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Long-Term Care Facility # Acute Care Hospital
— Emphasis on home-like environment
— Residents with increasingly higher acuity levels
— Social activities (groups, common areas)
— Preserve functional status
— Limited research
— Constrained resources

— Diagnostic uncertainties
* May not have labs on site nor access to specific tests
* Residents with dementia may be difficult to assess

Emerging Infectious Diseases

Vol. 7, No. 2, March-April 2001




SHEA/fAPIC G TUIDELIMNE

SHEA/ APIC Guideline: Infection Prevention and Control
in the Long-Term Care Facility

July 2008
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Long- Term Care FaC|I|t|es

1.6 million — 3.8 million infections each year
(one of most frequent cause for transfer to
hospital)

— Endemic such as urinary tract and respiratory
infections

— Outbreaks including influenza and norovirus

Risk of healthcare-associated infections (HAIs)
approaches acute care



Antibiotics in Nursing Homes

Over 4 million Americans are admitted or reside in
nursing homes/year

— About 1.4 million reside in nursing homes (LTCF)
— Over 3 million admitted for short stays each year

Antibiotics most frequently prescribed med in
nursing homes

Up to 70% of residents receive 1 or more courses of
antibiotics per year

Roughly 40-75% of antibiotics are prescribed
incorrectly.



Cost-estimates of antibiotics
in nursing homes range from

38 million «
$'| 37 million

per year.

CDC website

In nursing homes with
higher antibiotic use,

even residents
who do
not receive
antibiotics are

at increased risk

of indirect antibiotic-related
harms due to the spread
of resistant bacteria
or C. difficile germs from
other patients.?

Residents in nursing
homes with higher

antibiotic use have a

24%

increased risk
of antibiotic-related harm.2




Problems with Antibiotics

Adverse Drug Reactions

Multldrug Resistant
f) rganisms

C Difficile Infection
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ANTIBIOTIC IIESIS'IINBE TIIIIEAI'S ,,
inthe United States, 2013

Clostridium difficile
Carbapenem-resistant Enterobacteriaceae (CRE)

Drug-resistant Neisseria gc:na.rrh::reae

Multidrug-resistant Acinetobacter

Drug-resistant Campylobacter

Fluconazole-resistant Candida (a fungus)

Extended spectrum B-lactamase producing Enterobacteriaceae (ESBLs)
Vancomycin-resistant Enterococcus (VRE)

Multidrug-resistant Pseudomonas aeruginosa

Drug-resistant Mon-typhoidal Salmonella

Drug-resistant Salmonella Typhi

Drug-resistant Shigella

Methicillin-resistant Staphylococcus aureus (MRSA)

Drug-resistant Streptococcus pneumoniae

Drug-resistant tuberculosis

Vancomycin-resistant Staphylococcus aureus (VRSA)
Erythromycin-resistant Group A Streptococcus
Clindamycin-resistant Group B Streptococcus




Growing complexity in the nursing
home resident population

1 Increasing post-acute care

population
* Growing medical complexity
andcareneeds = |[mamms N
* Increasing exposure to devices, community-based Acute care
wounds and antibiotics care
1 Dynamic movement across /
healthcare settings w (i
1 High prevalence of multidrug- A LR FaEy
resistant organisms i —



Inter-facility Infection Control Transfer Form
This form must be filled out for transter to accepting facility with information communicated prior to or with transfer
Please attach copies of latest culture reports with susceptibilities if available
Sending Healthcare Facility:
Patient/Resident Last Name First Name Date of Birth Medical Record Number
/ /

Name/Address of Sending Facility Sending Unit Sending Facility phone

Sending Facility Contacts PHONE E-mail
Case Manager/Admin/SW
Infection Prevention

Is the patient currently in isolation? oNO oYES
Type of Isolation (check all that apply) 0 Contact © Droplet 0O Airborne 0O Other:

Does patient currently have an infection, colonization OR a history of positive culture of Colonization Active infection
a multidrug-resistant organism (MDRO) or other organism of epidemiclogical or history on Treatment
significance? Check if YES Check if YES
Methicillin-resistant Staphylococcus aureus (MRSA)

Vancomyein-resistant Enterococcus (VRE)

Clostridium difficile

Acinetobacter, multidrug-resistant®

E coli, Klebsiella, Proteus ete. w/Extended Spectrum B-Lactamase (ESBL)*
Carbapenemase resistant Enterobacteriaceae (CRE)*

Other:

Does the patient/resident currently have arar of the following?

D(_‘{Jugh Or requires suctioning Central line/PICC (Approx. date inserted [/ |
[IDiarrhea ] Hemodialysis catheter

(CJvomiting (] Urinary catheter {Approx. date inserted __ /|
[incontinent of urine or stool ] Suprapubie catheter

[1Open wounds or wounds requiring dressing change [] Percutaneous gastrostomy tube

[JDrainage (source) (] Tracheostomy

Is the patient/resident currently on antibiotiecs? o NO o YES:
Antibiotic and dose Treatment for: Start date Anticipated stop date

Vaccine Date administered (If | Lot and Brand (If Year administered Does Patient self report
known) known) (If exact date not receiving vaecine?

