learned fromexperience with
infection control.

* Infection prevention works bestwhenit’s
viewed as everyone’s responsibility with
healthcareepidemiology and infection control
as aresourceto help.

» Stewardship should be thesame-it’s not

something someonedoes “to you” or “for
you.”

e, [HPRISE Appinsd

0 Broad (ideally national) assessments of aggregate
use.
= Emerging Infections Program point prevalence survey
= Proprietary data from drug distributors.

o Facility specific assessments of antibiotic
administration data
= National Healthcare Safety Network Antibiotic Use
option
0 Detailed assessments of appropriate antibiotic use.
= Emerging Infections Program antibiotic use assessment

National Healthcare Safe
' tl a{f’se

Network 10tIC ption

a Captureselectronic dataon antibiotics
administered, along with
admission/discharge/transfer data.

a Calculates rates of administration for use:

= By facilitiesto monitorinterventions on single
units or facility wide

= To collect aggregate information on antibiotic use
at aregional andnational level

= Eventually, tocreate antibioticuse benchmarks.

8/20/2015
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Ex l|3Ie Use of ata for aHos ital
Analysis ||3_I0n
Line List Rate Tables by ocation

National Healthcare Safety Network
Rate Table - All Submitted AU Data - Antimicrobial Utilization Rates by Location
Rate per 1,000 Days Present
asa 2 a5z P
_RATESLOCATION

Org ID=10846 CDC Location=IN:ACUTE:CC:M Location=INMEDCC

Summary
Yo ategory Class

|

| 2011001 Anttecional 10000 501500
| 20114101 | Artibactedal Aminoglycesides 10000 43 500
| 201101 | Antibacrerial Carbagenems | 10000 1200

| Rate per 1060 Days Present

| 20114101 | Antibactarial Cephalasporins 10000 5.700
| 20118401 | Antibacterial Fluoroguinolones

10000 1200
10000 0.500

| 2011001 Anttactent Foote potiay nbsors

*Data is for example only

Antibiotic Use in NHSN Hospitals
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MVMWR March 7, 2014 / 63(09); 194-200

An Upd pt%?] th(? m%) I\?tIC Use

o 116 facilities have submitted at least1 month
ofdata

= Facility typesinclude general acute care facilities,
\kterans Affairs hospitals, critical access hospitals,
children’s hospitals, and an oncology hospital

= From 25 states: AZ,CA, CO, FL, IA, ID, IL, IN,
KS, KY, MA, MI, MN, MO, NE, NM, NY, OH,
OK, OR, RI, SD, TX, UT, WI

= Using 4 vendors & “homegrown’ systems




Chall With A ity M
allenges Ahtqbiotclguad% easure on

a Will require good benchmarkingto help
facilities know if they are outliers.

a The goal is not 100% or zero.

0 Being an “outlier” does notnecessarily mean
thereis aproblem.

= The measure would suggest areaswhere further
reviewis warranted.

o Always have to bealert for unintended

consequences.

Standard izedRé%ib(igE\%@d ministration

o CDC’s 1% attempt at developinga quality
improvement measure forantibiotic use.

a Similar in principle to the Standardized
Infection Ration (SIR).

o SAARexpresses observed antibiotic use
compared to predicted use.

o CDC worked with many partners to develop
the SAAR measure to try and make it most
useful for stewardship.

Standard izedRﬁt%ib@gCAﬁ)d ministration

a BExperts in stewardship suggested that a variety
of different SAARs would beuseful.

o SAAR:s fora variety of different patient
populations.

o SAAR:s fora variety of differentgroups of
antibiotics.

8/20/2015
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Standard I_ZedR'a?i%It{I_g&(fA@)g m!nlstrat ion
Patient Location Groupings
a Adult:
= Medical and Surgical 1CUs
= Medical and Surgical wards
= All medical andsurgical locations combined
a Pediatric
= Medical and Surgical ICUs

= Medical and Surgical wards
= All medical and surgical locations combined

Standard ize%,abﬁrgib(iggcp\@? ministration
Antibiotic™ Groupings

0 Broad spectrumagents predominantly used for
hospital-onset/multi-drug resistant bacteria.

o Broad spectrumagents predominantly used for
community-acquired infection.

a Anti-MRSA agents.

o Agents predominantly used for surgical site
infection prophylaxis.

o All antibacterial agents.

