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Welcome & Housekeeping LMo

O

e Thank you for attending!
o HMS data abstractors
o Administrators
o QI staff
o Pharmacists
o Hospitalists
o ID physicians
o Individuals not affiliated with HMS
* Q & A session following presentation
o All phones muted

o Please raise your hand using the webinar software or type your
question
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HMS: Collaborative Quality Initiative LIM>

O

« HMS: 1 of 17 CQIs in Michigan

* Funding: Blue Cross Blue Shield of Michigan

o Coordinating Center
o .85 FTE data abstraction per hospital
o Pay for performance

» Michigan hospitals voluntarily enroll




HMS Hospitals LM

* 43 hospitals
» Diverse types / settings
o Large AMCs-Small rural hospitals
» Hospital Participants
o Physician Champion-hospitalist
o Quality Lead
o Data Abstractor
e Improving Care Yol
o Data / best practice sharing / facilitated implementation




HMS Antimicrobial Use Initiative EM>

O

» Antimicrobial use data collection began winter 2017
O ~18,000 cases NEN 4
IDC

» Key areas of focus
o Urinary Tract Infection (UTI)/Asymptomatic Bacteriuria

o Community Acquired Pneumonia (CAP) and Healthcare-
Associated Pneumonia (HCAP)

» Several areas of improvement have been identified
across the collaborative




HMS Antimicrobial Use Initiative HM>

O

* Pneumonia (CAP / HCAP-MDRO risk factors)
o Admission decision (CAP)
Initial empiric rx
Fluoroquinolone-non-preferred
Diagnostic testing
De-escalation
Treatment duration

O
O
O
O
O
o UTI (uncomplicated / complicated / ASB)
O
O
O
O
O
O
O

Diagnostic testing (ASB)
Unnecessary treatment (ASB)
Initial empiric rx
Fluoroquinolone non-preferred
De-escalation

Treatment duration

Urinary catheter appropriateness




. HMS
Uncomplicated CAP Treated for 5 Days )

O
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Asymptomatic Bacter

HMS
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% of UTI Cases—Overtestiéf
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Collaborative Mean

* . Receiving Any Antibiotic = 81.8%

100% 1 « Receiving a Fluoroquinolone = 27.5%
*
90% T e * * %
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HCAP Broad Antibiotic Coverage HMS
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Day 4 MRSA and/or Pseudomonal Coverage by Hospital
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*Broad Coverage= MRSA and/or Pseudomonas (includes antipseudomonal beta lactams and fluoroquinolones)
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Antimicrobial Use Toolkit HMS

MEDICINE SAFETY CONSORTIUM

» Key strategies to improve antimicrobial use globally
» Developed in partnership with BCBSM & the CDC

Tier 1: Implement Global Strategies to Improve

Antimicrobial Use

Develop and Share Integrate and

- Operationalize Reduce Duration of Reduce Testing and De-escalate
Convene a Workgroup Institutional N e T
X - Institutional Antibiotic Treatment Treatment of Antibiotic Treatment
to Focus on Tier 1 Guidelines for UTl and s . .
Stratesias c iv-Acquired Guidelines for UTI and for Uncomplicated Asymptomatic for UTI and
8 omunity-Acquire Community-Acquired CAP to 5 Days Bacteriuria (ASB) Pneumonia

Pneumonia (CAP) Peumonia (CAP)

Support for HMS i prowided by Bhue Crass and Blue Shield of Michigan and Blue Care b
a5 part of the BCBSM Value Partnesships program. Although Blue Cross Blue Shield of h
and HMS work collaboratively, the opinions, befeds and viewpoints expressed by the ai
not necessarily reflect the opinions, beliefs and viewpoints of BCBSM or any of its empl

Blue Shield
VaU ' Blue Care Network
= of Michigan

Nonprofit corporations and independent licensees of

HMS

MICHIGAN HOSTITAL
MEDICINE SAPETY COMSOKTIUM




Toolkit Available via HMS Website EM5

O

» Toolkit is available on the HMS website
o http://mi-hms.org/hms-antibiotic-toolkit

» Highlight key tools during today’s webinar



http://mi-hms.org/hms-antibiotic-toolkit

HMS Antimicrobial Toolkit Quick HMS

RGfe rence Guide @ e B

QUICK REFERENCE HMS ANTIMICROBIAL

ELMS INITIATIVE TIER 1 INTERVENTIONS

ST HHAS AR
ACTHC T E 56T 00T DO ORI

This reference document provides a summary of the Tier 1 Toolkit for the HMS Antimicrobial Initiative that
aims to implement global strategies to improve antimicrobial use

The workgroup will likely be a new subgroup of your antimicrobial stewardship team. For maximum impact, the werkgrowp should consist of a
multidisciplinary team that includes (but is not limited to) key stakeholders, such as a Hospitalist, Infectious Disease physician and/or pharmacist,

Emergency Medicine physician, house officers, IT personnel, microbiclogy lab representative, and nursing.

Iools and Resources;

#  HMS site reporis (hard copy distributed at collaborative wide mestings and live reporis available daily via the HMS data entry system)
« CDC Core Elements of Hospital Antibiotic Stewardship Programs

Develop institutional guidelines, locally-adapted from national and HMS guidelines, for treatment of community-acguired pneumonia (CAP) and UTI.
If institution specific guidelines already exist, they should comply with the following:

CAP

Institutional guidelines shouwld:

] Recommend 5-day anfibiotic treatment duration for uncomplicated CAP

Review the risk factors for Multi-Drug Resistant Organisms (MORO) and/or Healthcare-Associated Pneumonia (HCAP)
Provide recommendations fior transition to oral therapy

De-emphasize flucroguinolones

uTi




Strategy #1: Convene a Workgroup HMS

MICHIGAN HOSPITAL

to Focus on Tier 1 Strategies e

Bockground, Rotionale and Suggested Implementation Strategies

antimicrobial stewardship team.

For maximum impact, the workgroup should consist of a
multidisciplinary team that includes (but is not limited to)

key stakeholders, such as a Hospitalist, Infectious Disease
physician and/or pharmacist, Emergency Medicine
physician, house officers, IT personnel, microbiology lab

representative, and nursing.

»  Designate an internal lead for urinary tract infection (UTI)
and pneumaonia antibiotic-related quality improvement
effarts. This persan is responsible for ensuring
implementation of interventions recommended by the
workgroup, as well as identifying barriers and trouble-
shooting during implementation.

Meet quarterly to review data, define problem areas,
identify underlying causes of prablem areas and
determine interventions for improvement.

¢ Communicate work to local leadership to ensure
institutional buy-in.

»  Engage key stakeholders in the design of interventions to
encourage provider buy-in.

»  When implementing interventions, consider using

behavioral economic principles or social psychology to
provide additional cultural incentives to change.

Implement at least two new interventions per year.

Aszess post-intervention data for success or failure of
intervention, and make modifications as needed.

