Antibiotikaresistens:
Hvordan tverrfaglig kvalitetsarbeid
bidrar til riktigere antibiotikabruk
— DU kan gjgre en forskjell!
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DU kan gjgre en forskjell!

* Hvordan hjemmetjenesten og fastlegene sammen kan bidra til riktigere
antibiotikabruk.

* Hvordan din bruk av laboratorietjenester pavirker antibiotikaforskrivning i sykehjem
og hjemmetjeneste.
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Antibiotikabruk i primaerhelsetjenesten

Rundt 90 % av all forskrivning
skjer utenfor sykehus

60 % er til luftveisinfeksjoner,
som ofte er selvbegrensende

Antibiotika brukes vanligvis for a
forkorte eller lindre symptomer

Stor variasjon i forbruk mellom
land, omrader, enkeltleger

!

Grunnlag for forbedring

m tannlege

sykehjem
w sykehus
m primaerhelsetjenesten

m annet



hi;
J

[ ]
fa

Sammenheng mellom forbruk og resistens

Land med lavt forbruk
(Nederland, Norge,
Danmark, Sverige) har
lav andel resistente
bakterier

Land med hgyt forbruk
(Spania, Frankrike) har
hgy andel resistente
bakterier

Penicillin-resistant S. pneumoniae (%)
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Antibiotikabruk-kjeden

100%? 25% (5-50%) 23% (10-60%)  92% (85-100%) 50-86%




Antibiotikabruk-kjeden

0,2 - 26%
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Antibiotikabruk-kjeden




Tverrfaglighet

* Riktig antibiotikabruk handler om MYE mer enn legens beslutning om
a forskrive

Andre yrkesgrupper:

* Portvakt til forskriver

* Informasjon om egenomsorg

* Kontakt med pargrende

* Observatgr

* Prgvetaker — nar er det relevant med prgvetaking
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NOT
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* «For med stor visdom fglger store kvaler. Den som gker sin kunnskap,
gker sin smerte.»




Eksempel 1 — CRP ved luftveisinfeksjoner
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 Stor forskjell i hvor ofte CRP brukes; grunnlag for forbedring

* En ganske darlig test — skiller langt fra perfekt mellom nar det er behov for
antibiotika og nar det ikke er det

* Pasientene forventer test
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CRP ved luftveisinfeksjoner

* Screening med CRP gir mer — og ikke mindre —

antibiotikabruk
Bruk ma gi svar pa et definert spgrsmal
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ABSTRACT

Dhijective: To evaluate the effect of praconsultation G
reactive protein (CRP) screening on antibiotic prescribing
and refierral 1o haspital in Norwegian primary care
settings with low prevalence of serious infections.
Design: Randomised conroled ohaervational study at
oul-al-hours Services in Norway.

Setting: Primary care.

Participants: 401 children (06 yaars) with faver andiar
respiralony symploms were eauited fom 5 differsnt out-
ol-hours services (including 1 pasdiatric emerganty
clinic) in 2013=2015.

Iniervention: Data were collected fram quesSionnaires
and clinical scmination results. Every third child was
randamiged 10 a CRP test before the consultation; for the
st the doctor ordersd & GRP kst il considerad
necessary.

Dutcome measures: Main autcaome variables wen
prescription of antibiotics and raserral b hospital
Resalis: In the group pretested with CRP, the antibiotic
prescription rate was 26%. campared with 22% in the
control group. In the group pretested with GAP, 5% were
admitted 1o hospital, cormpared with 9% in the contnol
proup. These differences were not statistically significant.
The main predictars for ordening a CRP test ware
parents’ assessment of seriousness of the illness and the
child's temperatune. Pasdiaticians orderad CRP lests lass
trequently than did other doctors (3% vs 56%, p<0.001).
Conelusions: Preconsultation scrsening with CRP af
children prasenting 1o out-ol-hours services with fever
andior respiratary syrptorms does not significantly aMect
the prescription of antibiotics or referral to haspital.
Trial registration number: NCTO2496559; Results.

INTRODUCTION

Fever, respiratory symptoms and infections
are common among children in primary
care, espedally at ow-ofhours (O0OH) ser-
vices.! Serious infections have low prevalence
in primary care, and even more so afier
introduction  of vaccines for  Hasmobhilus
influsizas type B and poneumococcal conju-
gate vaccines.” * It is challenging for clini-
cians to distinguish serious and low-prevalent

Strengths and limitations of this study

= The study is a randomised controlled trial evalu-

1o collect clinical symploms and findings
on all children.

w The study was underpowared, that is, the differ-
ences were 100 small 1o reach statistical
significance.

w Identified predictors of CRP testing are observa-
tional and not a msull of the randarmised trial

discases from common, selHimiting infec-
tons, A severity-of-illness scoring system does
not exist for primary care.

