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This presentation highlighted the core elements necessary to successfully implement an Antibiotic  

Stewardship program in a facility, whether it be an acute care, outpatient, or long term care facility.  The 

core elements include: 

1.  Obtain leadership buy-in and support 

2. Establish a team comprised of physicians, pharmacists, infection preventionists, quality 

personnel, leadership, and IT members 

3. Determine whether to use general indications or specific indication for each antibiotic 

4. Establish a time out period for pharmacy to review appropriate use of antibiotics being 

prescribed.  Provide feedback to physicians regarding appropriate indications, trends, on 

overuse of certain antibiotics 

5. Establish metrics. Will be different for each facility, as currently there are no naltionally 

established metrics. 

They discussed that in order for a program to be successful Leadership support, physician leadership 

support, adequate resources and time, and investment of all involved is necessary.  The role of the IP is 

to collect and present infection data, and to serve as the liaison between the committee and front line 

nursing.  The nurses are the patient’s advocate and need to be involved in the program by reviewing the 

patient’s chart and questioning the indication for an antibiotic if none is given; questioning why an 

antibiotic is being prescribed if a patient is asymptomatic, and clarifying medication allergies by 

determining the type of reaction sustained with exposure to each medication. 

 

Implementation  of a Decision Tree to Optimize Clostridium difficileTesting 

Cassie Mueller RN, MSN, CNL 

Ms. Mueller discussed issues that surround testing for Cdiff, which can lead to negative outcomes for 

both the facility and the patient. 

1. Many patients have had laxatives or other diarrhea producing treatments within 48 hour of 

testing.  This leads to unnecessary and inappropriate testing and isolation of the patient as well 

as increased costs of testing, use of antibiotics, and antibiotic resistance. 

2. PCR testing only detects colonization, not disease. 

3. There is a negative impact related to reimbursement due to an above average HO Cdiff 

standardized infection ratio (SIR). 

4. Facilities may be observing sustained increases of HO Cdiff despite multiple interventions due to 

detection of colonization and not true disease. 

She suggested using the 2016 C.difficile Top Ten Checklist developed by the American Hospital 

Association (AHA) and the Health Research & Education Trust (HRET).  This can help decrease the 

number of inappropriate Cdiff specimens that are sent to the laboratory for testing by encouraging a 

dialogue between physicians and nursing.  By developing a decision tree, it will help nursing decide 

when it is truly necessary to notify a physician about a patient having diarrhea. She also discussed using 



the Bristol Stool Scale to more accurately describe the type of stools a patient is having in addition to 

frequency of stools.  


