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Medical Microbiology audit template 
	Date of completion 
	(To be inserted when completed)

	Name of lead author/
participants
	(To be inserted)

	Specialty
	Medical Microbiology 

	Title
	An audit of antimicrobial stewardship ‘Start Smart – then Focus’ compliance with national and local recommendations for antimicrobial prescribing 

	Background
	Inappropriate usage of broad-spectrum antibiotics is associated with the selection of antibiotic-resistant bacteria: 

· extended-spectrum beta-lactamase (ESBL)-producing Gram-negatives
· acquisition of MRSA and 
· Clostridium difficile infection (CDI) 
· long-lasting harmful changes to the body’s protective microbial flora.
All antibiotics should be: 

· avoided unless there are clear clinical indications for their use 

· be used for the shortest duration possible that gives an appropriate clinical outcome 

· be managed within a multifactorial programme (including hand hygiene and infection prevention and control precautions) aimed at reducing HCAI and improving antimicrobial use.

An Antimicrobial Stewardship Programme is seen as a key component in the reduction of HCAI infections. In 2009, one-third of trusts in England did not have a robust strategy to review antimicrobial prescriptions automatically within a defined period.
“Procedures should be in place to ensure prudent prescribing and antimicrobial stewardship. There should be an ongoing programme of audit, revision and update. In healthcare this is usually monitored by the antimicrobial management team or local prescribing advisors”.2 
Implementation of the audit tool 
There are many standards that can be used, and the audit tool could focus on initiation of therapy, switches (intravenous – oral) or ‘de-escalation’ therapy. The antimicrobial could be single or a combination (e.g. Gentamicin plus amoxycillin, cefuroxime plus metronidazole), in which case the combination might be most easily audited as a single auditable unit. 

Those hospitals using electronic prescribing would have to amend the wording in some of the standards below.
Finally, where non-medical staff areas are performing the audit, the appropriateness of the clinical diagnosis may be difficult to evaluate. However, documentation of the diagnosis itself in the notes can be audited, 

	Aim and objectives
	· To ensure the implementation of and adherence to the main tenets of the Antimicrobial Stewardship Programme.
· The ‘Start Smart – then Focus’ approach should be adopted for all antibiotic prescriptions. 
· Evidence of an Antimicrobial Stewardship review at 48 hours of all patients on intravenous antibiotics 48 hours after admission. 

· Evidence of an ‘Antimicrobial Prescribing Decision’ in the clinical notes. 

· Evidence of which one of the five antimicrobial prescribing decision options: (Stop, Switch IV to Oral, Change, Continue and Outpatient Parenteral Antibiotic Therapy [OPAT]) was chosen.
· Treatment with antibiotics should not continue beyond 7 days (IV and oral) unless recommended by a local guideline or microbiologist. Rationale for continuation should be clearly documented.

	Standards and criteria
	Criteria range:
Initial compliance is unlikely to reach 100%, so a traffic-light system as follows may be more useful in practice: 
<85% 
red

85–95% 
amber

>95% 
green.
‘Start Smart’
Prescribers should:
· if bacterial infection, use local guidelines to initiate prompt effective antibiotic treatment: in severe or life-threatening infection, broad-spectrum antibiotic agents (particularly where the source of infection is uncertain), but in less severe infection use antibiotics covering only the expected pathogens
· obtain blood cultures if initiating intravenous therapy
· generally obtain cultures before therapy (but not delay treatment in severely ill patients).
· document the following on drug chart and in medical notes: allergies, clinical indication, duration or review date, route and dose 
· document the decision to start antibiotic therapy and the indication or provisional diagnosis in medical records and medication charts (must include clear identification of prescriber and contact details)
· select antibiotic therapy according to local guidelines where available
· document rationale for deviation from local guidelines
· recommend intravenous administration only for severely ill patients/those unable to tolerate oral treatment, or where oral therapy is insufficient 
· antimicrobial dosages appropriate for renal or hepatic impairment.
‘Focus’
 Prescribers should:
· review clinical diagnosis and the continuing need for antibiotics by 48 hours
· make a clear plan of action, the ‘Antimicrobial Prescribing Decision’, which has the following five options: 

i. stop antibiotics if there is no evidence of infection
ii. switch antibiotics from intravenous to oral
iii. change antibiotics, ideally to narrower spectrum
iv. continue and review again at 72 hours
v. outpatient parenteral antibiotic therapy (OPAT)
· an expected duration or review date should be documented on the prescription
· review microbiology results daily and document within 24 hours of reporting 
· de-escalate broad-spectrum therapy or document a rationale for continuing
· review the need for intravenous treatment daily 
· not continue IV antibiotics beyond 48–72 hours unless recommended by local guideline or microbiologist
· document clearly the rationale for continuing IV 
· de-escalate to pathogen-directed narrow-spectrum treatment promptly
· switch to the oral route according to local IV-to-oral switch guidance within 24 hours of meeting local switch criteria.