In Norway, #5% of antibiotics are pre-
scribed in primary care* Diespite a decrease
in serious infections, the use of antbiotics
has been increasing undl 2012, and is gener-
ally believed 1o be unnecessarily widespread.”
Although  there has been an increase in
methicllin-resistant  Staphylooccns aures
(MRSA), the prevalence of annbiotic resist-
ant bacteria is lower than in most other
countries” In order to keep the antimicro-
bial resistance low, it is imporamnt o avoid
unnecessary antibiotics and use narrow spec-
trum penicillin when possible.”

C reactive protein (CRP) is an inflamma-
tion marker, reflecting the severity of inflam-
mation and tissue injury, which is used as a
tool o differentiate between bacterial and
viral infections.™ It has high popularity in
Norwegian primary care as a point-ofcare
test, and in OOH services it is used in mone
than half of all children with respiratory
ss_rlupmms._' " It thus seems that CRP testing
is more like a routine, rather than a supple-
ment o history  taking  and  clinical
examination.

BM)
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Eksempel 2 — urinstrimmelundersgkelse

e Skiller ikke mellom bakterier i urinen
og urinveisinfeksjon

* Opp til 50% av eldre pa sykehjem har
asymptomatisk bakteriuri

* Symptomer som ikke er spesifikt fra
urinveiene, forvirring og uro er de
vanligste arsakene til at personalet
mistenker urinveisinfeksjon hos
pasienter pa sykehjem



Eksempel 2 — urinstrimmelundersgkelse

* Urinstrimmelundersgkelse bgr kun utfgres nar pasienten har symptomer fra urinveiene.

BARE VENT TiL 1l HAR DU STIXET ANDRE SYMPTOMER?
DU FAR SE DENNe URINEN TiL ALLe HYPPIG VANNLATING?

GULLREKKA! PASIENTENE? SVie? SMERTER? ANTIBIOTIKA

BARE

NAR DET

TRENGS

ALTSA m DeT
LUKTET veLDia
MiSTENKELiG

lens K Styve for Kompetansesenter i smittevern Helse Mord



Eksempel 3 — PCR ved luftveisinfeksjoner

* Polymerase chain reaction — finner nalen i

hgystakken
* Dyr test, gir svar fgrst ejcter 1 — 2 dz.ageor | N
* Mycoplasma pneumoniae-epidemi pa vei N

TFHI



PCR ved luftveisinfeksjoner

* Ved forrige store epidemi i 2011-12: Utstrakt
bruk f@rte til overdreven antibiotikabruk

* Finner nal i feil hgystakk

* Kan svare pa: Skyldes denne
lungebetennelsen M. pneumoniae?

* Kan ikke svare pa: Er dette en
lungebetennelse?

Research

aug, M

Mycoplasma pneumoniae detection causes excess
antibiotic use in Norwegian general practice:

a retrospective case-control study

Abstract

Backgrownd

The 2011 Myzopiasma prsumanias epidermic
in Monwary resulied in many GP consultations
and significanbly inonea sed the prescnption of
macrolide antibistics.

Aim

To imvestigate the sgns, sympboms, course,
and prescription patterns of antibiobics in
patients pocithe for AL proumoniae companed
with patients negatve for M. preumonie.

Design and setting

A retrospecive case=control shady using
questionnaires coltected from GPs ina county
in Monsary & iotal of 112 M poevmonae
pessitive: andl A2 conkrol patients were included

Method

Descriptive statistics and Logistic regression
analyses were performed on the reported
finding=

Results

Forty-eight jpar cent of patients positive for
M prournonae recesed an antibiotic at first
onsuliation. Another 5% in the same group
recpived antitictics atier the polymeraso
chain reaction [PCR) result was known,
atthough these patents were notb clinecally
different frem all other patents not recesang
an anbbiotic ot first consultation. Logiste
regression analyss to ewaluate independent
prediciors for prescrption of antimotics at
first corsultation showed that tha follwing
factors wene sgrificantly assooated: eevated
C-reactiee proten [CRF lewel, ternperabure
=38.0°C, pathelogical findings on pulmonary
ausouliabion, and impared general condition.
Elpvated CAP level, younger age, ternperatune
>30.0°C, sheri duration of symploms, and
atmence of rhinitis were found to be positve
predictors for M poeurmonae infeciion.