An Update on th jbiotic Use
P Sptlon o? ﬁﬂ?
a The Standardized Antibiotic Administration
Ratio was approved forendorsementby the
Patient Safety Committee of the National

Quality Forumin June.
= Requested approval was for public health
surveillance and quality improvement only.
a Measure is now out for public comment before
a vote ofthe fullNQF membership in the fall.

8/20/2015
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Key Points About the SAAR

o The SAARis riskadjusted basedonly on
facility characteristics (e.g. presence of ICUs,
hospital size).

a The SAARonly helps directs stewardship
efforts to locations and antibiotics where use
appearsto deviate fromexpected.

= High use might be perfectly justified, lowuse
might be harming patients.

Next Steps for the SAAR

a Working with experts to examine the impact of
adding patient level characteristics tothe risk
adjustment model (e.g. infectious disease
diagnoses).

a Working with experts todeveloptoolsto help
stewardship programs explore abnormal
SAARs andthen take steps to improve
antibiotic use (where indicated).

Assessment of%ggﬁg@/cin Use in 36

Patients treated with intrav enous vancomycin 185 —

No diagnostic culture obtained around antibictic initiation,

although standard practice with most infections =

Diagnostic culture showed no Gram-positive bacterial
growth, but patient still treated for long duration (>3 days)
(excludes presumed SSTI, which often can be culture
negative)

Diagnostic culture grew only oxacillin-susceptible
Staphylococcus aureus, but patient still treated for long
duration (>3 days) (likely missed opportunity to switch
antibiotic based on culture result)

No. of patients with potential for improvement in prescribing 66

MMWR March 7, 2014 / 63(09);194-200

8/20/2015
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Key Moments for Antibiotic
Stewardship
Patients with C. difficile
Patients with positiveblood cultures
Patients being given IVantibiotics at discharge
Patients onunnecessarily duplicativetherapy.
Patients being treated for:
— Community acquired pneumonia (CAP)
— Urinary tract infection (UTI)
— Skin and soft tissue infections

Patients who have gotten 3days of therapy.

Inappropriate Antibiotics in
Patients with C. difficile
Study of 141 patients who got antibiotics

following anew C. difficile infection.

— C difficile treatment guidelines urge providersto
stop unnecessary antibiotics.

Of 2147 total antibiotic days:

45% ofthe days included at least one
unnecessary antibiotic

36% ofthe days included only unnecessary
antibiotics.

|Infect Control Hosp Epidemiol 2013;34:109

Patients With Positive Blood
Cultures

An excellent target for stewardship
interventions
— Easy to find
— Not too many (hopefully)
Ensures patients with serious infections get
propertherapy.

Can reduce treatment of blood culture
contaminants.

8/20/2015

13



8/20/2015

“Kicking CAUTI”

* Quality improvement effortin two VA
hospitals in Texas.

» Developedasimple algorithmto improve
sendingofurine cultures.
— Defined specific criteria when urine cultures were

indicated.

» ~70% drop in rate of sending urine cultures
with similar drop in unnecessary treatment of
asymptomatic bacteruria.

Traunter, B et al.

Stewardship After Day Three

* Audit and Feedbackto Reduce Broad
Spectrum Antibiotic Usein an ICU.

» Gave providers feedback on antibiotics on
days 3and 10ofantibiotics.

» Mean monthly antibiotic use decreased from
644 DOT/1000 pt days to503 (P<0.001).

 C. difficile decreased (11 cases to4)
» Meropenemsusceptibility increased.

ICHE 2012;33:354

Take an “Antibiotic Time Out”

Antibiotics are almost started with limited
clinical information.

We should havea deliberate “time out™ to
critically re-assess antibiotic therapy.

Does the patient actually need antibiotics?
What’s the best antibiotic for the infection?
How long do they needit for?

14



National ?oals and Policies-
n-patient

o Before September 18, 2014.

o No national in-patientstewardship goals or
policies.
= Stewardship questionsincludedas “non-citation”
questionson Center for Medicare Services (CMS)
in-patient infection control worksheet.

Why Are Nat‘%lgér%%%s and Policies

0 Strong stewardship programs are notuniversal
and not a high priority in many facilities.

o Not too different fromwhere infection control
was in the past.

