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LUCY
72 year old female has a 
mechanical fall in her SNF.
PMH:  moderate dementia and 
aspiration pneumonia.  She is a 
nursing home resident. 

T:98.6 P:106/62  R: 22 S:92%
• Alert
• Frail
• Slight temporal wasting 
• No Skin Changes
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LUCY
No Dysuria
No Urgency
No Frequency
No Foley

Covering Doc: UA/UCX
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“Doctor, I’m calling you to 
let you know that the Urine 
Culture for HR Is Positive.”

“Read me the sensitivities.”
“Start Levaquin 500 mg po 
daily x 10 days.”



LUCY
Morning of Day 3 of Therapy: 
LVN finds Lucy

Cold and Pulseless

Time of Death: 6:05 AM

Why did Lucy Die?
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Pop Quiz:
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FDA Black Box Warning



FDA Black Box Warning For

• Sinusitis

• COPD Exacerbation

• Uncomplicated Urinary Tract Infections
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• TdP commonly occurs in older patients  (72 +/- 15 years)

Underlying risk factors are common, but not universal:
• 24% with Concomitant QT prolonging medications
• 62% Underlying Heart Disease
• 17% Hypokalemia/Magnesemia
• 67% Female 
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• 394 Randomized, 387 Safety Patients >64  

• Randomized to Moxifloxacin or Levofloxacin
• 120 with QT prolonging medications
• 26 Cardiac Events --- 6% Affected  [NNH 15]
• 1 Case of Torsades --- 0.2% Affected [NNH 500?]

• Notably: No Renal Impairment, No Hypo K, No known 
QTc



Fluroquinolone Resistance is Here



2017 LA Regional Antibiogram
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What was Lucy’s original Diagnosis?
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Asymptomatic Bacteriuria
Bacteria in Urine, but no Symptoms

No Fever, Not Altered, Not Very Sick



2005 IDSA Guidelines for Asymptomatic Bacteriuria

25-50% of Elderly Women in a SNF Have Asymptomatic Bacteriuria



Prospective Randomized Studies
Treatment vs. No Treatment ASB  

Authors Subjects Intervention Outcome

Nicolle LE, et al. 
NEJM 
1983;309:1420-5

Men, NH, 
median age 80 

Treated 16
Not treated 20
Duration 2 years

No difference 
mortality or 
infectious morbidity 
2 groups

Nicolle LE, et al. 
Am J Med 
1987;83:27-33

Women, NH, 
median age 83

Treated 26
Not treated 24
Duration 1 year

No difference 
mortality/GU
morbidity. Increase 
drug reactions and 
AB resistance 
treated group. 

Abrutyn E, et al.
Ann Intern Med
1994;120:827-33

Women, ambulatory 
and NH
Mean age 82

Treated 192
Not treated 166
Duration 8 years

No survival benefit 
from treatment

Ouslander JG
Ann Intern Med
1995;122:749-54

Women and men
NH
Mean age 85

Treated 33
Not treated 38
Duration 4 weeks

No difference 
chronic urinary 
incontinence
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Proportion of Women with Diabetes Who Remained Free of Symptomatic Urinary Tract Infection, 
According to Whether They Received Antimicrobial Therapy or Placebo at Enrollment.

Harding GK et al. N Engl J Med 2002;347:1576-1583.

17

Harding GK et al. N Engl J Med 2002;347:1576-1583.
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One of the most dangerous 
results in modern medicine is a 

positive urine culture.

A positive culture is not the same as an infection
The diagnosis of a UTI requires DIS-EASE - Symptoms
Loeb Criteria to the rescue!



CRITICAL RESOURCES:

https://www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/SNF
_ASP_Toolkit.aspx

https://www.cdc.gov/longtermcare/pdfs/core-elements-
antibiotic-stewardship-checklist.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/GuidanceforLawsAndRegulations/Nursing-
Homes.html
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https://www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/SNF_ASP_Toolkit.aspx
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/GuidanceforLawsAndRegulations/Nursing-Homes.html


LA County DPH SNF Interviews
• Random selection of 50 nursing facilities licensed 

in L.A. County

• Randomization stratified by >99 beds and >100 beds

• Questions based off CDC checklist for antimicrobial 
stewardship in California (mirrors state toolkit)

• Telephone-based survey process
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Element 1. Leadership Commitment

SNF leadership commitment support helps ensure 
adequate funding and staffing of the ASP, and facilitates 
buy-in among clinicians. 

• Create a written statement in support of ASP

• Establish antibiotic stewardship as a Performance Improvement 
Program under QAPI

• Routinely review ASP activities during the facility quality-improvement 
committee meetings
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Element 2. Accountability

An SNF leader should be accountable for ASP outcomes 
and their effectiveness assessed through clear 
performance standards. ASP leaders serve as liaisons and 
champions to promote stewardship education and practices 
across disciplines.