* Subgroup of current

antimicrobial stewardship
team

» Key members

o Hospitalist, ID physician, ID
pharmacist, ER physician,
house officers, nursing, IT,
and microbiology lab
personnel

* Meet quarterly and
implement at least two new
interventions per year

» Assess post-intervention
and make modifications




Strategy #1: Convene a Workgroup
to Focus on Tier 1 Strategies

HMS

MICHIGAN HOSPITAL
MEDICINE SAFETY CONSORTIUM

Resowrces, References & Tools

Resgurces & Tools:
HMS site reports (hard copy distributed at collaborative wide
m=stings and live reports available daily viz the HMS data entry
systam)
COC Core Elements of Hospital antibiotic Stewardship Programs
coC Implementation of Antibiotic Stewardship Core Elements 3t
small amd Critical Access Hospitals
COC antibiobic Training Course [(Webinar-Free CE's availzble)

1054 Suidelines for Implermenting an Antibiotic Stewardship

implementstion of interventions to prevent hospital-acguired
infections. infect Contold Hosp Epidemiiod 2010
=  srrong lesders focus on overcoming barriers, inspire their
employees, and think strategically while acting locally
#=  anNaSCcDC white paper. Redefining the antimicrobial Stewardship
Team. 2047
= Demonstrates importance of nursing and multidisciplinary
antibiotic stewardship t2ams, highlighting roles
individuzls can play in stewardship efforts
=  Heil E et al. Essentizl Bole of Pharmacists in Antimicrobial
Stewardship . infect Contol Hosp Epidentiol 2016,
=  Highlights the critical role of antimicrobial stewardship-
trained pharmacists in 3 successful hospital stewardship

program.
#  Sikkens 1 =t al. Behavioral Approach to Appropriste Antimicrobisl
Prescribing in Hospitals: The Dutch Unigues Method for
antimicrobizl Stewardship (UMAS] Participatory Intervention
Study. JARA intern Mded 2017
=  Shared the problems of inapproprizte prescribing, and
allowed providers free choice to develop an intervention.
Inappropriate antimicrobial prescrizing decressed

» Resources provided
emphasize the
importance of involving
key stakeholders

6) The Core Eleme of

Hospital Antibiotic Stewardship Programs




Strategy #2: Develop and Share Instltutlonal HMS
Guidelines for UTI and CAP =

Bockground, Rotionole and Suggested Implementation Strategies

Develop institutional guidelines, locally-adapted from
national and HMS guidelines, for treatment of
community- acguired pneumonia (CAP) and urinary tract
infection (UTI). If institution specific guidelines already

CAP
Institutional guidelines shouwld:
Recommend 5-day antibiotic treatment duration
for uncomplicated CAP
Review the risk factors for multi-drug resistant
organisms (MDRO) and/or Healthcare-Associated
Prnieumonia {HCAP)
Provide recommendations for transition to oral
therapy
De-emphasize fluoroguinolanes
UTI
Institutional guidelines shouwld:

Recommend against sending urine cultures
in the absence of urinary symptoms
Recommend against treating a positive urine
culture in the absence of urinary symptoms
De-emphasize fluoroguinolanes

Provide recommendations for transition to
oral therapy

work group and frontline providers to get feedback and to
ensure buy-in.

Publizh guidelines in multiple formats, including bocoklet,
hospital intranet, or an application for smartphones.

Share HMS data and local opportunities for improvement
institution-wide.

» Develop institutional
guidelines
o Locally-adapted from

national and HMS
guidelines

o CAP and UTI

o If guidelines already
exist, ensure guidelines
match recommendations

» Share the guidelines in
multiple formats and get
feedback from the
frontline providers




Strategy #2: Develop and Share Instltutlonal HMS

Guidelines for UTI and CAP

)

IIIIIIIIIIIIIIIIII

Resources, References & Tools

e Links to National

Resources & Tools:
Examples of Guidelines that could be locally-adapted to your

®  National Guidelines:

»  |nfectious Diseazes Society of America (IDSA}/American
Thoracic Society Consensus Guidelines on the
Management of Community-Acquired Pneumaonia in
Adults. CID 2007.

=  |D5A Guidelines for the Diagnosis and Treatment of
Asymptomatic Bacteriuria in Adults. CID 2005.

®» |D5A and European Society for Microbiology and
Infectious Disease Guidelines for Treatment of Acute
Uncomplicated Cystitis and Pyelonephritis in Women. CID
2010.

®»  |D5A Guidelines for Diagnosis, Prevention, and Treatment
of Catheter-Associated Urinary Tract Infection (CA-UTI] in
Adults. CID 2010.

uideline:
= CAP

o Institutional Guideline Examples:
" CAP Guideline Examples (Appendix A)

»  Pocket Cards:
" CAP (Appendix C)
= UTI (Appendix D)
¥ample o

HUCSTIoNal LOMPUTEr sCreensaver (AppEndix

Guidelines (IDSA)

o HMS treatment

guidelines for CAP and
UTI

» Example of institutional
guidelines

» Sample pocket cards for
ASB and CAP

o Educational screensaver




» Sample Guideline

» Resource provided
highlighting key areas to
modify existing
guidelines

o Consistent with National
& HMS Guidelines

o Improve in HMS
performance measures

Strategy #2: Develop and Share InstitutionalH MS
Guidelines for UTI and CAP

MICHIGAN HOSPITAL
MEDICINE SAFETY CONSORTIUM

FAY
Josshll-.% \
MERCY

HEALTH SYSTEM

A Mombe of Trinty Heoith

Example of Institutional Guideline for CAP

Appendix A

SIMHS Inpatient Guidelines for the Empiric Treatment of Pneumonia

5 days of therapy for

Comments

xacin is restricted to patients with a

Infection Antimicrobial Duration
Therapy§ ! uncomplicated CAP
Community- Ceftriaxone 1g IV Q24h 5 days* paitents
acquired pneumonia| | PLUS
(CAP} Azithrontyein 500 mg *Longer durations of therapy
Non-ICU IV/PO X1. then 250mg may be indicated, depending
PO Q24h X 4 days OR pon clinical response
’ doxyeyeline 100mg
¥ | IV/PO QL2h (if macrolide | 5 days if afebrile with <2
HMS Preferred empiric infolerance/allergy) signs of clinical instability on
treatment for CAP days 35
‘“le“d“dhn _ Patients with a
P8 Azitoomyen | | documented Typel IgE- | | Signs of Clinical Instabiliy:
Clarithromyein. o ) medicated penicillin or o Arterial 02 sat < 90%
Doxyeycline cephalosporin allergy OR| | *  HR =100 bpm
. any legitimate * RR =24 breaths/min
.Cgsﬂ;;ﬁ:;ilm cephalosporin allergy OR| | *  BP <90 mmHg
e — as PO therapy in patients | | *  Altered mental status
Clarithromsyein, or tolerating PO: (different than baseline)
Doxycycline A
Levofloxacin 750 mgl !S R
H 1IN O 1cal mst !!
’I VPO Q24h impacting determmation for
7 therapy duration
Alternative but EMS

Non-Preferred treatment
for patients with
cephalosporin allergy,
allergy to both
macrolides and
doxycycline/tetracycline,
or severe penicillin
allergy

nted Typel IgE-medicated penicillin or
cephalosporin allergy (anaphylaxis) or any
legitimate cephalosporin allergy or as PO
therapy in patients tolerating PO

Consider increased cefiriaxone dose of 2 grams
Q24h if patient greater than 100kg

Consider doxyeycline as an alternative to
azithromyein in patients at high risk for QT
prolongation

Existing QT prolongation
Hypokalemia

Hypomagnesemia

Significant bradycardia
Bradyarthythmias

Uncompensated heart failure

Patients receiving class IA or class IIT
antiarrhythmic drugs

Patients should be switched from IV to PO
when they are hemodynamically stable,
improving clinically, and able to tolerate PO
medications.