known)
Influenza (seasonal ) o yes
Prneumococcal o yes
Other: o yes




Original Investigation | LESS IS MORE
Variability in Antibiotic Use Across Nursing Homes
and the Risk of Antibiotic-Related Adverse Outcomes

for Individual Residents

Mick Damneman, MD, MSc; Susan E. Bronskill, PhD; Andrea Gruneir, PhD; Alice M. NMewmian, MSc;
Hadas D. Fischer, MD, M5C; Paula A. Rochon, MD, MPH: Geoffrey M. Anderson, MD, PRD; Chaim M. Bell, MD, PhD

Figure. ¥ariability of Antibiotic Use (per 1000 Resident-days) Across Ontario Mursing Homes
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Onitaric Mursing Homes by Location and Tertile of Antibiatic Use (n=607)

The 607 Ontario mursing homes are presented by location {urban or rural) and tertile of antibiotic use Chigh. medium, or low). JAMA irvtern Med, 2015-175(8):1331-1339




Original Investigation | LESS IS MORE

Variability in Antibiotic Use Across Nursing Homes
and the Risk of Antibiotic-Related Adverse Outcomes

for Individual Residents

Mick Damneman, MD, MSc; Susan E. Bronskill, PhD: Andrea Gruneir, PhD: Alice M. Messmian, MSc:
Hadas D. Fischer, BD, M5C; Paula A. Rochon, MD, MPH: Geoffrey M. Anderson, MD, PRD; Chaim M. Bell, MD, PhD

e Antibiotic adverse events
— C difficile infections or diarrhea
— Multidrug resistant organisms
— Allergies
— Medication adverse events

e Adverse events (differences statistically significant -p<.001)
— Higher use homes (13.3%)
— Middle use (12.4%)
— Low use (11.4%)




Learning From No-Fault Treatment Injury Claims to

Improve the Safety of Older Patients

* |n primary care in New Zealand the leading
threat to safety in older patients was
medication, in particular, antibiotics.

 “To improve patients’ safety, we need to
reduce potentially inappropriate medication
use, especially for antibiotics, for which use
not only poses a risk to individuals but also to
society as a result of increasing antibiotic
resistance.”

Ann Fam Med 2015,13:472-474. doi: 10.1370Vatm. 1810




The British bacteriologist Alexander
Fleming, urged caution; in a 1945
FLEMING interview with The New York Times,
Fleming warned that misuse of
penicillin could lead to the
propagation of mutant forms of
bacteria that would resist the new
miracle drug.




Effects of Excessive Antibiotic Use in Nursing Homes

Lona Mody, MD, M5c; Christopher Crnich, MD, PhD

Need a culture change that creates a sense
of urgency among staff about prescribing

JAMA Internal Medicine  August 2015 Volume 175, Number 8
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Summary of Core Elements for Antibiotic
Stewardship in Nursing Homes

Leadership commitment
Demonstrate support and commitment

to safe and appropriate antibiotic use in your
facility

Accountability

Identify physician, nursing and pharmacy leads
responsible for promoting and overseeing
antibiotic stewardship activities in your facility

Drug expertise

Establish access to consulant pharmacists or
other individuals with experience or training in
antibiotic stewardship for

your facility

Action
Implement at least one policy or practice to
improve antibiotic use

Tracking

Monitor at least one process measure of
antibiotic use and at least one outcome from
antibiotic use in your facility

Reporting

Provide regular feedback on antibiotic use and
resistance to prescribing clinicians, nursing staff
and other relevant staff

Education

Provide resources to clinicians, nursing staff,
residents and families about antibiotic resistance
and opportunities for improving antibiotic use

e CDC Website



Antibiotic Stewardship

Decreases antibiotic resistance, C. difficile infections, cost
Improves patient outcomes

First step in antibiotic stewardship is to promote
antibiotic BEST PRACTICES

— Support appropriate use of antibiotics

— All antibiotics should include dose, duration,
indication

— Get cultures first

— Take an ‘antibiotic timeout’ reassessing antibiotics
after 48-72 hours.

* CDC website



RESEARCH

ANOTHER SETTING FOR STEWARDSHIP: HIGH
RATE OF UNNECESSARY ANTIMICROBIAIL USE IN
A VETERANS AFFAIRS LONG-TERM CARE FACILITY

Retrospective chart review — 6 months
100 antimicrobial regimens randomly selected
160 bed skilled nursing facility

Results

— Forty-two percent of antimicrobial regimens were
entirely unnecessary.

— Most common reasons

* Treatment of asymptomatic bacteriuria or pyuria

* Treatment of other noninfectious or non bacterial
syndromes

JAGS 61:289-314, 2013




Most common infections treated with antibiotics in
nursing homes

@ Urinary Tract Infection 32%

s Respiratory Tract Infection 33%

u Skin and Soft Tissue Infection 12%

g Other 10%

a Undocumented 13%

u Source: Benoit et all. ) Am Geriatr
Soc. 2008 Nov;56(11):2039-44.




New Push to Stop Overuse of Antibiotics in Nursing Homes

Up to 75% of prescriptions are incorrect as heath officials open a new front in war on overuse

One of the biggest culprits, researchers say: misdiagnosed urinary tract infections. Only a
quarter to third of people In nursing homes who are diagnosed have actual symptoms,

according to several studies. Most have only vague symptoms like confusion or bacteria in

their urine that aren't actually causing an infection, says David Nace, director of long-

term care and flu programs at the University of Pittsburgh. UTIs are “the poster child of

Inappropriate antibiotic use,” he says.

