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Implementation of Antibiotic Stewardship Practices across All Hospitals, n=69

Mean (Responses to all stewardship questions)

Best Practice Alert (BPA) de-emphasizing empiric broad-spectrum coverage (where and therapy
Badge cards

Prior (l.e., requiring pre-appi 1) for anti drugs in setting of CAP

Hiding or suppression of urine culture results in some settings (1.e., a physician must call to obtain urine culture results)
Other two-step urine culture Initiative to reduce urine cultures in non-ED setting (i.e., holding urine specimens until there Is an order)

Other two-step urine culture Initiative to reduce urine cultures in ED (L.e., holding urine specimens until there is an order)

Prior (L., requiring pre-approval) for anti-MRSA drugs In setting of CAP

Tracked rates of anti-pseudomonal treatment in patients with CAP
Tracked rates of anti-MRSA treatment in patients with CAP

Prior authorization (L.e., requiring pre-approval) for anti-MRSA drugs prescribed for any indication
Framing urine culture results In test results (e.g., adding language about

Increasing/changing reflex urine culture cut-offs
Locally validated risk factors for MRSA and Pseudomonas in patients with CAP

Rejection of some urine cultures (e.g., based on squamous cells)

Prior (I.e., requiring pre-approval) for ant

drugs for any Indication

Speciic provider feedback on empiric broad-spectrum prescribing rates
Posters/signs
Removed reflex testing (urinalysis cutoff to send urine cultures)

Provide specific provider feedback for HMS fallout cases that tohave emplric broad-spectrum coverage
Physician feedback (or peer comparison) on ASB treatment or urine culturing
Daily pharmacy review of antibiotics for UTis

Requiring physician order to run urine cultures in ED

Respiratory culture results that specifically state that there is no Pseudomonas in a culture

culture results that tate that there is no MRSA in a culture
Added reflex testing (urinalysis cutoff to send urine cultures)

Audit and feedback (i.e., letters to physiclans after fallout review)

Antibiotic timeout which includes review of empiric broad-spectrum coverage

Emergency Department education on appropriate empiric antibiotic selection for CAP

Emergency Department order set with decision support de-emphasizing broad-spectrum antibiotics for CAP

Daily pharmacy review (prospective audit and feedback) for anti-pseudomonal antibiotics prescribed for any indication
Computerized Physician Order Entry/clinical decision support for when to use empiric broad spectrum antibiotics in CAP
Requiring indications in UA or Urine Culture

Daily pharmacy review (prospective audit and feedback) for anti-pseudomonal antibiotics in the setting of CAP
Removal/change in urine culture testing from any order sets

Review of fallout cases

Education de-emphasizing empiric broad-spectrum coverage (where and

therapy
Education on appropriate use of urine testing

Daily pharmacy review (prospective audit and feedback) for anti-MRSA antibiotics prescribed for any indication

Requiring an indication for use of ant

Daily pharmacy review (prospective audit and feedback) for anti-MRSA antibiotics in the setting of CAP

Requiring an indication for use of anti-MRSA antibiotics
Local guidelines regarding when to use empiric broad-spectrum coverage in CAP

Utilize MRSA nasal swabs to de-escalate anti-MRSA antibiotics
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@Implemented and Sustained  @Implemented but not Sustained

patient populations and fewer administrative barriers. Hospitals should
tailor ASP priorities to their local context, focusing on feasible and sus-
tainable interventions.
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US Adults’ Perspectives on Antibiotic Durations and Adherence to
Therapy for Bacterial Respiratory Infections
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Background: Calls within the clinical community for revising guidance on
the appropriate durations of antibiotic therapy (i.e., shorter is better) and
adherence (i.e., no longer advising to always finish a course), reflect impor-
tant gains in evidence-based prescribing. However, changing medical guid-
ance can have negative public effects (e.g., frustration, distrust, and
disengagement) when not communicated in ways that resonate with
patients. To inform efforts to effectively communicate evolving evidence
on appropriate antibiotic use, we examined US adults’ perceptions and
preferences regarding antibiotic durations and adherence. Methods:
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@TriedButunabletoimplement  [NeverDone  [INOT ANSWERED

