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Table 2. Patient Outcomes

No ID Consult ID Consult Overall p-value
(N=32) (N=195) (N=227)
Clearance blood cultures <0.001
Unknown 1 2 3
No 5(16.1%) 2 (1%) 7 (3.1%)
Yes 26 (83.9%) 191 (99%) 217 (96.9%)
Transthoracic echocardiogram 0.014
Unknown 0 1 1
No 14 (43.8%) 45(23.20%) | 59(26.11%)
Yes 18 (56.2%) 149 (76.80%) = 167 (73.89%)
Transesophageal echocardiogram 0.005
Unknown 0 2 2
No 32 (100%) 154 (79.8%) = 186 (82.7%)
Yes 0 39 (20.2%) 39 (17.3%)
Antibiotic-related adverse event 0.550
Unknown 0 8 8
No 31 (96.9%) 183(97.9%) = 214 (97.7%)
Yes 1(3.12%) 4(2.1%) 5(2.3%)
In-hospital death 0.651
No 27 (84.4%) 158 (81%) 185 (81.5%)
Yes 5 (15.6%) 37 (19%) 42 (18.5%)
30-day mortality 0.643
Unknown 5 38 43
No 25 (92.6%) 149 (94.9%) 174 (94.6%)
Yes 2(7.4%) 8(5.1%) 10 (5.4%)
30-day readmission 0.402
Unknown 6 47 53
No 21 (80.8%) 108 (73%) 129 (74.1%)
Yes 5(19.2%) 40 (27%) 45 (25.9%)
Median duration of therapy — N/A 42 (3-59) 42 (3-59) N/A
endocarditis (range)
Median duration of therapy — no 14 (5-24) 14 (0-55) 14 (0-55) 0.444

endocarditis (range)
N/A, not applicable

(Table 2). There were no significant differences in in-hospital mortality,
30-day mortality, 30-day re-admission rate, or duration of anti-
Enterococcal antibiotics. Conclusions: These results support the conclu-
sion that patients with Enterococcal bacteremia who received IDC were
more likely to be managed according to currently recommended standards
of care. In this cohort, IDC did not have a statistically significant associ-
ation with differences in mortality, re-admission rate, or antibiotic dura-
tion. Patients with Enterococcal bacteremia are likely to benefit from IDC,
especially as they frequently have significant life-limiting co-morbidities
complicating their care. References: Vogel M, Schmitz RP, Hagel S,
Pletz MW, Gagelmann N, Scherag A, Schlattmann P, Brunkhorst FM.
Infectious disease consultation for Staphylococcus aureus bacteremia -
A systematic review and meta-analysis. ] Infect. 2016 Jan;72(1):19-28.
doi: 10.1016/j.jinf.2015.09.037. Epub 2015 Oct 9. PMID: 26453841.
Antimicrobial Stewardship & Healthcare Epidemiology 2025;5(Suppl. $2):s53-s54
doi:10.1017/ash.2025.258

Presentation Type:

Poster Presentation

Subject Category: Antibiotic Stewardship
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Background: In children, penicillin allergy labels (PALs) are pervasive and
persistent, despite linkage to suboptimal antibiotic selection with higher
risk of side effects, increased length of hospitalization, and increased risk
of harm throughout life. Up to 10% of children are labeled with PALs, yet
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over 95% tolerate the medication when tested. Parents might not always
know that PALs are over-reported or incorrectly diagnosed. We aimed
to examine parent and guardian perceptions of PALs and their attitudes
towards delabeling. Method: We invited all English and Spanish-speaking
parents of children presenting to two pediatric primary care locations in
the northeast U.S to participate in an online, investigator-developed sur-
vey. Survey recruitment was passive, with parents discovering the survey
through English and Spanish posters in the waiting and examination
rooms. The survey included an initial screening question to identify
whether a penicillin allergy was present. If the parent answered “yes,” they
were instructed to proceed with survey completion. The survey consisted of
32 questions (7 reaction history, 9 perceptions, 5 provider interaction, 4
general knowledge, 6 demographics and one open-ended). We used
descriptive statistics to analyze the data. Result: After screening, we
received 54 completed responses. Most respondents had a college degree
or higher (75%). When asked about the reaction, the majority occurred
in those < 2 years of life (55%); the predominant symptom reported
was rash (92%). Twenty-nine percent of patients were evaluated in an
urgent care or emergency room. Parents reported being very concerned
by the reaction to penicillin (79%). When asked if their child would have
a reaction if re-prescribed penicillin, none disagreed. Only 38% did not
think allergies were permanent. Most families had not been offered pen-
icillin testing (82%), although 67% expressed interest in the testing process,
and 64% planned to inquire about testing following our survey. The major-
ity (89%) would not agree to removing PALs without testing, citing fear
that the child would have an allergic reaction if given penicillin (60%)
and needing more information (25%) as the reasons for lack of agreement
with PAL removal without testing. Conclusion: Among this highly edu-
cated population, parents expressed concerns at the initial reaction, per-
ceived the reaction would reoccur with future penicillin use, and stated
interest in testing, but were reluctant to delabel from history alone.
Parents are untapped partners in delabeling; interventions are necessary
to enhance parental understanding of the impact of PALs and the potential
for delabeling with low-risk allergies.
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Background: Antimicrobial resistance (AMR) is a pressing global public
health issue, and the limited development of new antibiotics necessitates
robust Antimicrobial Stewardship Programs (ASP). As a global healthcare
leader, IHH Healthcare successfully implemented ASP across 80 hospitals
in seven countries (Singapore, Malaysia, India, Brunei, Hong Kong, China,
and Turkey), aligned with the Centre for Disease Control and Prevention
(CDC) Hospital ASP Core Elements, World Health Organization, and
national guidelines. Method: A three-phase ASP strategy was developed
following a crosswalk analysis of ASP practices across the seven countries
(See Table 1): Phase 1 (2023): ASP committee establishment, terms of
reference, and adoption of evidence-based guidelines. Phase 2 (2024):
Guideline compliance audits, antibiogram development, resistance pattern
monitoring, post-prescription audits, therapy optimization, and education.
Phase 3 (2025): Antimicrobial preauthorization, infection-based interven-
tions, and antimicrobial timeouts within 48-72 hours of initiation.
Quarterly ASP meetings facilitated progress tracking and shared learning.
Key metrics included guideline adherence, resistance trends, and antimi-
crobial utilization. Results: By 2023, all countries have established ASP
committees and adopted guidelines for infections and surgical prophylaxis
(see Table 2). In 2024, Phase 2 implementation (see Table 3) showed that:
Guideline compliance: Regular audits monitored antimicrobial use for
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Crosswalk Analysis of ASP practices across 7 count‘ IHH H

Hospital Leadership Y
Commitment

Accountability Y: N )t Y Y Y Y
Tracking Y: Y Y Y: Y Y; Y
Reporting iYi N Y: iYi Yi Y Y:

Prospective auditand
il Y N Y, Y N Y Y
Preauthorization N N N N Y Y Y

Treatment Guidelines
\'e N Y Y Y Y Y

Crosswalk Analysis of ASP practices across 7 count' IHH H

Interventions for CAP, Y
UTI, skin infections

Interventions for Sepsis Y N N N Y Y Y

Interventions forS.
aureus infection Y N N N Y Y Y

Stopping unnecessary
antimicrobial in new CDI Y N N N Y Y Y

Culture-proven
invasive infections U N N N Y Y Y

Review of OPAT Y N N N N Y N
Policy for
antlmlc-ro.blal Y N Y Y Y Y Y
prescribing
documentation

2025;5 Suppl 2 S55



SHEA Spring 2025 Abstracts

Crosswalk Analysis of ASP practices across 7 count' IHH H

Hong Kong Brunei Singapore Malaysia India Turkey
GHK GIPMC IHH SG IHH MY N (Gleneagles)| (Acibadem)
Antimicrobial timeout Y N Y N N Y N
Properassessment of
Y N N N N Y N

penicillinallergies

Pharmacy-based de-

escalation strategies Y N N N N Y N
Documentation of
indications for N N Y N Y Y: N
antimicrobials
Automatic changes
from IV to oral N N N N N N N
antimicrobial
Dose adjustments Vi N Y Y Y Y, Y
Dose optimization Yi N Y: Y Y: Y Y

Duplicative therapy alert

Time-sensitive automatic
stop orders.

Detection /prevention of
antimicrobial-related \ ¢ N \f Y Y Y Y
drug-druginteractions
Microbiology-led
interventions e.g.
susceptibility testing

Education to prescribers M N
and relevantstaff

Education as part of v N
prospectiveaudit

Educationto e.g.
e Y N Y v Y Y Y

Overall 90% 3% 63% 47% 73% 93% 73%

2023 Targets (Phase 1 implementation)

India
2024 | Hong Kong Brunei Singapore Malaysia China Turkey Hong Kong

Target GHK GJPMC IHH SG IHH MY GCOD i (Acibadem) GHK
(Gleneagles)