THE WALL STREET JOURNAL.

Oct. 12, 2015




Inappropriate Treatment of
Urinary Tract Infections
Long Term Care

e Urinary tract infections
— Common infection in LTC.

— Common inappropriately treated infection in LTC .

* This is due to high prevalence of
asymptomatic bacteriuria.



Prudent Use of Antlblotlcs
in Long-Term Care )

" Residents with Suspected
UTIs

VIASSPRO




Asymptomatic Bacteriuria (ASB)

* Laboratory diagnosis

e Positive urine culture
— Colony count significant (> 10° cfu/mL)

* Absence of symptoms

Clinical Infectious Disease 2010;50:625-663



Pyuria

e Pyuria (> 10 WBC / high-power field) is evidence of
inflammation in the genitourinary tract

* In persons with neutropenia significant bacteriuria may
occur without pyuria

* Pyuria is commonly found with ASB
e Elderly institutionalized residents 90% e os cinvormnanss71ze0760
e Short-term (< 30 days) catheters 30-75% (arch im 2000;160:673-82)
* Long-term catheters 50-100% (aminfect control 1985;13:154-60)



Treatment for ASB Not Indicated

* Premenopausal, non pregnant women

* Diabetic women

* Older persons living in the community
e Elderly living in long term care facilities
e Persons with spinal cord injury

* Catheterized patients

CID2005;40:643-654



Treatment for ASB Indicated

* Pregnant women

— Increased risk for adverse outcomes

* Urologic interventions

* TURP

e Any urologic procedure with potential mucosal
bleeding



No Benefit Treating ASB in the Elderly

* Large long-term studies of ASB in pre and
postmenopausal women

— NO ADVERSE OUTCOMES if not treated

 Randomized studies (treatment vs. no treatment)
in elderly LTC residents

— NO BENEFIT to treatment
— No decreased rate of symptoms
— No improved survival

CiD2005;40:643-654

27



Table 2. Prevalence of asymptomatic bacteriuria in selected populations.

Population Prevalence, % Reference
Healthy, premenopausal women 1.0-5.0 [31]
Pregnant women 1.9-9.5 [31]
Postmenopausal women aged 50-70 years 2.8-8.6 [31]
Diabetic patients

Women 9.0-27 [32]

Men 0.7-11 [32]

derly persons in

Women [31]

Men [31]

Iderly persons in a long-term care facility

Women [27]

Men [27]
Patients with spinal cord injuries

Intermittent catheter use 23-89 [33]

Sphincterotomy and condom catheter in place 57 [34]
Patients undergoing hemodialysis 28 [28]
Patients with indwelling catheter use

Short-term 9-23 [35]

Long-term 100 [22]

® Age, =70 years.

IDSA Guidelines for Asymptomatic Bacteriuria * CID 2005:40 (1 March)



Change In Iviental Status: beliriumis)

D Drugs
Dementia

Discomfort

E Eyes, ears, environment
L Low oxygen states

| Infection

R Retention

| Ictal states

U Underhydration/nutrition
M Metabolic Causes

S Subdural hematoma

BEERS Criteria (e.g., anticholinergic,
benzodiazepines, hypnotics) OR dose change
Dementia Lewy bodies: Fluctuations in alertness
and attention

Pain, insomnia, depression

Sensory deprivation; vulnerability to environment
Myocardial infarction, stroke, pulmonary embolus
Pneumonia, sepsis, symptomatic UTI, cellulitis
Urinary retention, constipation

Seizure disorder

Dehydration

Low or high blood sugar, sodium abnormalities

Head trauma

Adapted from Saint Louis University Geriatric Evaluation Mnemonics
Tools

Screening



IDSA Recommendations

* Routine screening for and treatment of ASB in
older individuals in the community is not
recommended.

e Screening for and treatment of ASB in elderly
residents in LTCFs is not recommended.

CID2005;40:643-654

30



Infectious Diseases Society of America Guidelines
for the Diagnosis and Treatment of Asymptomatic
Bacteriuria in Adults

Lindsay E. Micolle," Suzanne Bradley’ Richard Colgan,’ James C. Rice,' Anthony Schaeffer,* and Thomas M. Hooton"

of

be based on results of culture of a urine specimen col-

lected in a manner that minimizes contamination (A-1I)
For asymptomatic women, bacteriuria is defined
onsecutive voided urine specimens with
of the same bacterial strain in quanti-
atch voided urine specimen with
olated in a quantitative count

mL identifies bacteriuria in men (B-

A single catheterized urine specimen with 1 bac-
terial spec

lated in a quantitative count
/mL identifies riuria in women or

not an indi
3.
riuria by urine culture at least once in early pregnancy,
1d they should be treated if the results are p
n

Clinical Infoctious Diseases 2005 40:643-54

i , B Ti

d screening of culture-negative women in
later pregnancy.
creening for and treatment of asymptomatic bac
teriuria before transurethral resection of the prostate is
recommended [A-])
. assessment for the presence of bacteriuria
should be obtained, so that results will be avail-
le to direct antimicrobial therapy prior to the
Antimicrobial therapy should be initiated shortly
before the proc (A-11).
Antimicrobial therap
after the procedure, unless an indwelling catheter
remains in plac

=N

in situ (A-[)

Antimicrobial treatment of asymptomatic wo
men with catheter-acquired bacteriuria that persists
48 h after indwelling catheter removal may be con-
sidered (B-1).