From March to April 2024, we invited US adults, aged >18 years, to an
online survey about antibiotics. Question topics included durations of anti-
biotic therapy, adherence to a prescribed course of antibiotics, and dem-
ographic characteristics. Results: Table 1 shows the characteristics of
the 1,476 respondents [completion=89%]. Most respondents reported they
preferred to take a longer course of antibiotics (=7 days) than a shorter one
(3-5 days) for a bacterial respiratory infection (60.4% vs. 39.5%) and rated
longer courses as both safer and more effective (Table 2). In open-text
questions, respondents who preferred shorter courses described a general
aversion to medication and concerns about side effects and resistance,
whereas those who preferred longer courses saw them as familiar and a
‘better safe than sorry’ approach, associating longer durations with greater
efficacy. In addition, 88.4% of respondents agreed that ‘it is important to
always finish a prescribed course of antibiotics, even if you start to feel bet-
ter’ and had either been told this by a medical professional (76.3%) or seen
this guidance in a public health message (61.2%). Conversely, only 17.5%
said they had ever been told they could stop taking antibiotics early.
Preference for longer antibiotic courses was associated with older age,
trusting their doctor’s advice about antibiotic therapy durations, having
been told by their doctor to ‘always finish a course of antibiotics’, less worry
about antibiotic side effects, discomfort about potentially being asked by a
clinician to stop taking antibiotics when they start to feel better, and per-
ceiving the clinician suggesting that as less competent. Conclusions: Many
US adults prefer longer durations of antibiotic therapy for respiratory
infections than are likely necessary. Almost all survey respondents believed
it important to always finish a course and many were uncomfortable with
advice to the contrary. These findings highlight the need for evidence-
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based communication strategies for aligning US adults’ antibiotic duration
and adherence preferences with current guidance.
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Table 1. Respondent characteristics overall and by antibiotic course duration preferences.
Antibiotic duration preference
Prefer
shorter Prefer longer Total
(3-5 days) (27 days)
583 (39.5) 892 (60.5) 1475
Age in years Mean (SD) 48.3(17.7) 547 (17.7) 522 (17.9)
18-33 163 (28.0) 153 (17.2) 316 (21.4)
34-49 135(23.2) 185 (20.7) 320 (21.7)
50-64 141 (24.2) 194 (21.7) 335(22.7)
265 144 (24.7) 360 (40.4) 504 (34.2)
Gender identity Male 289 (49.6) 435 (48.8) 724 (49.1)
Female 287 (49.2) 451 (50.6) 738 (50.0)
(Missing) 7(1.2) 6(0.7) 13(0.9)
Racial/Ethnic identity Non-Hispanic White 148 (25.4) 297 (33.3) 445 (30.2)
Non-Hispanic Black 190 (32.6) 250 (28.0) 440 (29.8)
Hispanic 175 (30.0) 268 (30.0) 443 (30.0)
Any other Non-Hispanic
Identity 68 (11.7) 77 (8.6) 145 (9.8)
(Missing) 2(0.3) 0(0.0) 2(0.1)
US census region Northeast 97 (16.6) 158 (17.7) 255(17.3)
Midwest 112 (19.2) 184 (20.6) 296 (20.1)
South 233 (40.0) 342 (38.3) 575 (39.0)
West 137(23.5) 207 (23.2) 344 (23.3)
(Missing) 4(0.7) 1(0.1) 5(0.3)
Urbanicity Rural 149 (25.6) 239 (26.8) 388 (26.3)
Suburban 253 (43.4) 404 (45.3) 657 (44.5)
Urban 180 (30.9) 248 (27.8) 428 (29.0)
(Missing) 1(0.2) 1(0.1) 2(0.1)
Educational attainment High School or less 125 (21.4) 176 (19.7) 301 (20.4)
Some College or Trade 194 (33.3) 293 (32.8) 487 (33.0)
>Bachelors 263 (45.1) 422 (41.3) 685 (46.4)
(Missing) 1(0.2) 1(0.1) 2(0.1)
Total comorbidities 263 (45.1) 298 (33.4) 561 (38.0)
1 125 (21.4) 244 (27.4) 369 (25.0)
2 79 (13.6) 151 (16.9) 230 (15.6)
3 52(8.9) 95(10.7) 147 (10.0)
4 24 (4.1) 52(5.8) 76 (5.2)
25 40 (6.9) 52(5.8) 92 (6.2)
(Missing) 0(0.0) 0(0.0) 0(0.0)
Mean (SD) 1.4(2.1) 1.5(1.7) 1.5(1.8)
Note. Respondents” antibiotic duration preference categorized according to their response to the question “Which antibiotic course length would you
feel most comfortable taking for a bacterial respiratory infection (e.g., ia)? Short (3-5 days) vs. Long (>7 days)”