2023 Targets (Phase 1 implementation)

eSS
Committee SetUp With an appropri pr ional as the leaderto | 100% 100% 100% 100% 100% 100% 100% 100% 100%

coordinate the AMS programme

1. Each facility shall have up-to-date guidelinesfor common

infections and common procedures, based on

Phase 1B: Guideline Adoption : bAp: -based lines and
local/national susceptibility patterns, and reviewed regularly.  100% 100% 100% 100% 100% 100% 100% 100% 100%

2. Guidelines shouldtargetcommoninfections (Top 3—

Tri ), and target pi (Top3—

| Surgical Antimicrobial Prophylaxis) specificto the country.
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2024 Targets (Phase 2 implementation)

2024 Targets (Phase 2 implementation)

Target

2024 | HongKong Brunei Singapore Malaysia China Turkey Hong Kong

India

GHK GIPMC IHH SG IHH MY GCOD (Acibadem) GHK

Phase 2A Guideline Monitoring
|Compliance toguidelines shal be - 9 53 S 2
\momfored !hrox?gh audits, and nr'ay1‘ Evidence of 5 5 (Phase 1B)is
include appropriatensss of through regular audits, and may induds appropriaenessof 100% 100% 100% 100% 100% 100% 100% 100% 100%
lantimicrobial use, a5 well as antimicrobial use, as well as quantty, shortestefiective duration,
iquant'rtyand typesof ansmicrobial [YPES of antmicrobial use.
‘Phase 2A Educahcm fl. Paﬁenl X ials E.g. Given g
Workers(chson g P;“’“ed" e 100% 100% 100% 100% 100% 100% 100% 100% 100%
fresistanceis in place 2 Stafi/HCP Reguar oortmung educaton v
yeve | for post-Rx audits and
Phase 2B Post prescription reedbackwrth the following:
2udits &feedback: Established auditcrieria
[There is regularevaluatonand - Auditors 100% 100% 100% 100% 100% 100% 100% 100% 100%
isharing on antimicrobial use in Process/ sysemof daa collecton and fedback
|place. 2. Regular audits &
intervenbonsto Grgeedigtd(eblders
Phase 2B} ﬁ(’bl A/ggru% FfospllaTCounry policy protocd for developing, updating and
using 100% 100% 100% 100% 100% 100% 100% 100% 100%
\updaled regularfy 2. Evidence of monitoring resistance paterns
wﬂm e Hospnalenrypolwprobcd br monitoring key resistance
resistance organisms; Hospital the followi
equiredinfechons: List of definition of KRO and HAI g
}Monnqrmgof keyresistance ProeessofmonmnngofKROAnd HAls 100% 100% 100% 100% 100% 100% 100% 100% 100%
jorganisms and hospial acqired 2. Regular i and i fons to Brgeted
jinfections, relevantto the Etakeholders
|countryfhealthcare facility.
- HospitalCountrydeve poli I thatrequires =)
gdocument in the medical reoord or during order entry 3 doseand
PPhase 2B Therapy optimization: jndication for all antibiotics orders
|Antimicrobial therapyshallbe 2. Protocol for IV to PO ics to improve andior
loptimised with the following educe cost
/measures eg. documentston of 3. Evidence thatthe impactof actons is being monitored through
findications, automatcIV--Oral - Days of Therapy (DOTS) or Defined Daily Dose (DDDs) 100% | 100% 100% 100% 100% 100% 100% 100% 100%
swnchdose i dose 4. Dose optimzaty Ine: 1
icatve therapy  Pptimize the f organi ith reduced
|alertsand D pords e.g. foraminaghycosid
L. E. Regular reporting of therapy opmization i sons to
r{ k targeted stakeholders

2025 Targets (Phase 3 implementation)

e et

-/ Ensure thata svstem or process is in place for p h

ion of certain antimie ials, with criteria clearly defined and documented.

a team r ible for
2. Establish clear guidelines or criteriafor when preauthorization

Preauthorization: Measures for the

1. Provide education and training sessionsfor healthcare provide:

ing and approving preauthorization requests.
isrequired (e.g. specific antimicrobials, indications, duration).

3. Document the criteria for preauthorization in a written policy or guideline accessible to healthcare providers, updated regularly as needed.

+ Confirm that healthcare providers are aware of and adhere to the preauthorization process. 100%

rs on the preauthorization process, including how to submit requests and criteria for approval.

2. Implement reminders or prompts within electronic medical record systems to encourage compliance with preauthorization requirements.