Total duration (IV plus PO step down)
deseribed in previous column

Options for oral step down therapy should
target isolated pathogen. Options for PO step-
down if no pathogen identified on respiratory
culture:

o0 o 0o o0 o0




Strategy #2: Develop and Share Institutionaliypsg

MICHIGAN HOSPITAL

Guidelines for UTI and C©P S

CAP Pocket Card

EMPIRIC TREATMENT OF COMM

Communiry-acquired poeuvmonia is defined as

THERAPY DURATION & ORAL STEP-DOWN THERAPY RECOMMENDATIONS FOR PATIENTS WITH CAP

HMS5 PEEFERERED DEFINTIONS OF COMPLICATED CAP & UNCOMPLICATED CAP
FI‘OIlt LA COMPLICATED Patients with structural luag disease (e.g hronchiectasis, pulmaonary fibrosis, interstitial luog diseas BaCk
CAP severe COFD (excluding COFD exacerbation without poenmonia); docomented vnromplicated ki
or psendomonas (or other non-fermenter/ gram negative pnewmonia); or those who are immunosuppressed.
Ampicillin-Sulbactam Jgm IV gth, Ceftriaxone 1gm IV UNCOMPLICATED
OR Cefotaxime 1g IV qEh CAF Fatients who do oot meet any of the criteria above.
P
N Suggested Use of the Tool ;
then 250mg g2 . . . .
ammemeas  *  Provide a copy to providers (printed or electronic) | . uce
Doxycycline 1 . . . .
=== * Print poster size version and post in work rooms |
OBRAL STEP-DOW] s
Amoxicillin (1g PO 3 x daily) e
- ,, . CAP
m“?mﬁmw;éi;:;g;igﬁflm} Therapy can he continmed for patients who are febrile or clinically unstable* on day 5 of treatment
Cefdinir (300mg PO 2 x daily) *Signs of Clinical Tustability: O2 samation < 90% of 0w OXygen fequitement, HE = 100 bpm, BR. > 24 bpm,
Cefditoren (400mg PO I x daily) SBP =90 mmH, altered mental status (different than baseline)
Ceforoxime (500mg PO 2 x daily)
m. ;
Afrernatives: LevofToxcin Eﬂ%
of ke HMS
**Sugpested dosing cnfy. Flease indrvdh mmﬁﬂﬂm-m =W
Anaeqobic coverage is not routinely wa T e
For move detfail about these guidelines, please see the T Feormeioes ‘mmg"m‘;m’:“m::::"lmcmf;mt‘e:“:'
warwpian exprased by the auchar de. ot ecamarly wilac B opia ko, belio, nad verwpeisn of OIS sraay of & employe

*Sites can add Hospital Logo for Distribution




Strategy #2: Develop and Share Institutionalyy MS

Guidelines for UTI and %@P B

UTTI Pocket Card

SHOULD THIS PATTENT BE EVALILL

EMPIRIC THERAPY BASED ON CLASSIFICATION OF URINARY TRACT INFECTION
Does the patient have any of t Empisic choices should take into account previous cultures.
If urine culture is negative & patient was on antibiotics at the time of culture & patient has symptoms (1-7 on the reverse side), it 1
1. Usgency, frequency, dysusia PATIENT CATEGORY PREFERRED ALTERNATIVES DURATIf 5] aCk -
2. Suprapubic pain or tenderness ASFMPTOMATIC
Zostovertebral pain or tenderness BACTERIURIA Do zot treat Ep:ﬂ
Front Jew onset mental starus changes with lewkoc u?oll;gh: F:g;ﬂ; o
L Defined as having MOME of the :
w=2 Smﬁcntena symptoms (1-7) fised o reverse side nentropenia
2‘ szsa C or Rigars OMPLICATED Omt TRLE/SMX x 3 days
- Acute hemamsia UNCOMPLICA TMP/SME, Fosformyein, | Bera-Lactam Nitrofarantoin x 5 days (avoid in CrCl < 30 mL/mi
7. Iocreased spasticity or avtonomic dysreflexia LOWER UTI{CYSTITIS) o Mitrofemntoin {2z Cephalexin ar e : b —

Fosfomoycin x 1 dose

Cefpodaxime Oral Beta-Lactam 1 3-7 days
YES COMPLICATED Oral Beta-Lactam
LOWER UTI (CYSTITIS) or IV Beta-Lactam

TMP/SME x 7 days

. Fosfomycin (q48h) x 3-5 doses
; | osme, | SemePCNor Niofeamoina days
Send UA and, if positive, send Urine Culture fale urinary cathetes present or Wilhin o 2t = Cephatospoan
o h::_mnrs, . Mm. i'F' . Allerzy: Oral Beta-Lactam, IV Beta-Lactam or Artreonam x 7 days
Document indication for sending urine
cul IV Beta-Lactam Therapy followed toy
fure reETr TR R TMP/5MX, Oral Beta-Lactam or Oral TMP/SMX therapy : 7-14 days
Fluodoquinabones, IV Beta-Lactam Therapy x 7 days
Start empiric therapy (see reverse side) FYEL or Beta-Lactams TMP/SME x 7-14 days
Fluoroquinolones x 5-7 days
*Symptom-based screening is not refisble in the following cases: pr Comolicarsd hritis - 7-14 dar
mphmsmmymbu,mina.rﬂnﬂst@t;ha’nm COMPLICATED Defertn UTIwimg?:munin:?-ld.dzysF
to the ICT, or patients with newtropi PYELONEPHRITIS & UTI WITH Tndividual [Shorter courses of therapy {7 days) with a fluoroquinclone or TV beta-lactam
B Instifst can be considersd in female patients without co-marbid conditions who are
@ HHIE BACTEREMIA bacteremic ssoondary ©o prelonephrits or cysots.lowsr UTI wha have rapid
- 5“ Heturcrk «chinical response to therapy]
Horgph :m—:-w ey H
Sappors for VOAS i prosidest By Mke S snd i Shidd of Michigan aad Blaa Care Howork sa paesof e BOREM W
Tarmabips

Follow colture results and de-escalate therapy based on final resulrs and sensitrvities.
M Crosn ad s Tl i e e FOR EACH ANTIBIOTIC: DOCUMENT INDICATION AND PFLANNED DURATION FOR ALL PATIENTS.
m-w%umaumﬂuum“umf&:‘ﬁ: For moze detail about these guidelines, please see the Guidelines for Treamment of TTTT: published by HMS.

