
including their comorbidities. Acute or worsening hypoxia remained the
predominant indication for PNP (77% in 2020 vs 75% in 2022, NS).
The median number of days between admission and PNP was 4 (IQR,
1–8) in 2020 versus 3 (IQR, 1–7), and the difference was not significant.
PNP and culture results in Table 1 show that Staphylococcus aureus and
Hemophilus influenzae were the pathogens most commonly identified.
Table 2 describes empiric prescribing and modifications for commonly
prescribed antibiotics. Prescribers used empiric cefepime and ceftriaxone
more in 2020 and vancomycin more in the 2022 group; however, these
were not statistically significant. Cefepime de-escalation was more
common in 2022 (53% vs 28%; P= .03). Antibiotic modifications within
24 hours of PNP remained similar in 2020 vs 2022. Although vancomycin
cessation was more common in 2020 (78%) versus 2022 (57%), the differ-
ence was not statistically significant. Conclusions: With ASP guidance,
PNP may be a useful tool to stop or target antibiotics for secondary bac-
terial pneumonia in COVID-19 pneumonia. Early vancomycin cessation
(prior to culture results) may be an enduring consequence of PNP
implementation.
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Ambulatory antibiotic prescribing for children in a practice research
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Background:Most antibiotic use occurs in ambulatory settings. Antibiotic
prescribing for children living in the United States in medically under-
served areas or in populations is not well understood.
Objective: To characterize antibiotic prescribing for children in a practice-
based research network (PBRN).
Design and Methods: In this retrospective cohort study, we characterized
oral antibiotic prescribing in a large PBRN. Patients aged 0–17 years with at
least 1 in-person visit between January 1, 2014, andDecember 31, 2018, at 1
of 25 primary-care clinics located within the WWAMI (Washington,
Wyoming, Alaska, Montana, and Idaho) region of the Practice and
Research Network (WPRN) were included. Data were extracted from
DataQUEST, a centralized data repository from included primary-care
clinics. Encounters for wellness visits or those lacking a diagnosis code
and patients with complex chronic conditions were excluded. Diagnoses
were categorized using International Classification of Disease, Ninth
Revision (ICD-9) and ICD-10 codes. Oral antibiotics prescribed within
3 days of an encounter were associated with that encounter.
Demographic data included age, sex, race, and ethnicity. Antibiotic appro-
priateness was determined using a previously published 3-tiered classifica-
tion system using diagnosis codes as always, sometimes, or never
appropriate. Patient-level data (ZIP codes) were used to designate medi-
cally underserved areas (MUAs) and medically underserved populations
(MUPs). Antibiotic prescribing was then analyzed within these groups.
Results: In total, 37,314 patients across 206,845 encounters were included,
of which 34,601 encounters (17%) resulted in antibiotic prescription
(Table 1). Of those, appropriateness data were available for 34,286
(99%). Of the antibiotics prescribed, 14% were always appropriate, 57%
were sometimes appropriate, and 27% were never appropriate (1% miss-
ing). In total, 64% and 35% of encounters occurred with patients from an
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MUA and MUP, respectively. Conclusions: Targets to improve oral anti-
biotic prescribing for children in a large PBRN include antibiotic prescrib-
ing for diagnoses that never require an antibiotic. Larger comparative
studies may focus on the role (if any) that MUA/MUP has on antibiotic
prescribing.
Disclosures: None
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In-depth assessment of critical access hospital stewardship program
adherence to the CDC Core elements in Iowa and Nebraska
Jonathan Ryder; Jeremy Tigh; Andrew Watkins; Jenna Preusker;
Daniel Schroeder; Muhammad Salman Ashraf and Trevor Van
Schooneveld

Background: Critical-access hospitals (CAHs) are required to meet the
CDC 7 Core Elements of antimicrobial stewardship programs (ASPs).
CAHs have lower adherence to the core elements than larger acute-care
hospitals, and literature defining which core-element deficiencies exist
within CAHs as well as barriers to adherence is lacking. Methods: We

evaluated 21 CAHASPs (5 in Nebraska and 15 in Iowa) that self-identified
as potentially deficient in the Core Elements, via self-assessment followed
by in-depth interviews with local ASP team members to assess adherence
to the CDC Core Elements for ASPs. Core-element compliance was rated
as either full (1 point), partial (0.5), or deficient (0), with a maximum score
of 7 per ASP. High-priority recommendations to ensure core-element
compliance were provided to facilities as written feedback. Self-reported
barriers to implementation were thematically categorized. Results:
Among the 21 CAH ASPs, none fully met all 7 core elements (range,
2.5–6.5), with a median of 5 full core elements met (Fig. 1). Only 6
ASPs (28.6%) had at least partial adherence to each of the 7 core elements.
Action (21 of 21, 100%) and leadership commitment (16 of 21, 76.2%) were
the core elements with the highest adherence, and accountability (4 of 21,
19%) and education (9 of 21, 42.9%) were the lowest. The most frequent
high-priority recommendations were to provide physician and pharmacist
leader ASP training (19 of 21, 90.5%), to track antimicrobial stewardship
interventions (12 of 21, 57.1%), and to provide or track educational activ-
ities (12 of 21, 57.1%) (Fig. 2). One-third of programs were recommended
to establish a physician leader. The most commonly self-identified barriers
to establishing and maintaining an ASP were a lack of dedicated resources
such as time of personnel (15 of 20, 75%), lack of infectious diseases exper-
tise and training (8 of 20, 40%), and electronic medical record limitations
(5 of 20, 25%) (Fig. 3). Conclusions: CAH ASPs demonstrate several criti-
cal gaps in achieving adherence to the CDC Core Elements, primarily in
training for physician and pharmacist leaders and providing steward-
ship-focused education. Further resources and training customized to
the issues present in CAH ASPs should be developed.
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Examining the effects of organizational influencers on the implemen-
tation of clinical innovations: A qualitative analysis
Demetrius Solomon; Vishala Parmasad; Douglas Wiegmann;
Jukrin Moon; Lucas Schulz; Alexander Lepak; Aurora Pop-Vicas; Ryan
Ferren; John OHoro; Nicholas Bennett; Alec Fitzsimmons; Nasia Safdar
and Sara Hernandez

Background: The FIRST Trial is a 5-year study funded by the Agency for
Healthcare Research and Quality. Our investigation is situated within a
more extensive study to restrict fluoroquinolone antibiotics by requiring
providers to obtain authorization from an infectious disease physician
before prescribing fluoroquinolones. Our research team is performing a
systematic evaluation to identify organizational characteristics and influ-
encers of the fluoroquinolone preprescription authorization implementa-
tion process to understand variables that may facilitate or hinder
implementation success.Methods: To address this critical gap, we present
a qualitative analysis from our ongoing, multisite research project aimed at
systematically assessing the adoption of an antimicrobial stewardship
intervention in the form of an EHR-integrated best-practice alert (BPA)
at each site to identify work system factors that impact uptake and variabil-
ity in the implementation of the BPA at each location. The evaluation pro-
vides a detailed explanation of activities through the implementation
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