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Workshop

on Antimicrobial Resistance

in Hospitals

The Hospital Infections Program at the
Centers for Disease Control and Preven-
tion (CDC) and the National Founda
tion for Infectious Diseases (NFID)
cosponsored a workshop held in
Atlanta, Georgia, September 12-14,
1994, on antimicrobial resistancein hos-
pitals. The meeting addressed strat-
egies to improve antimicrobia usage
(led by Dr. Robert Weinstein) and to
prevent nosocomial transmission of anti-
biotic-resistant organisms (led by Dr.
Richard Wenzel) . The 30 participants
included experts in the fields of hospital
epidemiology, infection control, infec-
tious diseases, clinical microbiology,
pharmacy, hospital administration, qual-
ity improvement, and outcomes
research. The pharmaceutical industry,
the CDC, Nationa Institutes for Health,
Food and Drug Administration, Council
of State and Territorial Epidemiologists,
and the Joint Commission on Accredita-
tion of Healthcare Organizations also
were represented.

Using continuous quality improve
ment methodology, the following stra-
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tegic goals were identified. For antibiotic
use: 1) optimize antimicrobial prophy-
laxis for operative procedures; 2) opti-
mize choice and duration of empirical
antimicrobial therapy; 3) improve antim-
icrobial prescribing practices by edu-
cational and administrative means; 4)
establish a system to monitor and pro-
vide feedback on the occurrence and
impact of antimicrobia resistance; and
5) define and implement institutional or
hedthcare delivery system guidelines
for important types of antimicrobialuse.
For preventing transmission: 1)
develop a system to recognize and
promptly report trends in antimicrobial
resistance to leaders in the hospital
including physicians, nurses, infection
control staff, and pharmacists; 2)
develop a system for the rapid detection
and reporting of resistant microorgan-
isms from individua patients to the

appropriate personnel to ensure rapid
and appropriate responses by car-
egivers; 3) increase adherence to poli-
cies and procedures, especialy hand
hygiene, barrier precautions, and envi-
ronmental control measures; 4) incor-
porate detection and control of
antimicrobial resistanceinto institutional
strategic goals and provide the required
resources; and 5) develop a plan for
identifying, transferring or discharging,
and readmitting patients colonized with
hospital-specified antibiotic-resistant
microorganisms.

Dissemination of this information
is intended to provide recommenda-
tions for hospitals that will enable them
to address these two related facets of
the problem of rapidly increasing antim-
icrobial resistance in bacterial isolates
inthe U.S.
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A central venous catheter can cost your
hospital as much as $40,000.’

sﬂve;:ﬁbnc;thewr
How? By providing a path for bacteria
to migrate directly into the bloodstream, which

can result in costly catheter-related bloodstream
infections.

Up to 12%’ of all central lines become infected,
. and it has been documented that 20% of these
siver coated catheter infections can result in patient death.? Treatment
of these infections requires an

aver age of seven extra days of
hospital care and will increase

hospital cost.”

realize how expensive a
catheter can be.

Research indicates that

: catheter-related infections are
g"";‘,‘j,’mmwd up to 80% less likely to occur

X iq with ARROWgard Blue™ antiseptic surface treat-

ed CVCs than with unprotected central

catheters.*

So you can protect your patients from catheter-
related bloodstream infections, and avoid the
added costs associated with those infections. )
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