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Regional AMS Activity 

• Regional AMS committee  

• Prescriber updates 

• NAPS and SNAPS audits 

• Regional AMS prescriber survey 

• Consumer education 

• Inpatient AMS rounds 

 



Broome Hospital AMS Rounds 

• Pharmacist, physician/RMD, JMO 

• Biased selection 

• Review 1-3 current cases 

• Using standardised appropriateness 
definitions 

• Weekly email to prescribers 







 



Response 

• Good participation 

• Engagement with email communication 

• Provokes discussion 

• “The weekly slap on wrist” 

• Adapting for other sites 

– Pharmacy staff availability 

– Increased proportion of transient medical staff 

– Outpatient prescribing 

– Community prescribing 



Outcomes 
Diagnosis Optimal Adequate Suboptimal Inadequate Not assessable Total 
Severe CAP tropical  2 5 1 1 9 

Moderate CAP tropical 4 2 1 7 

Mild CAP tropical 1 1 

Severe CAP 1 1 

Moderate CAP 3 1 4 

Sepsis source unknown 2 3 5 

Infective exacerbation of COAD 2 1 1 1 5 

Osteomyelitis 1 1 

Preseptal orbital cellulitis 1 1 

Peritonitis/perforated viscus 1 1 2 

Diabetic foot infection 4 1 3 8 

Meningitis 3 3 

Deep odontogenic infection with 
airway compromise 1 1 

Sepsis respiratory cause 1 1 

Severe cellulitis 2 2 2 1 7 

Sepsis abdominal cause 1 2 3 

Cholecystitis 2 1 1 4 

Aspiration pneumonia 1 1 

Boils 1 2 1 4 

HAP 1 1 2 4 

PID 2 2 

Severe otitis externa 1 1 

Appendicitis 1 1 1 3 

Severe UTI 2 1 2 5 

Febrile neutropenia 1 1 

Sepsis skin source 3 1 1 5 

recurrent impetigo (CHAMP 
guideline) 1 1 

Presumed staph bacteraemia 
(WAIDPG guidelines) 1 1 1 3 

Localised skin infection/mild-
moderate cellulitis 1 1 2 

Epididymo-orchitis 1 1 

Bacterial gastroenteritis 1 1 

Sepsis presumed urinary source 1 1 2 

Severe contaminated wound 1 1 

43 28 20 6 3 100 
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Aspiration pneumonia 1 1 

Boils 1 2 1 4 

HAP 1 1 2 4 

PID 2 2 

Severe otitis externa 1 1 

Appendicitis 1 1 1 3 

Severe UTI 2 1 2 5 

Febrile neutropenia 1 1 

Sepsis skin source 3 1 1 5 

recurrent impetigo (CHAMP 
guideline) 1 1 

Presumed staph 
bacteraemia (WAIDPG 
guidelines) 1 1 1 3 

Localised skin 
infection/mild-moderate 
cellulitis 1 1 2 

Epididymo-orchitis 1 1 

Bacterial gastroenteritis 1 1 

Sepsis presumed urinary source 1 1 2 

Severe contaminated wound 1 1 
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Recurring key messages 

• Consider tropical infections and guidelines 

• Dose adjust in renal impairment. Monitor for 
renal deterioration 

• Document rationale for antibiotic selection 

• Remember appropriate tests for melioidosis if 
considering melioid cover 

 



Collated key messages 
• Due to increasing rates of resistance among antibiotics used to treat skin infections in the region 

preservation of our antibiotics is needed. Please be mindful of this when choosing antibiotics for empirical 
therapy. 

• While Vancomycin dosing has improved significantly we are still waiting for a WAHCS approved 
Vancomycin guideline. Don’t forget to monitor renal function daily, and watch for changes in normal 
creatinine values even if creatinine is still within range.   

•  For penicillins always consider oral ABs over IV therapy when a patient is able to swallow. 

•  In patients with undifferentiated fever and otherwise stable, it is reasonable to ‘watch and wait’ while 
awaiting cultures rather than initiating IV therapy. 

• To sum up the year thanks and well done to everyone for appropriate antibiotic choices, reflected in 
today’s results.  

• Don’t forget to continue the good work - follow the guidelines, take as many cultures as possible and 
document clearly the 

• Note that in both cases antibiotics were changed to an appropriate choice during admission on the 
respective wards. The above reflects antibiotics prescribed on initial presentation. (Refer to each case). 

•  There is no additional therapeutic benefit of pip/taz over 1st line triple therapy of 
gent/amox/metronidazole for query appendicitis, and in cases where there is no actual gentamicin 
contraindication.  

•  This is a timely reminder that wet season is upon us and tropical pathogens are more common, so the 
tropical guidelines for CAP are recommended. 

• In treatment for CAP covering for melioidosis (i.e. tropical CAP guidelines with risk factors) a request for 
specific cultures is recommended.   

• Just a reminder that vancomycin doses should be calculated using actual body weight.  

• Keep up the good work! 

 
  
 
  

 



•   In bone and soft tissue infections with persistent fevers or poor clinical improvement despite appropriate 
cover with broad-spectrum IVABx, further investigation for deeper seated infection rather than continuing 
broadening of antibiotics (e.g. MRI, bone scan) should be considered.   

•   A reminder that clear documentation regarding clinical diagnosis and severity, and subsequent rationale 
for AB choice, assists greatly in continuity of care during admissions and for step down oral AB choice. 

• Remember to dose adjust meropenem in renal impairment, depending upon the severity of impairment. 

• Remember when deciding to prescribe meropenem (as per wet season guidelines for CAP in tropical 
regions), melioid cultures should be done at the time of this decision. That is, culture every fluid with a 
specific request for melioid.  

•  For case 1, well done to the prescribing doctor for documented consideration of individual and local 
factors as well as eTG in influencing empirical antimicrobial choices.   

• For acute exacerbations of asthma/COPD chest x-ray will be definitive in differentiation of pneumonia 
complicating presentations and subsequent choices of antibiotics. 

• Not all presenting cellulitis requires MRSA cover, it is dependent upon previous MRSA infection/history in 
individual patient AND/OR sepsis risk. 

• Remember to consider tropical CAP guidelines in at risk people as per eTG, especially in wet season. 

• Just a reminder to always check if antibiotics need dose adjustment in renal impairment, and to maintain 
routine monitoring of renal function whilst an inpatient in order to adjust antibiotic doses if renal function 
changes. Guidelines for dose adjustment in renal impairment can be found in eTG (Antibiotic/Renal 
Impairment and Antimicrobial dosing); Renal Drug handbook (hardcopy); Renal Drug Database (online 
WACHS library); AMH. 

• Appropriate consideration was given to the decision to follow tropical guidelines and take required 
cultures for case 2, due to the wet season recently experienced. There is no formal cut off between wet 
and dry season with respect to using tropical guidelines. 

• Clear documentation for suspected diagnosis, indication for ABX and rationale by admitting Dr in both 
cases made this round much easier – thankyou!  
 



Other AMS round observations 

• Documentation 

• Tropical CAP confusion  

• Transient staff  

• ?fear of gentamicin 

• Missing enterococcus 

• Confusion over MRSA (when/how to cover) 

 

 



Other AMS observations 

• Vanc toxicity: 4 cases in 18mths  

– Baseline good creatinine without AKI/CKD history 

– Renal monitoring (inc clinically) 

– 1 in combo with taz  

– Awaiting WACHS guideline endorsement  



Regional AMS 