• Convene a physician-supervised multidisciplinary antibiotic 
stewardship committee, subcommittee, or workgroup 
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Has your facility identified a lead(s) 
for antibiotic stewardship activities?
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Has your facility identified a lead(s) 
for antibiotic stewardship activities?

92% Reported the Director of Staff Development 
or Infection Prevention Specialist Lead ASP
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Do you have a physician lead for ASP? 
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Does the physician lead spend time 
outside QA meetings on ASP?
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Element 3. Drug Expertise
SNF should establish access to individuals with antibiotic 
expertise to implement antibiotic stewardship activities. 
Suggestions: 

• Obtain ASP support from a physician or pharmacist who has 
attended specific training on antibiotic stewardship. The trained 
physician or pharmacist may be consultant pharmacy staff trained 
or experienced in antibiotic stewardship, an external infectious 
disease stewardship consultant, or part of the stewardship team 
at a referral hospital.

• CDC, SHEA, IDSA, IDAC, etc.
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Access to individual(s) with antibiotic 
stewardship expertise?
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Access to individual(s) with antibiotic 
stewardship expertise?

Outside Nursing Consultant Thought to be an Expert
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Element 4. Action
SNF should implement at least one intervention to improve 
antibiotic use. 

• New policies and procedures should be introduced in a 
step-wise fashion. 

• Prioritize interventions based on the prescribing and 
resistance patterns or most prevalent antibiotic adverse 
events (e.g., Clostridium difficile infections) at the facility. 
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Implemented practices to improve 
antibiotic use?

Review of McGeer Criteria Thought to be Adequate for ASP
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McGeer Criteria are the Wrong Criteria 
for Antimicrobial Stewardship

• 78-year-old resident with temperature of 99.6 degrees, 
heart rate of 132, blood pressure of 90/40, white blood 
cell count of 13,500 and no localizing signs of infection

• 78-year-old resident complaining of dysuria, urgency, 
frequency, CVA tenderness, suprapubic pain, no evidence 
of fever, heart rate of 88, blood pressure of 120/80
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CMS Requirement #2

• Protocols to review clinical signs and symptoms and 
laboratory reports to determine if the antibiotic is indicated 
or if adjustments to therapy should be made and identify 
what infection assessment tools or management algorithms 
are used for one or more infections (e.g., SBAR tool for 
urinary tract infection (UTI) assessment, Loeb minimum 
criteria for initiation of antibiotics); 
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Element 5. Tracking

SNF should monitor both antibiotic use practices and 
outcomes related to antibiotics to guide practice changes 
and track the impact of new interventions. 
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Element 6. Reporting
Regular reporting of information on antibiotic use, including 
adherence to antibiotic prescribing policies, to physicians, 
nurses, and relevant staff engages and motivates them to 
meet ASP goals.

• Regularly provide written summaries of antibiotic stewardship 
goals, antibiotic use, and outcome measurements to prescribers 
and nursing staff

• Conduct real-time audits/reviews of individual prescriber practices 
and provide personalized feedback to clinical providers
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Prescriber Antibiotic 
Orders (n)

Ave DOT FQ 
Orders

non-FQ 
Orders

FQ ave 
DOT

Doctor 48 7.6 12.5% 87.5% 6.7
Doctor 21 7 33.3% 66.7% 6.6
Doctor 21 6.3 9.5% 90.5% 8.5
Doctor 20 6.2 40.0% 60.0% 7.3
Doctor 20 6.3 35.0% 65.0% 4.6
Doctor 15 8.4 20.0% 80.0% 10.3

Prescribing Patterns of the Highest 
Antibiotic Prescribers
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Element 7. Education

SNF ASP should educate both clinical providers and 
nursing staff on the rationale and goals of antibiotic 
stewardship interventions, and the responsibility of each 
group for ensuring implementation. SNF should also 
engage residents and their family members in antibiotic 
use and stewardship education to ensure their 
support when clinicians make appropriate antibiotic use 
decisions. 

• Regularly provide education and updates about antibiotic 
resistance and opportunities for improving use to clinical providers, 
nursing staff, residents, and families. 
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Did you have any antibiotic stewardship 
deficiencies?
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ASP Confusion
• Nursing homes are confusing infection prevention with 

antimicrobial stewardship
• Structure of program is wrong
• Insufficient expertise
• Incorrect application of clinical criteria

• Some facilities may meet the regulations with paper 
compliance, but still fail to have a robust program
• Few deficiencies have been issued to date
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Stewardship Can Be Done in SNFs!
44
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I’m happy to take questions during the break.
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