Table 2.
OR  95%Cls  Pvalue
NS 1833 ]
3449 117 082-166 395 —
3064 101 070-146 947 —_—
265 154 1.05-227 026 —
Gender identity ‘Male L]
Female 105 082-136 694 ——
Racial/Ethnic identity Non-Hispanic White L]
Non-Hispanic Black 099 071-139 973 —_—
Hispanic 110 080-153 545 ——
Any other identity 072 046-1.11 137 ——
US census region Northeast (]
Midwest 084 057-123 363 —_———
South 093 0.66—1.30 664 —_—
West 088 0.60-1.28 501 ————
Urbanicity Rural .
Suburban 109 0.81-146 560 —
Urban 099 072-137 966 —_——
Educational attainment <High school -
Some college or trade 0.79 0.57-1.10 166 —_——
Bachelors 081 058-112 201 —
‘Total comorbidities 097 090-1.03 324 b
Health literacy needs 112 1.00-126 063 ——
Subjective numeracy 108 097-120 150 o
Medical maximizing 104 096-112 378 o
Trust in Drs. Advice on Abx course durations 143 126-162 <001 ——
‘Worries about Abx side effects 088 081-096 005 -
Public message: Always finish Abx  No/unsure u
Yes, have heard this 099 077-127 933 ——
Dr. has said: Always finish Abx Nofunsure. L]
Yes, have heard this 139 1.04-186 027 —_—
Comfort with being told to stop Abx carly* 0.88 0.81-097 010 o=
Perceived competence of Dr. who says to stop Abx carly® 085 0.77-094  .001 -
Ever told to stop Abx early Notunsure ]
Yes, have heard this 063 045-087 005 ——
025 050 1 2 4
€ >
Likely prefer shorter course Likely prefer longer course
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Introduction: Community-acquired pneumonia (CAP) is the leading
infectious cause for hospitalization. Guidelines recommend use of a
macrolide antibiotic with a beta-lactam for coverage of atypical organisms;
however, data supporting macrolide coverage disproportionately include
patients with severe CAP. Debate remains regarding the benefit of
macrolide coverage among patients hospitalized with non-severe CAP.
Methods: We emulated a target trial to evaluate outcomes associated with
azithromycin use among patients hospitalized with non-severe CAP
between 7/2017 and 8/2024 across 69 hospitals in Michigan. Included
patients had an ICD-10 discharge diagnosis code of pneumonia, >2 signs
or symptoms of CAP, and radiographic findings. Patients with severe CAP,
risk factors for multi-drug-resistant organisms, those not started on stan-
dard CAP therapy with a narrow-spectrum beta-lactam with or without
azithromycin, or those initially receiving doxycycline were excluded.
Time zero was the time of first antibiotic administration on encounter
day 1 or 2. Groups receiving and not-receiving azithromycin were balanced
using inverse probability of treatment weighting (IPTW) assessed using
standardized mean differences (SMD). The primary outcome was time
to clinical stability. Secondary outcomes included intensive care unit
(ICU) transfer, 30-day rehospitalization, 30-day mortality, and protocol
deviation (i.e., azithromycin initiation after time zero [no-azithromycin
group], patients receiving <5 days of azithromycin [azithromycin group]).
We used the Cox model and multivariable Poisson regression for time-to-
event and binary outcomes, respectively. Based on point prevalence of
outcomes within our cohort, we were well powered to detect the demon-
strated relative differences in all outcomes. Results: Of the 59,698 patients
meeting criteria for pneumonia, 19,108 patients were included in the final
post-exclusion cohort. Of these, 93.7% (17,904/19,108) received
azithromycin on day 1 or 2 (median antibiotic duration 4.0 days [IQR
3,5]), while 6.3% (1,204/19,108) did not. After IPTW, groups receiving
and not-receiving azithromycin were well balanced (SMDs <0.1). After
adjustment, median time to clinical stability did not differ between the azi-
thromycin and no-azithromycin groups (3 vs 3 days; HR 1.01 [95%
confidence interval 0.97-1.14], p=0.74), nor did rate of ICU transfer
(0.9% vs 1.3%; HR 0.90 [0.51-1.62], p=0.73). Patients receiving azithromy-
cin had lower rates of 30-day rehospitalization (10.8% vs 15.3%, HR 0.69
[0.58-0.82], p<0.001) and 30-day mortality (2.3% vs. 4.0%; HR 0.70
[0.50-0.93), p=0.03). Protocol deviation occurred more commonly in
those initially receiving azithromycin (56.5% vs 11.1%; HR 1.58
[1.32-1.82], p<0.001). Conclusions: Addition of azithromycin to beta-
lactam therapy in patients hospitalized with CAP did not influence
short-term outcomes but may reduce 30-day rehospitalization and
mortality.
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Background: A comprehensive understanding of antimicrobial prescrib-
ing practices, requires antimicrobial stewardship (AMS) clinicians to assess
both the quantity and quality of antimicrobial prescribing. In Australia,
two national programs collect and analyse such data in the hospital setting;
the National Antimicrobial Utilisation Surveillance Program (NAUSP) a
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