Clinical Infectious Disease 2005;40:643-654



American Geriatrics Society

= Choosing AGSE.

Professionals

= WISEIV Five Thlnegsn Physu:lans

An initiative of the ABIM Foundation and Patlents Shou Id Ouestlon

Don't use antimicrobials to treat bacteriuria in older adults unless

specific urinary tract symptoms are present.

Cohort studies have found no agverse outcomes for older men or women associated with asymptomatic bacteriuria. Antimicrobial reatment studies
for asymptomatic bacteriuria in older adults demonstrate no benefits and show increased adverse antimicrobial effects. Consensus criteria has

been developed to characterize the specific clinical symptoms that, when associated with bacteriuria, define urinary tract infection. Screening

for and treatment of asymptomatic hacteriuria s recommended before urologic procedures for which mucosal bleeding is anticipated.




AMDA — Dedicated to Long Term Care Medicine™

= Choosing & amda

| Wisel ’ Dedicated To Long Term Care Medicine
- y Five Things Physicians
An imitiative of the ABIM Foundation an d Patients S h ou I d Q u esti on

Don't obtain a urine culture unless there are clear signs and symptoms

that localize to the urinary tract.

Chronic asymptomatic bacteriuria is frequent in the LTC setting, with prevalence as high as 50%. A positive urine culture in the absence of localized
urinary tract infection (UTI) symptoms (i.¢., dysuria, frequency, urgency) is of limited value in identifying whether a patient’s symptoms are caused by
aUTI. Colonization (a positive bacterial culture without signs or symptoms of a localized UTI) is a common problem in LTC facilities that contributes to
the over-use of antibiotic therapy in this setting, leading to an increased risk of diarrhea, resistant organisms and infection due to Clostridium difficile.
An additional concern is that the finding of asymptomatic bacteriuria may lead to an erroneous assumption that a UTI is the cause of an acute change
of status, hence failing to detect or delaying the more timely detection of the patient’s more serious underlying problem. A patient with advanced
dementia may be unable to report urinary symptoms. In this situation, itis reasonable to obtain a urine culture if there are signs of systemic infection
such as fever (increase in temperature of equal to or greater than 2°F[11°C) from baseling) leukocytosis, or a left shift or chills in the absence of
additional symptoms (e.g., new cough) to suggest an alternative source of infection.




Preventing Unnecessary Use of
Antibiotics

 ASSESSMENT protocols

— Bacterial infection less likely if resident afebrile, CBC
normal, no signs/symptoms of focal infection

e SPECIFIC CRITERIA for initiating antibiotics

* OBSERVATION as a STANDARD MEDICAL PROCEDURE
— Monitoring protocols

* JAMDA 2010;11:537-539



When Antibiotics are Not Prescribed
(Monitoring Protocol)

Monitor vital signs for several days

Monitor for progression of symptoms or
change in clinical status

Encourage fluid intake

Consider alternate diagnosis for nonspecific
symptoms

If symptoms resolve, no further intervention

required
* Annals of LTC April 2012;20:23-29



ABCs for Diagnosing Urinary Tract Infection in Long Termn Care

Residemnt Mame: Diate,/ Tirme:

Murse: MOV NP PR

Dilagmosis of Urinary Tract Infection (UTI) 0 long term care resident requires climlcal signs and symptoms of
UTI and a positive culture.

Assessment: Clinical Signs and Symptoms of UTID

O CHECK HERE IF CRITERIA ARE MET FOR SIGHNS OR SYMPTOMS

Resident without indwelling catheter® Resident with indwelling catheter

O Acwte dysurla alone OR O Ar least one of the sympboms below
O Fewer + at least one of the symptoms below [new or Increassd)
{mew or Increased) OR
OIf me fewver, at least two of the symptoms
below (new or Increased)
O Urgency
O Frequency
O Suprapublc pain
O Gross hematuria

O Costowvertebral amngle (CWAY pain
or tenderness O fcute hematuria

O Urinary Incontinence O Malalse or lethargy with no other cause Massachusetts Coalition
k'%ﬁmn;ﬁlim’;‘ntn? ﬁh‘mgtmnﬂmmj ) L - for the -
Prevention of Medical Errors

Blood Pressure Pulse Temperature Fesplratory Rate

O Fewer

O Costowertebral angle (CWAY palm
or tenderness

O Rigors (shaking chills)

O Creliriuam

O Flank paln (back, side palm)

O Pelvic discomfort

O Fewver {oral > IO or any site > 2% sbowve baseiine or repeated oral > 99% 7 rectal =959.5%)

Bacteria (Order urinalysis and culture & sensitivity if abowve criteria are met) Massachusetts

Collect clean wvolded specimen If possible; Im and cwt catheter If necessary. For residemts with chronic indweiling .
Foley catheter, change catheter; send urine obtalined from new catheber Pa rtne rSh | p

Comnslder CEC, BMP If clinically indicated (eg.. lkethargy, fewer) The presence of an elevated "WEBC count suggests .
Infection, with or without a fever. = COl Ia borat|ve:

