AMS Working Session on 11/7 with Kyle Barsness (SJRMC) and John Lynch (CSiM)
Summary of where they are with facility AMS (date, time, who review was with from facility) 
Facility summary: 
· Reginal medical center in Lewiston 
· Census: 50-70 
· Interventional radiology, wound care, surgery center – ortho, outpatient clinic, cancer infusion center 
· Kyle: recent grad, interested in AMS, hoping to build back AMS program 
· From WA near Spokane 
· One year ago – had ID doc and left, AMS pharmacy lead also left, pharmacy director left 
· Turnover 
· Current director – some sporadic AMS meeting 
· EHR: old version of Meditech 
· Part of Lifepoint/Scion system – use Century 7 
· Spokane 2 hours, Tri cities 2 hours 
· Transfers from rural hospitals in Oregon – Enterprise, CAH in Clarkston, sometimes Pullman 
· No urologist, have general and OBGYN 
· Have outpatient clinic – primary care, pediatrics, oncology 
CDC AMS: 
· Leadership – no dedicated FTE but AMS part of job description, will be scheduled hours for this 
· Signed letter of support from executive 
· Resources accessible – data is accessible
· Stewardship team: pharmacy director, lab representative, hospital infection preventionist, data abstractor from quality, medical director for hospitalist, director of 3rd part company 
· All hospitalists contracted from 3rd party company
· No physician lead – usually hold meetings in hospitalist office to ensure someone is there
· Not sure of reporting structure – look into this 
· Historically answer to pharmacy or QI: pharmacy can be data driven (look at costs) and QI is more focused on NHSN and other metrics
· NHSN: all hospitals who accept Medicare money are required to submit metrics to NHSN – run by CDC and goes to quality dashboard 
· Prominent metrics: bloodstream infection, catheter associated infection, hospital acquired C diff, 5 surgery-related site infection, hospital acquired MRSA bacteremia 
· Impacts funding 
· Additional modules: antibiotic use and antibiotic resistance 
· Little tracking of susceptibilities of bacteria across US 
· Will be required in coming years – depending on EHR can be difficult to get this data – some other parties to get this data 
· For now, probably not reporting 
· Have leaders for AMS
· Usually have same hospitalists – about 50/50 in regards to support 
· Director of pharmacy and Kyle will be assisting with AMS program  
· MAT ID conference 
· Need help with prospective audit and feedback 
· Reviewing antibiotics: 
· Staffing: 2 pharmacists in core 
· Often don’t know diagnosis – not everyone reviewed for appropriateness 
· Clinical pharmacist – most days able to look at most patients' antibiotics (maybe 80% of patients on antibiotics) 
· In Century 7, able to build things to follow up on - can flag 
· Antibiotics that require preauthorization – none, some with restrictions – will look into how to get around restriction when needed 
· Facility specific treatment recommendations: 
· Have sepsis order sets 
· Future area of potential work: local guidelines for commonly acquired infectious diseases: pneumonia, UTI, skin and soft tissue 
· OPAT: 
· Antibiotics prescribed from within hospital and outside 
· Follow certain antibiotics and getting labs for some 
· Do not need to put indication, duration, length for antibiotics
· No treatment guidelines – can't monitor 
· Antibiotic discontinuation/changes conversations 
· Surgeons will take care of their own patients – sometimes receptive 
· Patients will go to CAH for elective surgeries given better funding 
· Hospitalists 50/50 
· Antimicrobial data tracking: STARS ratings, no tracking other than that 
· Look at medicare.gov to see rating and metrics for SJRMC 
· CDI in good shape 
· Discharge antibiotic resources on CSiM 
· Get antibiogram from lab, labs make reports 

Current barriers  
· Experienced significant turnover recently  
Current Wins for Core Elements 
· Leadership supports 
· Have a stewardship team 
· Century 7 
Future Small Wins
· Immediate small wins: 
· Identify reporting structure – who does AMS team report to? 
· Ensure you are aware of what patient safety team, quality improvement team, & hospital goals are – align AMS with them and partner with teams (look for overlap) 
· Get on agenda – highlight importance and ensure everyone is aware of what you are doing
· Look into restricted antibiotics – which are there and how providers access them
· Next 3 months: 
· Look into how to get data for future NHSN antibiotic use/resistance reporting 
· Learn more about data tracking and how it is being used 
· Kyle: see the vision, understand AMS 
· MAT ID, get involved in QI and patient safety team – tools they are using, participating in TASP 
· What data are available for you right now, focus on one thing (maybe pneumonia or IV antibiotic – very specific topic to start with) or focus on surgeons – start small 
· Identify small area of improvement

Additional support from CSiM:
· Grand rounds – small or large if hospitalists have something they want to learn on 
· General orientation on questions
· List of top ten things to look at (possible areas to start then look at what data is available to decide area of focus) 