*Can add Hospital Logo for Distribution




Strategy #2: Develop and Share Instltutlonal HMS
Guidelines for UTT and CAP e

Example of Educational Screensaver for Hospital Computers

o4 Mclaren

LAPEER REGION
Promotes/Educates

Use of Guidelines

Antimicrobial Utilization

- Most types of pneumonia should
not be treated for more than 5-7 days

- Most UTlIs should not be treated for
more than 7 days

- Do not treat asymptomatic bacteriuria
Provides Reference

to Guideline

(Guidelines from IDSA)




Strategy #3: Integrate and Operationalize
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Institutional Guidelines for UTI and CAP -

Bockgrownd, Rotionale ond Suggested Implementotion Strategies

- Educate providers, including hospitalists, internal
medicing, family medicine, emergency meadicine
physzicians, residents, adwanced practice professionals
[&prPrs), and nursing staff sbout antibiotic resistance and

appropriate antimicrobial prescribing.

- Educate patients and families about antibiotic resistancs
and appropriate antimicrobial prescribing.

- During educational sessions, highlisht HRAS dats, showing
opporunities for improvernent.

=  Communicate and promote institution-specfic guidelines
with frontline providers, including physicians, APPs,
nursing, and pharmacy to ensure use of
recommendstions (morning report, grand rounds,
medical staff meetings, division mestings).

L= '_| = ) LE
heah:hcare system such as into order sets, individual

orders, discharge planning/processes, required yearhy
edumtu:-n for staff, =tc.

- EBuild systems that can help modify provider behawvior.
Examples include (but are not limited to): dinical decision
support tools and pharmacist review of antibiotic

prescribing.

&  aAfter 3 months of guideline uss, obtain provider fesdback
from multiple grougs {including hospitalists, intsrnal
medicing, emergency department, =1c.], and modify
accordingly.

wlghign]= b = = "} =TEE = STNOE EETo ik}
prowviders. Highlight their participation in creation of the
guidelines, and try to overcom:a viewpoints of loss of
prowvider autonomy. Instesd, emphasize improvement in

- LU S AT o]
- Inwolve hospitalist champions in the education and
dissernination process.

» Education for providers,
patients and families

e Integrate
recommendations into
key processes (i.e. order
sets, discharge planning,
etc.)

» Obtain provider feedback
after 3 months of
guideline use

 Involve hospitalist
champions in education
and dissemination




Strategy #3: Integrate and Operationalize HMS

MICHIGAN HOSPITAL

Institutional Guidelines for UTT and CAP -

Resources, references & ool » Example CAP & UTI

Resgurces & Tools:

*  Review HMS institution specific data to identify areas for bocal O
rder Set

CAP Order Set E:-:amgl I:.D.FIPIEI'H:II:-: Fl

» Example patient
education brochure

- mMeeksr O et al. Mudging guideline-concordant antibiotic

prescribing: 8 randomized clinical trisl. JAMA intern Med 2014,
L] Displayed poster-sized commitmeant l2tters to avoid

inappropriate antibiotic prescribing for Acute Respiratory
Infections (AREE) in exam rooms, providing patient/family
sducation and behavioral “nudge”

- Hartley 5 et al. Evaluating & Hospitalist-Based Intervention to

Decrease Unnecessary antimicrobis] Uss in Patients With
Asymptomatic Bacteriuria. infect Contol Hosp
L] reduced treatment of A58 with educational sessions and
pocket cards for hospitzlists at all sites, and a pharmacist-
led revisw of positive urine cultures at one site
- Hzas MK 2t al. Effects of 3 M- ific Antibiotic
Stewardship Intervention for Inpatient Community-Acguired
Prieumanis. Open Forwm infect i 2016.
=  Reducsd duration of CAP treatment by developrment of
institutional guidelines and integration inte CPOE for
treatment of non-1CU CAF using key stakeholdars and
hospitalist physician champions.
=  For educstion/dissemination: utilized emails, posters in
work rooms, presentations in Grand Rounds and division
mestings
=  Scymzcak ) et 3l pediatrician Perceptions of an Outpatient
antimicrobial Stewardship Intervention. nfect Contal Hosg
Epidemiol 2014.
= Jualitative study interviewing pediatricians after a
stewardship intervention




Strategy #3: Integrate and Operationalize HMS
Institutional Guidelines for UTI and CAP -~

Antibiotic Patient Education Brochure Example Order Set

CAP ORDER SET EXAMPLE

Community Acguired Pneumonia (Pathway A- Non ICU patient)
What You Need to Know When You +  Duration of therapy is 5 days for patients who defervesce within 72 hours and have no more than 1 sign of CAP
. -y = - instability at the time of antibiotic discontinuation
MICHIGAN MEDICINE Are Prescribed an Antibiotic o Patients with delayed response should discontinue therapy 48-72 hours after defervesce and have no more than 1

UNIVERSITY OF MICHIGAN . - o - b a1 - -
sign of CAP instability at time antibiotic discontinuation

CAP dinical signs of instability (if different then patient baseline status)

Your healthcare team has prescribed antibiotics for you because they think you 1 HR2100 bpm
- - . N N L 2. RR 224 breaths/min
may have an infection, or another condition which requires antibiotics. Some 3. SBP <90 mmHg
N - - PP s N - 4. Arterial 02 sat < 90% or pO2 < 60 mmHg on room air
infections can be treated with antibiotics, which are powerful medications that R M

Kill bacteria and can save lives. Like all medications, antibiotics have side T ———
effects and should only be used when necessary. Your doctor thinks the DI PCN allergy without anaphylaxis, angioedems or urticarial

[ Severe PCN allergy AND/OR in allergy i ioed hives)
benefits of antibiotics outweigh the potential risks at this time. H preferred Therapy
Preferred regi ampicilli tam AND azi cin IV/PO
What are some questions to ask my doctor about antibiotics? 01 ampicillin-sulbactam (UNASYN) IV 3 g, Intravenous, EVERY § HOURS SCHEDULED

- - P s O azif i
As a patient or caregiver, it is important to understand your or your loved one’s ssithromycin (ZITHROMAX) tablet 500 me, Oral, OHCE

P N . O azithromycin [ZITHROMAX] tablet 250 mg, Oral, ONCE DAILY, starting H+24 Hours for 4 doses
antibiotic treatment. Here are some important questions to ask your healthcare

team if you haven't already been told the answers:

