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Background: The Joint Commission’s hospital antimicrobial stewardship (AS) standards became effective in January 2017.
Surveyors’ experience to date suggests that almost all hospitals have established AS leadership commitment and organized struc-
tures. Thus, The Joint Commission sought to examine advances in AS interventions and measures that hospitals could imple-
ment to strengthen their existing AS programs.

Methods: The Joint Commission and Pew Charitable Trusts sponsored a meeting to bring together experts and key stake-
holder organizations from around the country to identify leading practices for AS interventions and measurement. Presenters
were asked to summarize the AS activities they thought were most important for the success of their own AS program and lead-
ing practices that all hospitals should be able to implement.

Results: The panel highlighted two interventions as leading practices that go beyond current guidelines and established
practices (that is, preauthorization and prospective audit and feedback). The first is diagnostic stewardship. This type of in-
tervention addresses errors in diagnostic decision making that lead to inappropriate antibiotic prescribing. The second is
handshake stewardship, a method of engaging frontline providers on a regular basis for education and discussions about bar-
riers to AS from the clinician’s perspective. The panel identified days of therapy (or defined daily dose, when days of therapy
is not possible), Clostridioides difficile rates, and adherence to facility-specific guidelines as the preferred measures for assessing
stewardship activities.

Conclusion: The practices highlighted should be given greater emphasis by The Joint Commission in their efforts to improve
hospital AS, and the Centers for Disease Control and Prevention will be updating the Core Elements of Hospital Antibiotic
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antibiotic time-outs, time-sensitive automatic stop orders, in-
terventions to improve guideline adherence) but did not
make specific recommendations.6

Shortly after the publication of the CDC Core Ele-
ments and the National Action Plan for Combating An-
tibiotic-Resistant Bacteria, The Joint Commission
began developing standards that would require its hos-
pitals and skilled nursing facilities to implement AS
programs that followed the CDC Core Elements. The
Joint Commission’s standards were published in 2016
and became effective in January 2017.7 From January
2017 to May 2018, 75 of 1,992 (3.8%) hospitals surveyed
under the new requirement had deficiencies cited in their
AS programs. The most common deficiencies were failure
to educate staff adequately (n = 26; 1.3%), inadequate lead-
ership support (n = 19; 1.0%), and inadequate protocols (n =
12; 0.6%). The rate of deficiencies cited in skilled nursing
centers was slightly higher, with 26 of 554 (4.7%) having a
deficiency cited; the types of deficiencies were similar (un-
published data, Dr. David Baker). Only a small number of



KEY RECOMMENDATIONS FOR STEWARDSHIP
INTERVENTIONS

The leading practices discussed by experts fell into two broad
categories. Some were more established practices that are
supported by considerable evidence and recommended
strongly in society guidelines. Others can be viewed as
emerging practices (Table 1). These are practices that have
been successfully implemented in the experts’ hospitals and
which they believe most other hospitals can implement suc-
cessfully, but for which there is not yet enough published ex-
perience for them to be strongly recommended in guidelines.

Established Practices

Preauthorization and Prospective Audit and
Feedback. All the stewardship programs at the meeting
had implemented either preauthorization, prospective audit
and feedback, or both. The effectiveness and utilization of
these stewardship interventions are well established in the
medical literature and were given strong recommendation
(moderate-quality evidence) in the 2016 IDSA/SHEA
guidelines.8 Preauthorization refers to the practice of requir-
ing providers to seek approval before certain antibiotics can
be used, and prospective audit and feedback is the practice of
having an independent provider, not on the clinical team, re-
view a patient’s antibiotics to give input to the treating team.
These interventions require some degree of expertise in anti-
biotic use but not necessarily infectious disease physicians or
pharmacists, who are sometimes not available in smaller hos-
pitals. All the experts emphasized that implementation
should be flexible and based on available expertise. For exam-
ple, prospective audit and feedback could include simply
reviewing certain courses of therapy for concurrence with
hospital guidelines. Richard Wunderink, MD, an intensivist,
cautioned that preauthorization must be implemented
thoughtfully to ensure that there are no delays in administer-
ing antibiotics in critical situations, such as sepsis, and stew-
ardship experts agreed with him. In the only prospective trial
comparing these interventions, prospective audit and feed-
back had a larger impact than preauthorization.9 Preauthor-
ization and prospective audit and feedback appear to be
fundamental to the success of hospital stewardship programs;
therefore, it may be appropriate to address these more
directly in the Joint Commission standards and survey
methods.

Emerging Practices

Implement Disease State Guidelines. AS programs





Total Antibiotic Use

There was widespread agreement that AS programs should
routinely measure days of therapy per 1,000 days present
or patient-days, and five presenters highlighted this measure
to demonstrate the success of their AS programs. One advan-
tage of this measure is that it is sensitive for detecting im-
provements in both unnecessary use and inappropriate
duration of use of antibiotics and can be used in adult and



and, when possible, individual clinician-level feedback. This
may be challenging for hospitals without adequate informa-
tion technology support for both designing clinical decision
support tools and measuring adherence using EHR data to
obviate the need for chart abstraction.

The panel highlighted two interventions as emerging lead-
ing practices that go beyond current guidelines. The first is
diagnostic stewardship. This type of intervention goes up-
stream and looks at errors in diagnostic decision making that
lead to inappropriate antibiotic prescribing. Diagnostic stew-
ardship can be considered a type of clinical practice that fo-
cuses more on what should not be done rather than what
should be done. Thus, it can complement the traditional
work done by AS programs. A high-priority target for diag-
nostic stewardship is testing for C. difficile, which is impor-
tant to (1) prevent unnecessary treatment for patients who
are only colonized with C. difficile without true infection,
and (2) ensure accurate measurement of C. difficile infection
rates. Another high-priority target for diagnostic stewardship
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