Conclusion

A positive PCR test for M preumonias tends bo
trigger an ambiotic presoription, ITEspectye
of the sewenity of the patient’s condition at first
congubtation. Mew guidelines for treatment and
possibly PCR testing should be established

antiiohcs; epdemic; general pracice;
macrolide anbbistics; Mycopasma
preumaniae; Norway: ovenprescoription;
pre=cribing

INTRODUCTION

Acute respiratory tract infections are
commenly seen in general practice and
for decades have been the reason for many
wisits to the doctor’s surgery. ™ Mycoplasma
PNSWTNNAE 15 receqgnised as an important
respiratory tract pathogen? and siudies
show that it is responsible for between
5% and 42% of all pneumanias
other upper and lower respiratory tract
nfections."*

The bacterium M. pneur
na cell wall, which renders it
to f-lactam antibiotics.” [t spreads by
respiratory droplets with an incubation
time that varies from 1 to 3 wesks.® |t may
cause respiratory disease such as upper
respiratony tract infections, for example
pharyngitits or tracheobronchitis® and
atypical pneumonias, as well as ssveral
extrapulmonary conditions 144

Little is known about how M. pnewsmonize
behaves in the community, because mast
studies are from hospital settings. Wang
ef al’ concluded in a Cochrane systematic
resiew that mare investigation is needed
n this field. To the authars” knowledge, no
major study of this subject has been made
n general practice. Real-time palymerase
chain reaction [PCR) has made it possible
to detect M pnewmomae faster and at an
earlier phaza e infection than with
serological tests, ™ mainly as a result of the
higher sansitivity of the test [98-100%L"

n Morway, PCR on nasopharyngeal swabs
s perfermed liberally by GPs when patients

MiFoshaug, MO, consuliant, Stokie Centre of
Prarary Care, Siokke,
Viandbakde-Riither, M0, consultant, Degartrant

of Infernal Medcine; 1 Siaane, MO, concultant;

M Grude, ML, head of department, Deparbment of
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Centre for Primany Care, Unsersity of Oslo, Morsay.
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Mals Foshaug, Stokke Centre of Primary Care,

present with symptoms from the upper
or lower airways, to search for bacterial
and wiral agents, and not exclusively M.
preumanize. C-reactive  protein  [CRP]
testing is also a widsly used farm of poing-
of-care testing in Moneay, with 3 wide range
of indications,” being available to most GPs.

Epidemics of M prewmomiae occur in
5-7-year intervals in Morway.' During
autumn 2011 there was an epidemnic in
Morthern European countries, including
Norway. ™

About B5% of all antibiotic prescriptions
in Morwey are issued outside hospitals and
nursing homes,™ and above 508 are to treat
resgiratory fract infections.” According to
Norwegian guidelines, prewmania caused
by M pneumaoniae should be treated with
macralides such as erythromycin is children
and tetracyclines in adults ' However, there
are no clear recommendations regarding
antibiotic treatrnent for upper respirabo

According to the Morwegian
Public Health, about 10% of M. pnesmaonize
infections cause preumonia®

In 2011, the year of the epidemic,
there was a 15% increase in the use
and
lincosamides in Marway compared with
the presious year, with macralides making
up the majority of the increase™ Early in
12 Morwegian pharmacies reported a
shortage af erythromygein.® Macrolide wse
in Morway normally constitutes abaut 10%
of the total use of antibiot
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Riktigere Antibiotikabruk
| Sykehjem / Kommunale

oy
iRASK
'o
helseinstitusjoner
* Antibiotikastyringsprogram / HANDTERING AV
) . _ URINVEISINFEKSJONER (UVI) HOS ELDRE
kvalitetsforbedringsprogram for sykehjem

Mistenker du en UVI?

* Tverrfaglig

JA

Har pasienten et av symptomene

* Et hovedpoeng: riktigere bruk av
. . som kan indikere en UVI?
u rl n St rl m m e I u n d e rs¢ ke I Se |Se bakside for beskrivelse av symptomer)

UVl ikke sannsynlig

Aktiv monitorering

Ustix ikke npdvendig

: uvi- Ui+
v " Start antibiotika
y e T
- L



iRAK

LEGEVAKT

Riktigere
Antibiotikabruk

| Kommunene

* Pilot: Kvalitetsforbedringsprogram for
legevakt

» Tverrfaglig — men vanskelig a fa
legevaktleger med

* Et hovedpoeng:

* Bedre kommunikasjon mellom
legevaktsykepleiere og legevaktleger

* Enighet om nar hurtigpregver skal tas
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