O szithromycin (ZITHROMAX) 1¥ 500 mg, Intravenous, ONCE
O azithromycin (ZITHROMAX) IV 250 me, Intravenous, EVERY 24 HOURS, Starting H+24 Hours

0O dexyeycline hyclate (VIBRAMYCIN] capsule- ALTERNATIVE for macrolide allersy 100 mg, Oral, 2 TIMES DAILY

« What infection or condition is this antibiotic treating and how do you know I £ PCN allergy without anaphylaxis, angioedema, or urticarial
have that infection or condition? T )
- W'hat Sld.e Eﬂ"ects : ] to f th.iS anu.-bmu(:? O cefriaxone (ROCEPHINE) IV 1g, Intravenous, EVERY 24 HOURS

O azithromycin (ZITHROMAX] tablet 500 mg, Oral, DNCE

+ How long will I need to take this antibiotic?
+ Is it safe to take this antibiotic with other medications or supplements (e.g.,

O azithromycin (ZITHROMAX) tablet 250 mg, Oral, ONCE DAILY, starting H+24 Hours for 4 doses

O azithromycin [ZITHROMAX] 1 500 mg, Intravenous, ONCE

vitamins) that I am taking? O azithromycin (ZITHROMAX) IV 250 me, Intravenous, EVERY 24 HOURS, Starting H+24 Hours
« Are there any special directions I need to know about taking this antibiotic? & doxyeycline hyclate (VIBRAMYCIN] capsule- 100 me, Oral, 2 TIMES DALY
For ple. should I take it with food? M Severe PCN allergy AND/OR cephalosporin allergy (anaphylaxis, angioedema, hives

Levofloxacin

+ How will I be monitored to know whether my infection or condition is
responding to the antibiotic?

O levoflexacin (LEVAQUIN) tablet 750 mg, Oral, DAILY

O levofloxacin (LEVAQUIN) IV 750 mg, Intravenous, EVERY 24 HOURS




Strategy #4: Reduce Duration of ABX HMS
Treatment for Uncomplicated CAP to 5 Days =

Bockgrownd, Rotionole and Suggested Implementotion Strategies

~ * Educate providers
| Thelusticstion for 5 days of therspy for o Evaluate differences in

- Review CAP cases identified by HMS to implameant high-

izld interventions for recurrent probklems i prOVider groups

Ewvaluate and understand differences in provider grougs
{e E-. HE:iplEllEtE Emergenl:',' miedicine |:|r|:l'.r||:lers|| Target
cifi id

- Educate providers on:
=  The correct disgnosis of CaP and HCaR

¢ Documentation of
F;mﬂ“:mmm ~ dose/indication/duration

antibiotics |:|r|=-_=.-|:rll:|E|:| in the antibiotic order.

Encl:luragednmmnmmnnfd |n|:||c,at|!:|n and o 72—h0ur time Out

duration of antibictics in the pro

- Ewaluate existing order s=ts to ensure antibiotic preferred

Requirg 3 72-howr Antibiotic Time Out, durnng which total

duratlnnhnull:ll:-e-l:llacuﬂged = ; ([ Efforts focused On

sl'u:-'.l.rs that -:l'lsl:harge pl‘EEEIIFI‘tIl:II'E ac-l:l:lunt fnr:Bﬂ'El-ﬁ of

inappropriate antibiotic treatment for uncomplicated é diSCharge prescribing
" i the cischarge summary, potentally imcorporsting an o Audit & Feedback

ares for antibiotic duration to be filled cutin an
automated discharge process.

- Incorporate nursing and pharmacy inta review of the
discharge antibiotic.




Strategy #4: Reduce Duration of ABX

Treatment for Uncomplicated CAP to 5 Days

Resources, References & Tools

Faferasnces:

#  Avdic E et 3l. Impact of an Antimicrobial Stewardship Intervention
on Shortening the Duration of Therapy for Community-acguired
Prieumaoniz. Ciim imfect Ois 2012,

Reduced treztmeant durstion of CAP with educational
lectures based on sureey results, and post-prescription
pharmacy review with verbal feedback

L] OED al rvention educe IoTICS
and Treatment Durations Prescribed at the Time of Hospital
Discharge: & Mowel stewardship Approsch. iCHE 2017

Reduced antibiotic duration prescribed at discharge by
developing 3 guideline for antibictic selection and
treatment duration and performing pharmacy audit and
fe=dback of dischargs prescriptions

#  Foolad F et al. & multicenter stewardship initiative to decreass
excessive durstion of antibiotic therapy for the trestment of
Community acquired pneumonia. S Antimicrob Chemother 2018

Treztment durstion fior CAP was reduced by updating
institutional CAP guidelines, providing educational

sassions, and performing daily sudit and feedback on
aporopriste trestrnent durstion for CAP patients |

* 3 component
intervention to reduce
CAP treatment duration

O Survey to assess
knowledge/practices
related to the treatment of
patients with CAP

o Educational lecture
including survey results &
evidence-based guidelines

o Prospective audit &
feedback by pharmacists




Strategy #4: Reduce Duration of ABX HMS
Treatment for Uncomplicated CAP to 5 Daysg® =

()

Resources, References & Tools ® TOO] tO improve
Hﬁ?ﬁ:sr:;iment: :I'leatment dur.atin::n f-:rr.uncumfﬂimted antlblOtlc prescrlblng at
errunmtacgmmd prieumaonia: the evidence in support of 5 hOSpltal dlSChaI'ge
*  Review HME site reports [hard copy distributed at collzsborative
wide meetings and live reports available daily via the HMS data ° CAP educatiOnal VideO

entry system) for the following:
»  Uncomplicated CAP trested with 5 days of antibiotics

= Types of Reports Available wis HAS Registry: (fOI' pI'OVideI'S)

Hospital specific, Provider Group specific {i.e.

el | o Antibiotic time out
#  HMS5 Guideline: . .
- car | checklist (72-hour time
# CAP pocket Card (Appendix C)
= {:rnl:lif'ring to poster size for posting in Ollt)

#  Factshest Emphasizing Focus on Bischarge Prescriptions

» Sample hospital
newsletter

o Sample audit & feedback
emails

# Educational Wideos:
= aughn V. Antibiotic Stewardship: Community-Acguired




Strategy #4: Reduce Duration of ABX
Treatment for Uncomplicated CAP to 5 Days-===:

HMS data to
highlight hospital ™
specific area for
improvement

Highlights the take
away messages

HMS

)

Sample Hospital Newsletter
Bugs and Drugs Besumont

mmmmmmnmum December 2H7

= The Michigan Hospital Medicine Safety Consortium, or HME, is mmﬂqm
‘Shield of Michizan and Blue: mmmpﬂwnmsmm pumnm-,-ammequianmru
hospitalizad medicsl patisnts. Besumant Hospits-Fanmirgton Hills partc;

= Dika fior pneumonia was recently recsived from the HIWE um for Hnspn'.i i Hills

Enverage Durstion of Amtibictics for CAP

ansd HCAP [Inpatient & Cutpatient] I Wﬂi:fm

Place graph of
your data

Flace graph of

® Urangs et al conducted s i ity ized clini mmummmmmmmmand
thermay.