0 Certainly not the case for infection control now.

What Made the Differ?yce in Infection
Control:

a Infection control is a Center for Medicare and
Medicaid Services (CMS) “Condition of
Participation”foracutecare hospitals.

= All hospitals must havean infection control
program that meets CMScriteria in order to get
paidby CMS.

o Created arequirement for infection control
infrastructure, including trained staff, in all
hospitals.

8/20/2015
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What Made the Differ?,pce in Infection
Control:

a Prevention of healthcare associated infections
was includedin Value Based Purchasing
requirements of the Affordable Care Act.

o Hospitals mustpublicly reportedinfectiondata
to get full CMS payment.

a Overtime, infection data will factor into
hospital payments.

0 “C-suites” are now very aware of and
interested in preventing infections.

September 18, 2014

o White Houseannounced a national effort to
combat antibiotic resistance in bacteria.
a Three key items released on that day:

= Report from the President’s Council of Advisors
on Science at Technology (PCAST)

= National Strategy for Combatting Antibiotic
Resistant Bacteria

= Executive Order
o Stewardship prominent in all three.

8/20/2015
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PCAST ecomrgeﬂdations on
tewardship

o Improve capacity of stateandlocal health
departments to supportstewardship programs.

o CMS should make antibiotic stewardship
programs a Condition of Participation for
hospitalsand nursinghomes.

a CMSshould explore regulatory mechanisms
for improving stewardship in other settings.

o CMSshould add antibiotic use reporting to the
Inpatient Quality Reporting Program.

NATIONAL STRATEGY
FOR COMBATING ANTIBIOTIC-
RESISTANT
BACTERIA

N%ﬁ%%Str eqy for CBombatlng

tic Resistant Bacteria
a All states willimplement stewardship
activities in healthcare settings.
a All federal facilities will have robust
stewardship programs.
0 95% of hospitals will report antibiotic use data
to NHSN.

o Reduce inappropriate use for monitored
conditions/agents by 20% in-patient and 50%
outpatient.

0 CDC and AHRQ will expand research.

8/20/2015
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Executive Order on Combating

Antibiotic Resistant Bacteria
HHS will propose regulations to ensure all
inpatient settings have robust antibiotic
stewardship programs.

Bxplore ways to improve antibiotic usein
other healthcare settings.

All federalfacilities will have robust
stewardship programs by 2016.
Government will monitor improvements in use
through NHSN.

Call to Action for Human
Health Stewardship

FORUM ON ANTIBIOTIC STEWARDSHIP

8/20/2015
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White House Forum on Antibiotic
Stewardship

» Brought together more than 100 leading
organizations representing interests in both
human and animal health.

Human health partners included:
— Healthcare facilities

— Healthcare providers

— Insurance providers

— Consumer and patient advocates

— Industry- pharmaceutical, diagnostic, information
technology

White House Forum on Antibiotic
Stewardship

All organizations were asked whatthey were

currently doingand plannedto doto improve
antibiotic use.

Discussions revolved around howthe groups
could better work togetherto improve
antibiotic use.

n Update on Conditions af
Iéartlcﬁg)atlon ?or %tewar ship
a CMS posted proposed revisions to the long
term care Conditions of Participation in July

which included new proposed requirements for
antibiotic stewardship in long termcare.

19



Antibiotic Stewardship and

Infection Control
Are logical partnersand already closely linked
in most hospitals.
We need to advance this partnership.
APICand SHEA have identified several key
opportunities for collaboration.

Opportunities for Partnership

Identifying MDROs and monitoring trends.

Supporting effortsto prevent thespread of
MDROs and C. difficile (hand hygiene).

Analyzing and reporting surveillance data.
Education

Developingtreatmentalgorithms and other
protocols to improve antibiotic use.

But How? And Is That All?

I think there’s more we can do to enhancethe
partnership between infection control and
antibiotic stewardship.

We need to work to develop more concrete
actionsand ones thatare strongly synergistic.

8/20/2015
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Conclusions
o This is an unprecedented time forantibiotic
stewardship.
o There is nowa national strategy foradvancing

stewardship as a key part of combating
resistance.

o Now comes the hard partof putting reportsand
strategies into action.

o We want to partner with you- tell me how!

8/20/2015
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