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BACKGROUND RESULTS

* Clostridium difficile infection (CDI) is an important cause of mortality and morbidity Ward 2: Ward antibiotic audit 17/10/2017 Ward 3: Ward antibiotic ucit 21/08/2017
d mOngSt hOSpitaI patient groups (1) . C. difficile Period of Increased Incidence (Pll). C. difficile Period of Increased Incidence (Pll).

Stop date Indication Appropriate use Compliance with
documented in  of microbiology = HEFTguidelines
notes

* Antimicrobial therapy is a significant risk factor for the development of CDI;
therefore NHS trusts must abide by strict antimicrobial stewardship (AMS) to meet
agreed local and national targets for CDI (2,3).

Percentage compliance

* A period of increased incidence (Pll) is defined as two or more new cases of CDI
(occurring >48 hours post admission) within a ward, diagnosed within 28 days (4).

Percentage compliance

Stop Date Indication Appropriate use Compliance with

At University Hospitals Birmingham (UHB), 5 wards with a recent Pll underwent a documented in - of microbiology HEFT guidelines

notes

Snapshot audit of antimicrobial prescribing within the affected clinical area. Audit component Audit component

Ward 4: Ward antibiotic audit 05/10/2017

Ward 18: Ward antibiotic audit 28/09/2017 C. difficile Period of Increased Incidence (PlIl).

C. difficile Period of Increased Incidence (Pll).

PURPOSE

- Conducting an audit in clinical areas with a PIl allows for the identification
of inappropriate antimicrobial prescribing, clinical improvement,
accountability, and the opportunity to improve practice and prevent further
CDI (4).

Percentage compliance
Percentage compliance

Stop Dates Indication Appropriate use of Compliance with
documented in microbiology HEFT guidelines
notes

Stop Date Indication Appropriate use Compliance with
documented in  of microbiology HEFT guidelines

notes
Audit component Audit component

METHODS

*Antimicrobial stewardship (AMS) was assessed using a Snapshot Audit tool.

Ward 22: Ward antibiotics audit 09/10/17
C. difficile Period of Increased Incidence (PlII).

RAG Rating Ward Comparison

* The Snapshot audit tool analysed AMS across 5 wards with a recent PII.

* Four outcomes were measured:
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1) The use of stop dates put in place during antibiotic prescribing.

Stop date Indication Appropriate use Compliance with

*2) Documentation of indication for antibiotic use in patient notes. documentedin  of microbiology  HEFT guidelines Ward2  Ward3  Ward18  Ward4  Ward 22

notes
Audit component Ward

*3) Appropriate use of microbiology samples.
' Trust Wide Avoidable/Unavoidable Toxin Positive Post 48hr C.Diff Cases

*4) Compliance with HEFT guidelines.
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Table 1: Measured outcomes from Snapshot Audit tool displayed as percentages. 1 56 g -
0 o’
| ) P
A Red Amber Green (RAG) rating was calculated for each ward. This is a _ g
. . L . 2 3 18 4 22 !
combined percentage of the four audited criteria, resulting in a Red (<70%), y y ” ” ” e
. RAG RATING 65%  98% 75%  58%  65% 4 .
Amber (70-90%) or Green (>90%) rating. - b :
STOP DATES 38%  90%  100%  25%  40% |

9
| Sep Ot Nov | Dec | Jan feb | Mar

DOCUMENTED INDICATION 90% 100%  100% 66% 100%

| 6
USE OF MICROBIOLOGY 70% 100% 40% 83% 50% ;. Na

Flgure 1: Audit Process COMPLIANCE 60% 100% 60% 53% 70% Apr May Jun ul Aug

WITH HEET GUIDELINES B Aoidable e Unavoidable e AwaitingTyping e @17/18Target  ~=16/17

Ward Ward Ward Ward Ward
2: 3: 4: 18: 22:
N=32 N=26 N=27 N=17

CONCLUSIONS

Inclusion Based on RAG ratings, 4 out of the 5 audited wards did not achieve trust targets, indicating need for improvements in AMS.

Criteria:
Total number of patients  Prescribed Focused antibiotic stewardship programs can contribute towards a decline in CDI outbreaks (5). Therefore staff members on wards rated amber/red should

identified as being located on | | Antibiotics (IV or undergo education to ensure AMS improves.

: . 1) duri
a”d:efl";’:rds' S;igsh‘ift”;idit_ There are further risk factors contributing to CDI which could also be audited to assess potential contribution: PPl use, IBD, gastrointestinal surgery,

* Located on ileostomy, steroid use, cleanliness, and hand washing (3).

;’[}jifefj‘j;rds Additional findings of note include a lack of documentation of CURB-65 to assess the severity of pneumonia (with CURB-65 score being important for

as a result of PII. severity rating, and resulting antibiotic choice). Lack of appropriate MC&S for suspected hospital acquired pneumonia for 2 patients. A patient with a
negative MC&S was continued on antibiotics for a UTI for 4 days following the negative results being available.
Total number of patients E’F‘)C':Sif’t" Cfterim Limitations included the use of a snapshot audit, across one day per ward, as well as the relatively small sample size.
¢ Fatient notes . . .
across 5 wards unavailable/ The snapshot audit should be repeated to check that recommendations have been implemented.
prescribed antibiotics: _ . .
N= 49 inaccessible . 80% of wards audited did not achieve expected AMS standards.
;:r?it(:;”;r'gaovtv?fhr 3 wards were rated red, 1 was rated =mber and 1 was rated green.
notes. It is likely that improved adherence to local AMS protocols would lead to reduced Pll incidence.

* Patient RECOMMENDATIONS:
7

discharged. . . ) . . e a . .
.IAntibiotic * Stop date and indication should be documented for every patient prescribed antibiotics, as per hospital policy.

indication not for * Appropriate microbiology samples should be sent for all patients where relevant, following national and trust guidelines.

Z?ﬁ'p?rctfzs '(aeg e UHB guidelines should be complied with in all prescriptions, unless advice has otherwise been sought from microbiology (in which case this should be

Total number of patients | 5|ADH). documented). Relevant staff should be reminded of where to find guidelines.

included: . . . .
N=42 * Results will be presented to local microbiology team in due course.

e Relevant wards should be re-audited to evaluate success of re-education.
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