= Potients were included if they had & disgnasis of mild-to-severs CAP. At cay 3, 312 patients were randomized to sither 2on
antibiotics or continue antibiotics ak the physicen’s discetion.

= There was no significant differences for time until dinical improvement, days to reburn bo normal actavity, rediographic resolution

[Day 30], mdl'bﬂ:[mranf\ in-hospital mortaiity, 30 cay mortality, in-haspital complications, recurmence by cay 30, and

For mors Irfcrmation pheass contect:

Reviews the
current
guidelines




Strategy #4: Reduce Duration of ABX HMS

MICHIGAN HOSPITAL

Treatment for Uncomplicated CAP to 5 Days™

Tool to Improve Antibiotic Prescribing at Discharge

D.LS.Ch.A R G.E. Antibiotics: FACTS AND SOLUTIONS D.I.S.Ch.A.R.G.E

D.L5.Ch ARG.EL
How to improve antibiotic prescribing at hospito! discharge.

U efaults and Order Sets

*  Consider use of default durstions, defsult transitions from I to oral, and recommendations
within computerized orger-entry to improve carty transition to approgriste oral therapy fwhich
can then be continued on discharge]

. .
*  Make sure default orders and onder sets recommend guideline-appropriste antibiotic choice and ncentl V l Ze

guration

Incentivize b
* Consider in<orporating cischarge sntibictic metrics into quality or compensation targets Dlscharge u l I l I I l a I 5/
Discharge Summisry
*  Require decumentation of total sntibiotic durstion in discharge summary :
o Consider enforcing this rule by using smart phrases with hard stops for antibiotic ec lst
duraticn in the discharge summary
o Eg. To treat [disease), Mrjz] X will continue [sox name] for X agditional days, for X days

— udit and Feedback

®  Usesn antidiotic chacklist at discharge to evaluats and ensure antibiotic sppropristenass

Aucit and Feedback eVieW

*  Audit and provide feedbsck of dischanze prescriptions [2.g., pharmacists or shewsrdship tesm,
performance review, guality compensation targets)

. .
Beview: Incorporate antibiotic appropriatensss imto dischanze review process using different members uldellnes

of the care team
*  For example
O With phiarmacists {when reviewing or filling dischanze medimtions)

o With bedside nurse [when reviewing discharge medications) d t
o During multicisdpinary,dischange rounds uca e

Guiselines
F  Make sure your institutional muidetines incluce oral antibiotic recommencations for discharge
for commen infections (e.., pneumonia, wrinary tract infection|

o Prioritize non-flugroquinoione antidiotics in guidelines GOOd Summary Of interventions

0 Recommend afRematiees to fluorequinolone antibiotics when possible . . .
e o communig e pmemens], meving ure it e i sion menster targeting improvement in
effective inpatient theragy . . .
Educate providers on guicsines and discharge recommendations dlSCharge prescrlblng Of
: Z:::;I::ﬁ;:spt:;:::\f, physicians =g, hospitalist, 1D, ED], &PFs antibiotics

* Considerthe use of multiple ways to post guidelines (e, websites, apps, printsd books)




Strategy #4: Reduce Duration of ABX

HMS

MICHIGAN HOSPITAL

Treatment for Uncomplicated CAP to 5 Dayg==:

CAP Duration Audit & Feedback:
Top Performer Sample Email

Uncomplicated CAP

Dear
¥OU ARE ATOP PERFORMI

Upon reviewing the follow
like to share the following

was give
evidenced-based Institutio

received an appropriate du

If you have any questions,
appreciate your ongoing e

Sincerely,

Hospital Medicine Safety Quality Improvement Team-Ann Arbor

SAINT

DSEPH\""
MERCY

HEALTH SYSTEM

1onia (CAP) patient, we would
__ admitted on

cording to both our

|HMS) guidelines, this patient

(1D physician champion). We
{ patient, every time.

"Iis 15 a confidential professionalpeer review and quality improvement document of oo™

CAP Duration Audit & Feedback:
Prolonged Duration Sample Email

SAINT 4%

JOSEPHN
MERCY

Prolonged Duration of Antibiotics for Uncomplicated CAP HEAITH SYSTEM

Dear

onia (CAP) patient, we would
__, admitted on

ording to both our

HMS) guidelings, this patient
1e your clinical judgment,

Upon reviewing the follc
like to share the followit

was g
evidenced-based Instifu
should have received on
over prescribing of antit ile infection, antimicrobial
resistance, and the deve fyou have any questions,
please contact x (nur: re will contact you as soon as

possible to discuss.

We appreciate your ong rery patient, every time.
Sincerely,

Hospital Medicine Safety Quality Improvement Team-Ann Arbor

"Ts 15 o confidential professionalpeer review and quality improvement document gf ooooo”




Strategy #5: Reduce Testing and Treatment ¢

MICHIGAN HOSPITAL

of Asymptomatic Bacteriuria (ASB)

Bockgrownd, Rotionale and Suggested Implementotion Strofegies

- Educate providers, including hospitalists, inkbernal
medicime, family medicine, emergency meadicine

residents, adwvanced practice professionals

re

diagnosis of ASE ws UTL
- Review ASE cases identified by HRAS 1o direct high-yi=id
inmternventicn for recurren Tt problams.

- Ewaluate existing order s=&ts o ensure preferred antibiotic
options, doses, and durations are consistant with
institutional UTI guidelines {including pre-cperative order
sats, ED sdmission sets, “commonly ordered test™ lists).

- utilize clinical decision support tools to discouwrags
inapproprigte urine culture testing, by reguiring

Require documentation of dose and indication of
antibiotics prescribed in the antibiotic order. Consider
adding documentation of urinary symptom necessitating
treatmeant.

Emcoursgge dooumentation of doses, indication, and
duration of antibiotics in the progress note.

Encouraze doocumentation of the total duration of
antibiotics in discharge summary, potentialhy
incorporsting am area for antibiotic duwration 1o be filled
out in an automated discharge procsss.

Educate providers

Evaluate differences in
provider groups

Checklists for ordering urine
cultures

Documentation of
dose/indication/duration

Create a protocol for
assessing patients with AMS
as the only symptom

o AMS is the only symptom for
~30% of patients with a positive
urine culture




Strategy #5: Reduce Testing and Treatment HMS

of Asymptomatic Bacteriuria (ASB) B

» Resource detailing
_ potential intervention
Leis J& 2t al. Reducing antimicrobizl Therspy for Asympiomatic

Eal:teriur.ia Arng .nnnnzthererized inpatients: a proof of conca O POSIthe I‘esultS from non-
study. Clin infect Dis 2014, catheterized specimens were

*  [ntervention atthe stage of [ab reporting that withheld

uring culture results of non-catheterzed inpatients unless 1
r2quested by 3 ghysiian no longer automatically

SETCWErT X TP ES eSS P YhE ETHErEene, reported
department. f Emerg hied 2014,
* |nthe ED, authors estimate 3 40% reduction in uring O Instead, a message (See

cultures if a culture was cancelled when urinalysis did not .
below) was provided to
contact the lab

o Tx ASB 48%—2>12%
o Abs Risk Reduction 36%

Resources, References & Tools

] LI

The majority of positive urine cultures from inpatients
without an indwelling urinary catheter represent

asymptomatic bacteriuria. If you strongly suspect that your

patient has developed a urinary tract infection, please call the

microbiology laboratory.