	Method


	Sample selection: 
Clinical notes inspection.

Clinical diagnosis consistent with documentation, e.g.
· CURB score or X-ray changes

· documented symptoms and signs that fit with tentative diagnoses.
Prescription chart inspection: 
· antimicrobial allergies noted 

· appropriate antibiotics prescribed for infection 

· start date on chart 
· indications documented 

· review/stop dates on the charts 

· need where necessary for serum levels in notes/on charts where appropriate
· time first dose actually administered to the patient within [1–4 hours as according to local agreement/guidelines]
· iv to oral switch appropriate timing and choice according to local guidelines.
Data to be collected on proforma (see below).

	Results
	(To be completed by the author)

The results of this audit show the following % compliance with the standards:
% compliance
% compliance

Bacterial infection was clinically suspected before antimicrobials were prescribed 
Initial antibiotic prescription followed local antibiotic policy/guidelines (severe or life-threatening infection, broad-spectrum antibiotic agents and in less severe infection, antibiotics covering only the expected pathogens)
Blood cultures obtained before (or shortly after if severely unwell) intravenous antimicrobials prescribed
Urine sample sent if treated for UTI (or documentation 
why not)
Documented in medical notes: the decision to start antibiotic therapy and the indication or provisional diagnosis

Medication charts with clear identification of prescriber and contact details


Documented on drug chart and in medical notes: allergies
Documented on drug chart and in medical notes: clinical indication
Documented on drug chart and in medical notes: duration or review date
Documented on drug chart and in medical notes: route and dose
Timely administration of first dose of antimicrobials, e.g. within an hour of diagnosis for sepsis

Clear signatory on prescription chart
48-hour clinical review and antimicrobial plan documented

Monitoring of serum levels indicated/performed appropriately where necessary
Renal/hepatic impairment taken in to account in prescribing dosages
De-escalation choice appropriate
iv-oral switch timely
Commentary:


	Conclusion
	(To be completed by the author)



	Recommend-
ations for improvement

Action plan
	Present the result with recommendations, actions and responsibilities for action and a timescale for implementation. Assign a person/s responsible to do the work within a timeframe.
Some suggestions:

· highlight areas of practice that are different
· present findings.

(To be completed by the author – see attached action plan proforma)

	Re-audit date
	(To be completed by the author)
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Data collection proforma for antimicrobial stewardship ‘Start Smart – then Focus’ compliance with national and local recommendations for antimicrobial prescribing
Patient name:

Hospital number:
Date of birth: 



Consultant:

	
	1

Yes 
	2

No
	3
If no, was there documentation to explain the variance? 
Yes/No plus free-text comment
	4
Compliant with guideline based on Yes from column 1 or an appropriate explanation from column 3. Yes/No

	Type of bacterial infection suspected 
	
	
	
	

	Diagnosis of bacterial infection made and documented appropriately 
	
	
	
	

	Choice of antimicrobial in line with local guidelines 
	
	
	
	

	Microbiological cultures sent appropriately 
	
	
	
	

	Drug chart documentation: 
start date, dosage 
	
	
	
	

	Timely administration of first dose of antibiotics (severe or life-threatening infection, broad-spectrum, <1 hour, cf less severe infection antibiotics covering only the expected pathogens <4 hours)
	
	
	
	

	Antimicrobial allergies noted 
	
	
	
	

	Indication documented on drug chart
	
	
	
	

	Appropriate route of antimicrobial administration (in line with guidelines – if not, then deviation justified and documented)
	
	
	
	

	Drug chart documentation: clearly identifiable signatory
	
	
	
	

	Renal/hepatic impairment taken in to account in dosage and documented 
	
	
	
	

	Monitoring of serum levels, where necessary, in line with guidelines 
	
	
	
	

	Need for intravenous antimicrobials reviewed daily 
	
	
	
	

	Reviewed at 48 hours clinically and decision on continuing antibiotics appropriate 
	
	
	
	

	Reviewed at 48 hours with decision on whether to continue antibiotics – and method – appropriate (Antimicrobial Prescribing Decision)
	
	
	
	

	De-escalated to pathogen-directed narrow-spectrum treatment promptly
	
	
	
	

	iv-oral switch appropriate and timely 
	
	
	
	


	Audit action plan 
An audit of antimicrobial stewardship ‘Start Smart – then Focus’ compliance with national and local recommendations for antimicrobial prescribing

	Audit recommendation
	Objective
	Action
	Timescale
	Barriers and constraints
	Outcome
	Monitoring
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