Urinalysis Culture and sensitivity I .
mproving

MNitrite O Positive [OMegatiee O Posidve urine culbure:
Clean catch specimen: = 106 cfuy/miL with = 2 organisms Antl biotlc
Catheterized specimen {stralght cath or newly placed

Pyuria O > 10 WEC urinalysis Indwelling cath): = 10 cfu/milL with = 1 organism S wa r.d S h | p fo r
O Megatihve urine culbure

Leukocyte esterase [ Positive O Megabhee




Care Plan

[0 Review for treatment with antibiotics
Criteria met for UTI symptoms AND >

positive urine culture L1 Manitar vital signs

O Monitor fluid intake and increase if indicated

Criteria not met for UTI symptoms O Review for alternate diagnosis
{with or without a positive urine é O Monitor vital signs and symptoms

culture) [1 Monitor fluid intake and increase if indicated

[0 Re-evaluate if abowve criteria for symptomatic
UTI emerge

AT ANY POINT, re-evaluate and review with MD/NP/PA, If symptoms progress or if the resident has any
of the following: Fever > 100.5° F, heart rate > 100 or < 50, RR > 28/min or < 10/min, BP < 90 or > 200
systolic, oxygen saturation < 90%, finger stick glucose < 70 or > 300, unable to eat or drink.

Prior to treatment consider review:

Advance directives for limiting treatment (especially antibiotics): ONG OYES
Medication Allergies: ONO OYES
The resident is on warfarin (Coumadin) OND OYES

Possible causes for mental status changes include:

Constipation = Infections such as pneumonia
Pain = Hypo/hyperglycemia
Dehydration = Urinary retention

Medication or dose change = Environmental triggers

= Hypoxia
e

NOTES




Clinician Education Sheet

Mazs. Infe: " Do Mot Test, Do Not Treat Asymptomatic Bacteriuria'

Proparad for Massz

Criteria for Urine Testing

0O Acute dysuria alone OR
[Fever + at least one of the symptoms
below (new or Increased) OR
at least two of the symptoms
ed)

High Prevalence of Asymptomatic Bacteriuria

1zed In mary sidar

* Be mindful
ance of
ymptomatic
bacteriuria
k other

1At least one of the symptoms below
{new or Increased)

CID199D; 173ES




Resident/Family Brochure

Adapted by the
Massachusetts Infection Prevention Partnership®

e {0t the
Prevention of Medical E G
$SCCIATION

Massachusetts Coalition {9

Taking antibiotics when you don’t need
them is like leaving the lights on all the time.

The lights may burn out, leaving you in the
dark when you most need them.

If you use antibiotics when you don’t
need them, they may not work when you
get sick.

Read more inside...

Antibiotics: Powerful Drugs, But Only When
Used For The Right Reasons.

Antibiotic drugs are strong medicine that can save lives
when used appropriately to treat bacterial infections.
Overuse of antibiotics can cause problems for individuals
and for the health of the community. It is important for
us all that these powerful drugs are used only when they
can help, so they will work when we really need them.

Overusing Antibiotics Can Cause Problems.

How can antlblotlcs hurt you?

Antibiotic drugs can save lives but using antibiotics can
cause problems too. Older people have more side effects
from medicines, which can cause problems all over the body.

Cause nausea and vomiting.

Cause diarrhea, including the kind due to C. difficile that can
lead to severe symptoms.

Cause rash or other allergic reactions.

Harm your Kidneys.

Create bacteria that are resistant to antibiotics.

What Is “antlblotic resistance”?

Antibiotics normally work by Killing germs called bacteria.
Sometimes not all of the germs are killed. The strongest ones
are left to grow and spread. A person can get sick again, and
this time the germs are harder to Kill because the antibiotics
no longer work. This is called resistance and makes some
infections very hard to control.

Resistance can make you sick longer, and need more doctor
visits and drugs that are even stronger. The more often you
use an antibiotic, the greater the chance that the germs will
become resistant.




Preliminary Data

Results: Cdiff, UTI, urine culture
rates

' Continuing Facility New Facility 2™
1st Collaborative 2nd Collaborative Collaborative
Measure, IRR (95% ClI) Experience (n=17) Experience (n=12) Experience (n=13)

C. difficile IRR 0.55 (0.39 - 0.78) 0.85 (0.45 - 1.68) 0.64 (0.33 - 1.28)
Urinary Tract Infection IRR 0.67 (0.59 - 0.76) 0.42 (0.35- 0.50) 0.66 (0.56 - 0.77)

Urine Culture Rate IRR 0.73(0.66 - 0.79) 0.47 (0.42-0.52) 0.68 (0.62 - 0.75)




Y @DC

((’ Background: Impact of CAUTI./7#%

Most common type of healthcare-associated
infection

— > 30% of HAIs reported to NHSN

— Estimated > 560,000 nosocomial UTIs annually
Increased morbidity & mortality

— Estimated 13,000 attributable deaths annually
— Leading cause of secondary BSI with ~10% mortality

Excess length of stay —2-4 days
Increased cost — $0.4-0.5 billion per year nationally
Unnecessary antimicrobial use

Hidron Al et al. ICHE 2008;29:996-1011 Givens CD, Wenzel RP. J Urol 1980;124:646-8

Klevens RM et al. Pub Health Rep 2007;122:160-6 Green MS et al. J Infect Dis 1982;145:667-72