Strategy #5: Reduce Testing and Treatment

of Asymptomatic Bacteriuria (ASB) B

Resources, References & Toals

Resources & Tools:

#®  Review HMS site reports (hard copy distributed at collaborative
wide meetings and live reports svailable daily via the HMS data
entry system) for the following:

»  Testing of Asymptomatic Bacteriuria
»  Trestment of Asymptomatic Bacteriuria with Antibiotics
= Types of Beporis Available wis HMS Registmy:
Hospitzl Specific, Provider Group specific fi.e.
hospitalist v. emergency room physician], or
Provider specific
®  HMS Guideline:

= T
#  UTI Pocket Card [Appendix O
= Consider modifying to poster size for posting in
workrooms
Educational videos:
= ASBEws UTI: For Murses on the Frontline
= Trautmer, B. Antibictic Stewardship: Urinary Tract

.l!ll'tEI'Ed hental Status (AMS)

Ingatient Algorithm Assessing for UT1in Patients with
AME [Appendix M)

= Mody, L et al. Urnary Tract Infections in Older Women: &
Clinical Review. JAREA 2014

o Educational Videos
(Nurses, Providers)

» Checklist for appropriate
urine culture ordering

e Flowchart for

management of patients
with AMS




Strategy #5: Reduce Testing and Treatment ./ ¢
of Asymptomatic Bacteriuria (ASB) R

Flowchart for the Management of Patients with AMS

Inpatient Algorithm Assessing for Urinary Tract Infection in Patients with Altered Mental Status (AMS)

Provides a resource
for providersto __—~
utilize when AMS is
One or of the following {withou alternative explanation):
the only symptom +" Geteswa (oo

= Hypotension (< SDmanSytI c)
L]
Of a Otentlal l I I I = 2 or more 5IRS Criteria
p Temp >38°C or <36°C, HR >90 bpm, RR> 20 breaths per

minute or P2CO, <32 mmHg, abnermal WBC (>12,000 cells/
m® or <4,000 cellsfmm3 or >10% immature [band] forms)

Recommends other
treatment options
prior to sending
urinalysis or culture

in mental status does
olve in 24-48 hours or UTI
ns or symptoms




Strategy #5: Reduce Testing and Treatment HIMS
of Asymptomatic Bacteriuria (ASB) RS

Flowchart for the Management of Patients with AMS
|

If change in mental status does
not resohve in 24-38 h
spedfic signs or symptoms
develop, perform urinalysis

If urine culture is
negative, evaluate

for other causes of
AMS

Do not send urinalysis or urine culture for
test of cure.

If presenting symptoms persist, consider
evaluation for other possible etiologies

M S Modeled based on Mody, L

HOSMTAL (2014). JAMA 2014 Febmary 26;
T CONSITILM 311(8): 844854 doi:10.10017
jama 2014.303




Strategy #5: Reduce Testing and Treatment HMS

lllllllllllllllll

of Asymptomatic Bacteriuria (ASB)

ASB vs UTI-- Nurses

HMSAdmin

For testing,
Asymptomatic Bacteriuria targteht more
an
. = ) prescribers ...
Urinary Tract Infection also target
nurses!

For nurses on the frontline

Lindsay A. Petty, MD
Clinical Assistant Professor

b e team e
e https://discover.explaineverything.com/discover/thecode/JTMDJAT

e —_—— 1310 [



https://discover.explaineverything.com/discover/thecode/JTMDJAT

Strategy #6: De-escalate Antibiotic HMS

Treatment for UTI and Pneumonia ———

e e  72-hour time outs

- Require documantation of dose and indicarion of
antiiotics prescribed in the antibiotic order.

=  Encourzge documentation of dose, indication, and o Utilize pharmaCiStS tO

duration of antibiotics in the prosress note.

Lhilize 72-howr antibictic time outs after starming

antiiotics, including: reVieW Cultures and

Assess indication{s] for antibictics

Aot g selacuon (de-escaate] and doses ensure appropriate
Lilize pharrr;a:ii'lst-:: re'.'i:.l.r -::ult and if positive antibiOtic prescribing
_ _ =-, is chosen for thE'.;r, 5i5. — . : P Audit/feedback to

3 TD EroW s
providers regarding: .
= Ccoverags of mathicillin-resistant Stophplococows pro ‘7 I ders
gureus (MRSsA) with negative MRSA nasal swabs
amdfor respiratory cultures
Coverags of Pesudomonos with negative
respiratory culturss

weitdh I'IEE:‘ti'-'E respiratory cuhures andSor nasal swabs for

RRSA.

- Incorgorats the effective duration of therapy into de-
s=calation protococols [count all days of active therapy
including 1W).

- when reporting microbiclogy lab results consider:

= FProwviding recommendations on liksehy
contaminants (=g, = 3 organisms in & urine
culturs]

= Selective reporting of antibictic susceptibility
results: [i.e. suppressing brosd spectrum




Strategy #6: De-escalate Antibiotic MG
Treatment for UTI and Pneumonia =

i » De-escalation quick

&  Review HME site reports (hard copy distributed at collaborative

wide meaeatings and live reports available daily via the HMS data reference guide for

=ntry system) for the following
= Antibiotic treatmeant regimens for UTI and CAP/HCAR

=  Discharge antibiotics pharmaCiStS

= Patients with megative culture for MARSA and on MASA
COVETAEE

= Patients with negative culturs for Fsewvdomonas and on o Antibiotic indications for

Examples from Intermountzin Health for Pharmacist-driven tools

° ai? ; mwm pharmaCiStS

[Appendix O)

* Antibiotic Time Out
%ﬁi}tiprﬁhaml =t al- The Role of Megative Methicillin-Resistant CheCkliSt

5t3 coCcus aureus Masal Surveillance Swabs in Predicting the
Meed for Empiric Vancomycin Therapy. Open Forum Infect Dis
2017,
= among 11,441 1CU patients, a negative nasal MREA
surveillance swab had an NPV of 35.4%
& Labell= &) et al. & companson of culture-positive and culturse-
negative health-care-associated pneurnonis. Chest 20100
= For iCU and non-ICU HCAP patients, those that had 2
negative culture had lower severity of illness, hospital
meortality, and hospital length of stay compared with
thosze with & positive culture
- Buckel Wi et 2l. Brosd- wersus Marrow-5pectrum Oral Antibiotic
Transition and Outcomes in Health Care—associsted Pneumaonia.
A Am Throroo Soc 2047,
=  Retrospective review of patients admitted with HCAP and
negative culture, imitizlly trested with broad-spectrum
antibiotics (anti-MREA andSor anti-Pssudomaonos activity)




Strategy #6: De-escalate Antibiotic
Treatment for UTI and Pneumonia B

O

Antibiotic Time-Out Checklist

ANTIBIOTIC TIME-OUT CHECELIST

Probiems which inifially begin as sympboms [ ., dyspnes] should be updated to diagnoses

|5, community-acquired preumonin, scute on chronic systolic hesrt Ssilure].
15 the ciagmcesis still infectious” Bacterinl, fungnl, viral®
If the: profiem is na Knger thought to be cue to an infection, op antbiotics.