Tract Infectlon, Skin and Soft Tissue Infection, Sepsis, C. difficile

Infection based intervention: 1. Develop evidence-based treatment algorithms or protocols for

Interventions tailor therapy to culture

2. Include recommendations for initialempiric therapy and subse:

v monitor p horizati nd to ensure i and effe

1. Establish a system for tracking preauthorization requests, approvals, denials, and reasonsfor denial.

2. Conduct regular audits or reviews of preauthorization activities e with blished criteriaand identify areas for improvement.

v blish Is or guidelines for tailoring antimicrobial therapy based on culture results for speaﬁc i (eg, C ity Acquired ia, Urinary

Aureus
common infections, considering local antimicrobial resistance patterns and guidelines (refer to Table 1 of

CDC Core Elements - Key opportunities to improve antibiotic use).

quent modificationsbased on culture and susceptibility results.

Infection, Skin and Soft Tissue Infection, e
Sepsis, C. difficle Infection, V Ensure that i are ed d on the Is and guidelines for infection-based inter i
staphylococcus Aureus Infection, should 1. Providetraining i d I materialson the use of infection-based intervention protocols to relevant healthcare providers, including physici: nurses, and
be put in place. pharmacists.
+ Monitor adherence toinfection-based intervention protocols and assess theirimpact on patient outcomes.
1. Track adherence to treatment protocols through chart reviews, electronic medical record audits, or quality improvement initiatives.
v ish a p | for ducti imid ial ti within 48-72 hours of therapy initiation.
Antimicrobial Timeouts: Review of 1. Develop a standardised process for reviewing antimicrobial therapy within the specified timeframe, includingwho conducts the review, what information is evaluated,
antimicrobials should be prompted and how decisionsare documented.
UGS LT R O EIRGE SV 2. Define criteria for determining whether antimicrobialtherapy should be inued, dified, or di: il d based on clinical response and microbiological data. 100%

the appropriateness of antimicrobial
ion.

1. Establish a schedule for periodic review and analysis of antimic

appropriateness, quantity, duration, and type, achieving full compliance
across facilities. Education: Comprehensive initiatives included patient
education on completing antibiotic regimens and continuous education
for healthcare professionals. Post-prescription audits: Standardized proto-
cols ensured systematic audits, with findings and targeted interventions
shared with stakeholders. Antibiogram and resistance monitoring:
Standardized antibiogram protocols monitored resistance patterns,

review to the appropri of

and imize therapy as needed.
robialtimeout data, such as quarterly meetings to targeted stakeholders

guiding treatment decisions and policy updates. A framework for tracking
key resistance organisms and hospital-acquired infections was also estab-
lished. Therapy optimization: Policies required prescribers to document
antibiotic doses and indications, while IV-to-oral conversion protocols
reduced costs and improved outcomes. Metrics like Days of Therapy
and Defined Daily Doses measured impact, with dose optimization
improving treatment for resistant organisms. Conclusion: IHH
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Healthcare is the first large international group to adopt and implement the
U.S. CDC ASP elements across its network of foreign hospitals. By utilizing
a phased approach, we have ensured consistent and effective implementa-
tion across diverse healthcare settings. To date, all 80 hospitals have suc-
cessfully completed Phase 2 of the program and are on track to achieve
Phase 3 milestones by 2025 (see Table 4). Early outcomes from this initia-
tive underscore the significant value of standardized ASPs in enhancing
patient safety, reducing AMR and fostering sustainable quality
improvement.
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Background: Multidrug resistance remains one of the top global health
threats and has been rising over recent decades, jeopardizing patient out-
comes and increasing healthcare costs. This underscores an urgent need to
design tools to optimize antibiotic prescribing to target these pathogens.
Antibiograms are an essential antimicrobial stewardship tool used to pro-
vide guidance for empiric antimicrobial selection and information on local
resistance. However, facility-level antibiograms are limited to individual
institutions and do not reflect regional variations in resistance. Previous
studies have demonstrated the feasibility and importance of generating
regional antibiograms to better inform regional infection prevention
and spearhead antimicrobial stewardship initiatives. Regional antibio-
grams also offer a valuable resource for community hospitals and health

Table 1: Characteristics of Contributing Flagship Hospital of each Healthcare System (Hospital A, Health
system E, Health system F)

Characteristics (n=3) n (%)

Hospital bed size

> 500 3 (100.0)
Patient population

Adults 3(100.0)

Pediatrics 0

Obstetrics 2(66.7)
Special patient populations

Bone marrow transplant 1(33.3)

Burn 1(33.3)

Cystic fibrosis 2(66.7)

Neonatal ICU 2(66.7)

Oncology/hematology 3(100.0)

Solid organ transplant 2(66.7)