Weinstein MP et al. Clin Infect Dis 1997;24:584-602 Foxman B. Am J Med 2002;113:5S-13S
Cope Metal. Clin Infect Dis 2009;48:11828  ~~ SaintS. Am J Infect Control 2000;28:68-75




([
Background: Urinary
Catheter Use

« 15-25% of hospitalized patients

* | 9-10% (75,000-150,000) NR residents |
Often placed for inappropriate indications

 Physicians frequently unaware

* In arecent survey of U.S. hospitals:
— > 50% did not monitor which patients catheterized
— 75% did not monitor duration and/or discontinuation

(/77 ’
/

DC

Weinstein JW et al. ICHE 1999;20:543-8 Munasinghe RL et al. ICHE 2001;22:647-9
Warren JW et al. Arch Intern Med 1989;149:1535-7 Saint S et al. Am J Med 2000;109:476-80
P Bzon SR etal.J Am Genatr Soc 2008;56:2039-44 -~ JainPet ?I._iArct) Intern Med 1985;155:1425-9
" Rogers MAetal JAm Genatr Soc 2008;56:854-61 Saint S. et al. Clin Infect Dis 2008:46:243-50




Enhancing Resident Safety by Preventing
Healthcare- Associated Infection: A National
Initiative to Reduce Catheter-Associated Urinary
Tract Infections in Nursing Homes

Lona Mody,'” Jennifer Meddings.™® Barbara 5. Edson.” Sara E. McMamara,” Barbara W. Traummer.*” NMimalie D. Swone.?
Sarah L Krein,®? and Sanjay Saint™30

Table 1. CAUTI Clinical Component®

Catheter free, catheters in any resident should be assessed for necessity; remaove the catheter if there is no appropriate indication for use;
BVENy resident deserves a chance to be "catheter free” and “infection frea”.

Aseptic insertion of indwelling catheters, with hand hygiene before and &fter every residant contact, and bamir precautions (gloves and
gowns| during assistance with acvities of daily Iiving (ADLs) (21).

Use of catheters only if indicated; routing assassment of cathater need (dally in short-stay residents, monthly in long-stay residants) should
be conducted and alternatves should be considerad (such as intermitient catheterization, use of bladder scanner protocols to decrease
need for catheterization, and other noncatheter solutions to incantinence).

Training and mentorship of staff and family regarding catheter care is impartant, emphasizing the following points: keep the drainage bag
below the bladder, noviolations of & “closed” dreinage system and appropriate use and care of [eg bags, and managing “kinks” in tubing.

Incontinence care planning to address indrvidual resident challenges and solutions are important, including behaviorsl interventions such
a5 imed and prompited voiding and appropriate medical managemant

Clinical lntectious Diseases™  201561(1):86-34




Catheter Alert!

Indication for catheter:

Expected duration:

Physician Signature:
Date:




Most common infections treated with antibiotics in
nursing homes

@ Urinary Tract Infection 32%

s Respiratory Tract Infection 33%

u Skin and Soft Tissue Infection 12%

g Other 10%

a Undocumented 13%

u Source: Benoit et all. ) Am Geriatr
Soc. 2008 Nov;56(11):2039-44.




Not All Respiratory Infections
Require Antibiotics

* Upper respiratory infections
* Bronchitis without COPD

* Influenza without secondary
infection

* Annals Long Term Care 2012;20(4)



CDC: Many Flu Patients Still Getting Antibiotics at
Outpatient Clinics

— Researchers call for better education on what works and what doesn't

Presentation IDWeek 2015 meeting

* 14,487 patients with flu symptoms in
outpatient clinics during 2 flu seasons

— 42% given antibiotics
— 56% broad spectrum antibiotics

— 1/3 of the broad spectrum antibiotics given to
patients 50 and older

* Recommendation for delayed scripts



Delayed antibiotic prescribing strategies for respiratory

tract infections in primary care: pragmatic, factorial,
randomised controlled trial

 Little difference in symptom control between
strategies involving no prescription, immediate
prescription, or delayed prescription.

* Delayed prescriptions is likely to be associated
with fewer than 40% of patients using antibiotics.

 Complications occurred in about 2-3% of patients
given no antibiotic prescription compared with
1% of the delayed groups.

BMJ 2014:348:g1606 doi: 10.1136/omj.g1606 (Fublished & March 2014)



Antibiotics have NO EFFECT on viruses!




Outpatients with Acute Respiratory lliness Treated
with an Influenza Antiviral Medication or Antibiotics
During Influenza Season, US Flu VE Network, 2012-13

15 -

el

All patients High risk patients™ High risk patients, 52 days
since symptom onset

Proportion treated (%)

1 * Antibiotics limited to amoxicillin, amoxicillin-clavulanate, and azithromycin
~ Data from Havers, et al. CID 2014;59(6).774-82




Problems with Antibiotics

Adverse Drug Reactions

Multldrug Resistant
f) rganisms

C Difficile Infection
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Background: Epidemiology
Risk Factors

Antimicrobial exposure
Acquisition of C. difficile

Main modifiable risk
factors

* Underlying illness
* Immunosuppression
* Tube feeds

¢ GaStriC aCid SuppreSSion FDA Drug Safety Communication:

Clostridium difficile infection can be associated with stomach acid drugs known as
proton pump inhibitors (PPls) February 2012



ital Signs: Preventing Clostridium difficile Infections

* CDl increased past decade and more serious

* 94% related to health-care exposures are
potentially preventable by
— Reducing antibiotic use

— Interrupting patient to patient transmission.