I culture results have retormed, de-ssesinte to the namowest effective snsiniotic
¥ cukture results are negative, the patient is improving, and the patient was on broad-

Prompts the e —
questions needg+= : T T T R T
review during y Suggeste.d Use gf the Tool .
Abx Time Ol  Utilize as a checklist during pharmacist rounds
 Print poster size version and post in work rooms

Wiake sure you consider the type of infection, route of administration, renal and hepatic

In the discharge surmmary, you should also include total planned amtibictic duration
[imcussing stk and plsnmen shop devtes)




Strategy #6: De-escalate Antibiotic HMS

MICHIGAN HOSPITAL

Treatment for UTI and Pneumonia

De-escalation Quick Reference Guide for Pharmacists

De-escalation

< Intermountain:

This quick reference guide desaibes the process of antibiotic de-escalation in patients with positive
bacterial cultures. This guide is not intended for vse in patients on empiric antibiotics with negative
bacterial cultures. This 6-step process enswres that patients recelve the narrowest-spec trum antibiotic to

. treat the infection.
Defines de- 3 whats dcaton
.
N
escalation N e e AT e

best option for treatmenit of the patient’s Infection. De-escalation & when we avidintics wihan cificaby toaiad can
switch 10 & narrower-spectrum amtibiotic to target the causstive pathogenisi et advarsa raactions ancrados
Werrified on cutiure, wnibiticraskinc

@ What s my role in de-escalation?
Every day, review all patients on broad-spectrum antiblotics In your patient
care area and Mentify those with positive aultures, Revlew these patients using Tha goal of ikl
the 6-step process cutlined In this guide to determine whether a narrower M:::l .
antiblatic woukd optimize therapy, If you fesl a changa In therapy Is nesded, = otk — E h h
wark with the prescribing provider and recommend an alternate therapy. mp aSlzeS t e

This process Is designed for patients with positive auftures anly! . .
23 wnaths the procs? pharmacists role in

For eery patient on broad-spectrum antibiotics with & postive auture, ravies - de—escalation

the 6-steps 1o deterrine whether de-escalation & appropriste,

Details 6 steps to
determine whether
de-escalation is
appropriate

ol
conphatal E

—_—




How to Use the HMS
Antimicrobial Use Toolkit

» Toolkit covers multiple problem areas

» Select tools that fit your organizations needs and
addresses your hospital specific problem areas

» This toolkit is a live document and will continually be
updated as new tools/interventions are developed

o If you have tools to be added to the toolkit please contact
hospmedqi@umich.edu

» Hospital specific examples will be added over time



mailto:hospmedqi@umich.edu

How to Access the HMS
AntimiCI'Obial Use T()Olklt o

» Toolkit available on the HMS website
o http://mi-hms.org/hms-antibiotic-toolkit

e Formats
o PDF Version (print, email, etc)

o Electronic version (mobile friendly)

» Option on HMS website to add hospital logo for
select tools

o http://mi-hms.org/resources/hms-quality-initiative-
toolkits/hms-antimicrobial-toolkit



http://mi-hms.org/hms-antibiotic-toolkit
http://mi-hms.org/resources/hms-quality-initiative-toolkits/hms-antimicrobial-toolkit

How to Access the HMS
AntlmlcrOb]al Use Toolklt T

About HMS

IS Highlights HMS Antimicrobial Toolkit
For Members Click Here to Access the HMS Antimicrobial Toolkit
Quality Initiatives For Healthcare Professionals

Resources

HMS Qualiy Initiative Toolkits HMS Antibiotic Toolkit

HMS Antimicrobial Toolkit

TIER 1: GLOBAL STRATEGIES TO IMPROVE ANTIMICROBIAL USE

HMS PICC Toolkit Recommendations - Click on a recommendation below to view their Background, Rationale

HMS VTE Toolkit and Suggested Implementation Strategies, Resources & Tools, and References
; _ e
- Convene a Workgroup to Focus on Tier 1 Strategies
Initiative Related Web Resources rkgroup - Select a
- Develop and Share Institutional Guidelines for UTI and Pneumonia strategy for
Articles of Interest
= Integrate and Operationalize Institutional Guidelines for UTI and Pn% the
- Reduce Duration of Antibiotic Treatment for Uncomplicated CAP to p Days resources,
+ Reduce Testing and Treatment of Asymptomatic Bacteriuria (ASB) tools &
- De-escalate Antibiotic Treatment for UTI and Pneumonia references




» Step 1:
o Convene workgroup
» Step 2:
o Review HMS data to determine
opportunities for improvement
» Step 3:
o Iflocal guidelines exist,

compare guidelines and make
modifications, if necessary

o If no local guidelines, develop
institution guidelines

» Step 4:

o Select 2 tools to implement

Next Steps- How to Get Started

HMS

MICHIGAN HOSPITAL
MEDICINE SAFETY CONSORTIUM

O

HMS Antimicrobial Use Toolkit: How to Get Started

Step 1:

Convene H M S

workgroup R T
LT LT

|

Step 2: Review HMS
data to determine

opportunities for
improvement

}

Question:
Does your hospital have a
guideline for the treatment of
patients with Community- |

Yes Acquired Pneumonia (CAP) and No
l uTI? l
Step 3 Step 3:

Develop institutional guidelines,
locally-adapted from national and
HM S guidelines, for treatment of

Compare guideline to
Mational/HMS guidelines and
make modifications, if

necessary CAP and UTI
[ |
Step 4:
Select 2 tools to implement during

the next year to address
opportunities for improvement

during the next year
*Resource pbrovided in toolkit




Thank You! EM>

O

» We would like to thank the following individuals for their

support in developing this toolkit

o Sarah Bloemers

o Tawny Apsley

o Jennifer Minock

o Valerie Vaughn

o Danny Nielsen

o Anna Conlon

o McLaren Lapeer

o St. Joseph Mercy Health System
o Beaumont Farmington Hills
®
®

Intermountain Health
Members of the data, design and publications committee

» We could not have launched the toolkit without you!




Questions?