Trauma 1(33.3)
Specialized ID services available 3(100.0)
Pri i ible for

ry
antibiograms

Microbiologist 3(100.0)
Epidemiologist 1(33.3)
ID physiciann 1(33.3)
Non-ID physician 1(33.3)
ID pharmacist 1(33.3)
F of ing new antibit
Every year 3(100.0)
Months of culture data used to generate
antibiograms
2 months* 3(100.0)

Specimen sources used to compile data
for antibiogram
Blood 3(100.0)

Cerebrospinal fluid 3(100.0)
Pleural fluid/bronchoalveolar lavage 3(100.0)
Sputum 3(100.0)
Urine 3(100.0)
Wound 2(66.7)
Stratify antibiograms by sample site (i.e., 1(33.3
separate urine antibiogram) (333)
Stratify antibiograms by hospital location 2(66.7)
(ICU, general wards, ED, etc.) .
Inclusion of ED isolates 1(33.3)
Inclusion of first only isolates 3(100.0)
Susceptibility platform used
MicroScan 1(33.3)
Vitek 2(66.7)
Fungal antibiogram available 1(33.3)
Using breakpoints established by Clinical and 3(100.0)

Laboratory Standards Institute
Which edition of the CLSI M100 are you

using for breakpoints?
Do you routinely adopt new/revised CLSI
breakpoints?

30™ Edition 2020 (66.7)
25! Edition 2015 (33.3)
Yes, on a case-by-case basis (33.3)
Yes, update once per year (33.3)

Yes, update with every revision (33.3)

*1 hospital pools 24 months of data to obtain > 30 isolates
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Table 2: Non-Susceptible Rates for Targeted Resistant Pathogens

Pathogen a Non-Susceptibility
Combination Antibiotic Susceptibility Rate Rates
Staphylococcus aureus Oxacillin 54.9% MRSA: 45.1%

Enterococcus faecalis . 95.8% VRE: 15.8%

Enterococcus faecium v 31.0% (557/3525)

Acinetobacter

baumannii/complex 53.3%

Citrobacter freundii 71.7%

Citrobacter koseri 99.6%

Enterobacter cloacae 74.8%

Escherichia coli 90.0%

Klebsiella aerogenes 78.0% Ceftriaxone-

Kiebsiella oxytoca Ceftriaxone 88.8% Resistant: 11.3%

Klebsiella pneumoniae 89.1% (2957126163)

Morganella morganii 84.0%

Proteus mirabilis 97.3%

Proteus vulgaris 50.0%

Providencia group 90.8%

Serratia marcescens 85.8%

Acinetobacter 9 CR-AB: 13.2%
| baumannii/complex Meropenem il 52/395

Citrobacter freundii 94.5%

Citrobacter koseri 100.0%

Enterobacter cloacae 97.3%

Escherichia coli 99.5%

Klebsiella aerogenes 92.7%

Klebsiella oxytoca 99.8% -E:

- o Meropenem > CRE: 1.1%
Klebsiella pneumoniae 98.9% (275/26004)
Morganella morganii 96.7%

Proteus mirabilis 100.0%
Proteus vulgaris 50.0%
Providencia group 97.1%
Serratia marcescens 97.2%
::;Zdigg‘;anas Meropenem 86.7% CR-PA: 13.3%

Table 3: Carbapenem-Resistance Rates in Hospitals with Restrictive vs Non-Restrictive Antimicrobial
Restrictions

Carbapenem- Gt . e
N > b p-value
1 I (n=8) Hospitals (n=2)
Species
CRAB 13.3% 0% _
CR-E 1.1% 1.0% 0.602
11.6% 19.6%
ER 25912242 118/602 <0.001
£ 5 £ 2 H ]
Gram Positive Organism 3 5 £ H 3 H 3
: 3 £ i H H g
& 8 £ 4 B H 2
s a S
9% 995% %597, 995% 7% 542%
363806625 662016625 60946008 607215008 430556008 624716625
Entorococcus fascalis 992% . 95.% 9.5% 99.6% . ,
2872/28% 2773/28% 2852/2896 2883/2896
14.6% 31.0% 97.3% 96.7%
1951620 o12i620 provire)
Figure 1: Gram-Positive Isolate Analysis
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Figure 2: Gram-Negative Isolate Analysis

centers with lower pathogen prevalence and limited access to infectious
diseases-trained personnel. This study aims to curate a regional antibio-
gram to analyze and understand antimicrobial susceptibility and resistance
patterns of targeted pathogens across Metro Atlanta. Methods: This
descriptive study aimed to evaluate antibiograms from multiple hospitals
across the Atlanta metropolitan area. In September 2019, flagship hospitals
of five different health-systems within metro Atlanta were surveyed using a
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