* CDIs were reduced by 20% over 21 months in
71 hospitals participating in infection control
prevention.

arch 9, 2012 / 61{09);157-162



My Mother-in-Law

Admitted to rehab facility s/p surgery
Foley placed for unclear reasons

Foley removed after multiple requests but UA
and C&S sent for unclear reasons

Antibiotics initiated for positive urine culture
Antibiotics stopped after multiple requests
C difficile infection soon followed



Clostridium difficile Infection in Long-term Care
Facilities: A Call to Action for Antimicrobial

Stewardship

* Empowering midlevel providers to order C.
difficile tests based on clinical presentation

 Bundle approach with combination infection
control and antimicrobial management

e Contact (plus) precautions
* Treatment antibiotics
 Hand hygiene soap and water

e Effective terminal cleaning (1:1 hypochlorite
solution or 10% bleach)

* Antibiotic stewardship

Gliniuai Infectious Diseases”  2015:80(52}:572-6




decrease transmission of infections.



lgnaz Semmelwels,
1815-1865




Semmelwels

1840° s: General Hospital of Vienna
 Divided into two divisions, alternating
admissions every 24 hours:

— First Division: Doctors and medical
students

— Second Division: Midwives and their
students



The Intervention:
Hand scrub with chlorinated lime solution
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Hand Hygiene: Not a New Concept

Maternal Mortality due to Postpartum Infection
General Hospital, Vienna, Austria, 1841-1850

18
16 Hygiene Intervention
"
12

10

Maternal Mortality (%)

1841 1842 1843 1844 1845 1946 1847 1848 1849 1as0

MDs ~8-Midwives

~ Hand antisepsis reduces the frequency of patient infections ~

Adapted from: Hosp Epidemiol Infect Control, 2" Edition, 1999.

AWM wvv 9



lgnaz Semmelwels,
1815-1865




Hand Hygiene

* Overall compliance in observational studies is
40% (5-81%).

 Compliance usually highest among nurses and
lowest among physicians.

 Hand hygiene

— Hand washing with soap and water
— Use of alcohol based products



Major article

Effectiveness of a comprehensive hand hygiene program for reduction of infection
rates in a long-term care facility

Table 1
Summary of infection rate results

Infection type Preintervention Postintervention Statistical
rate - rate - analysis

Lower respiratory tract infections (Pennsylvania
Patient Safety Reporting System reportable)

Lower respiratory tract infections (McGeer)

Skin and soft-tissue infections (Pennsylvania Patient
Safety Reporting System reportable)

Skin and soft-tissue infections (McGeer)
Methicillin-resistant Staphylococcus aureus
Vancomycin-resistant enterococci
Clostridium difficile

Gastrointestinal

51 Schweon et ol [/ American Journal of Infection Control 41 {2013 39-44




Hand Hygiene
Education Education Education

* Educational programs Your 5 Moments

* Get staff involved
— Hand hygiene champions
— Secret shoppers
— Contests, posters

TOUCHING

APATIENT

* Empower residents
to ask if staff washed
their hands




Infectious Diseases 1900-1996

FIGURE 1. Crude death rate* for infectious diseases — United States, 190019967
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tAdapted from Armstron

the United States during the 20th century. JAMA 1999:281:61-6.

fAmerican Water Wo iation. Water chlorination principles and practices: 8WWEA manuoal
M20. Denver, Colorado: rrican Water Works Association, 1973,

MMWR July 30,1999



Preventing HAls Long-Term Care
Finding A Balance

* Vertical approach focuses on specific pathogens
— Active surveillance
— Contact precautions (colonized or infected with
specific organisms)
* Horizontal approach reduces risk for broad range
of infections
— Standard precautions
— Hand hygiene
— Antimicrobial stewardship
— Environmental cleaning and disinfection




Vertical Approach

CONTACT
PRECAUTIONS

BEFORE Entering BEFORE Leaving

Contact

Quick Care Foam

Preca Utlons Disinfect Hands ' Remove gown

Put on gown Remove gloves
(If clothes may come

In contact with patient

or environment)

Clean hands with Wear gloves when

cohol-based hand rub providing direct care
or soap and water Put on g|oves ) ‘ J Soap & Water
3¢ ‘\
".-. » \

Wash

Wear gown when
providing direct care




Adverse outcomes associated with contact precautions: A
review of the literature

Daniel J. Morgan, MD?, Daniel J. Diekema, MD, MSP, Kent Sepkowitz, MDS, and Eli M.
Perencewvich, MD, MSc@

e Less patient-health care worker contact
 More noninfectious adverse events

* |[ncreased symptoms of depression and
anxiety

* Decreased patient satisfaction with care

Am J Infect Control, 2009 March ; 37(2): 85-93,




Horizontal Transmission

USE STANDARD PRECAUTIONS FOR THE CARE OF ALL PATIENTS

STANDARD PRECAUTIONS APPLY TO: BLOOD#NON-INTACT SKIN®MUCOUS
MEMBRANES=ALL BODY FLUIDS, SECRETIONS AND EXCRETIONS EXCEPT SWEAT.

WASH HANDS WEAR GLOVES WEAR MASK WEAR GOWN SHARPS DISPOSAL
Wash hands properlyand ~ Wear gloves when handling  Wear 2 mask and eye Wear a gown to prolect skin  Disposa of syringes and other
thoroughly between patient  blood, body fluids, nonintact  prolection or face shield o and prevent soiling of gharps into 2 designated
contact and other contact skin or soiled items. Change  prolect mucous membranes  clothing when likelyto be  closad container. Da not
with body flulds or solled gloves between patients. of the eyes, nose, and mouth  splashed or sprayed. Wash  break or bend needles.
gquipmant. Wash hands alter removing  when likely to be splashed.  hands afler removing gown.

il




Original Investigation

A Targeted Infection Prevention Intervention

in Nursing Home Residents With Indwelling Devices
A Randomized Clinical Trial

e 12 Community based nursing homes

* Residents with urinary catheters and/or
feeding tubes

* [ntervention multimodal targeted infection
program
— Preemptive barrier precautions
— Active surveillance for MDROs and infections
— Staff education

JALEA Intern Med, 20015:175(5):T4-T23




Original Investigation

A Targeted Infection Prevention Intervention

in Nursing Home Residents With Indwelling Devices
A Randomized Clinical Trial

e Results (intervention homes vs. usual care
homes)

—23% reduction in MDRO prevalence among
residents with indwelling devices

—Significantly lower risk of MRSA
— Fewer clinically diagnosed CAUTIs.

JALEA Intern Med, 20015:175(5):T4-T23




Invited Commeantary

Revisiting Standard Precautions to Reduce

Antimicrobial Resistance in Nursing Homes

Mimalie D. Stome, MD, M5

* Preemptive use of barrier precautions reflects an
important shift in the use of gown and gloves
away from a pathogen-driven model to a
resident-centered model.

e Standard precautions address risk of transmission
during care activities for every person.

* |f gown and gloves are no longer associated with
MDRO, this intervention might not be as
stigmatizing to residents.

JAMA Internal Medicine May 2015 Volume 175, Murmber 5



Finding a Balance
Residents with MDRO (DPH MA)

 Standard Precautions
— Healthy

— Gloves/gowns used for contact with uncontrolled
secretions, pressure ulcers, draining wounds, stool
incontinence, ostomy bags.

* Contact Precautions

— Ill residents, or totally dependent, or ventilator-
dependent

— For those whose infected secretions or drainage
cannot be contained



Flu Outbreaks Long-Term Care

Vaccination main intervention
to prevent onset of infection
and complications.




CDC Says Flu Vaccine Should Be More Effective

This Season

 Seasonal flu vaccine offers best way to protect
oneself from getting the flu and spreading It to

others. Get )
vaccinated

6 MONTHS+

e Everyone 6 months of age and
older should get vaccinated
against the flu.




Mortality in US From Influenza

* Influenza and pneumonia are the 8% leading
cause of death among Americans (71" > 65

years)

e Greater than 90% of deaths due to influenza
are in those individuals older than 65 years



Efficacy of the Influenza Vaccine

« Among healthy adults, the vaccine is effective
(70%-90%) in preventing illness (as long as a
good match).

* Among the elderly

— It can prevent 30%-70% of hospitalizations due to
Influenza/pneumonia.

— It can reduce severe illness and complications by
60%.

— It can prevent death by up to 80%.



Vaccination

Healthcare professionals (HCP)who are not
vaccinated

— Can get influenza from contact with
infected residents or infected HCP

— Can spread the illness to others



How influenza spreads

Infectious 1 day B
prior to any problems- s
5-7 days after symptom: & - 2
begin.

Spread by droplet
Usually 3-6 feet. |



Flu Outbreaks

Stop the spread of germs that make you and others sick!




Interim Guidance for Influenza Outbreak Management in Long-Term Care

Facilities

 Before an outbreak provide influenza vaccine to all residents and health
care personnel (HCP)

 When influenza is in the community, conduct active daily surveillance
e Test suspected cases
* Confirmed or suspected influenza outbreak

Create line lists
Implement Standard and Droplet Precautions

Administer antiviral therapy to all confirmed or suspected residents
with influenza

Chemoprophylaxis for all other residents

Institute other measures to reduce transmission (limit large group
activities, limit visitation and exclude ill persons from visiting, exclude
ill HCP from working)

Administer flu vaccine to unvaccinated residents and HCP

CDC Website






Key Points

ANTIBIOTIC RESISTANCE is one of the world’s most pressing
public threats.

Inappropriate use of antibiotics in long-term care is
common.

Need a culture change that creates a sense of urgency
among staff about prescribing.

Antibiotic stewardship programs in long-term care can
decrease MDRO and C difficile infections.



Key Points

Routine screening for and treatment of asymptomatic
bacteriuria is not recommended in elderly residents in
LTCFs.

Treat only symptomatic urinary tract infections in the
elderly.

Many respiratory infections do not need antibiotics.

Clostridium difficile infections are on the rise and are
associated with increased mortality especially among the
elderly.



Key Points

 We need to find a balance between horizontal
and vertical approaches to preventing HAIs

* Influenza is associated with increased
morbidity and mortality in our elderly
population.

* GET YOUR FLU SHOT TODAVY!



