Addressing misconceptions
about antibiotics and antibiotic
use with patients and families

James E. Hougas, I, MD, FAAFP
Assistant Professor, UMN FMCH
Faculty, St. John’s Family Medicine Residency


Presenter
Presentation Notes
Good afternoon! My name is Jim Hougas and I am a Family Physician with the St. John’s Hospital Family Medicine Residency through the U of M. I practice full spectrum Family Medicine including obstetrics, inpatient, clinic, and colonoscopy. I have practiced medicine in three foreign counties and three of our states and I am currently in my 6th job out of residency. Even though I look like I am still in high school, I promise I have been doing this for awhile.
I am a Minnesotan by marriage and my wife and I have four small children.
Due to my years in the military I can be occasionally salty. Good news, in the two years I have been home from deployment I have recovered significantly. I transitioned from Active Duty to the MN Air National Guard where I am getting extra training in occupational and preventive medicine as a flight surgeon.
On an infectious and antimicrobial perspective, I have directed an immunization clinic and Anthrax, Smallpox, and Rabies vaccination programs and have been teaching antimicrobial use and stewardship for almost ten years.
Now, I know this conference draws a huge mix of healthcare professionals and I want to get an idea of who I have here today. Pharmacists? Nurses? Nurse practitioners? PAs? Resident physicians? Attending physicians? Med students? Veterinarians? Any other group I missed?
Are people all outpatient settings? ERs?
Well that’s great! Thanks for coming.
We are going to talk about talking to patients and parents about not using antibiotics in all of these upper respiratory scenarios where decades of medicine has trained them to ask for and expect antibiotics. It’s not always a small task but I believe that, not only are we up for it, but medicine and patient’s really need us to.



Disclosures

* | have nothing to disclose
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I have no relevant financial disclosures and I already warned you about my risk of saltiness.


Objectives

* Upon completion of this session, participants will have:

» Described evidence based communication strategies shown to increase
patient/parent satisfaction with non-prescription of antibiotics for viral
respiratory infections

* Developed personal approaches to patients and parents presenting with viral
respiratory infections

* Practiced empathetic statements on clinical vignettes of patients with viral
ilinesses


Presenter
Presentation Notes
What we are going to accomplish today is to talk about some of the evidence based communication strategies that can help us and patients be accepting of the right treatments and then we are going to practice them.
We are also going to have time at the end where I would love to try to help address some general or specific patient situations that you have encountered.


Anecdotal approaches?
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Outside of evidence, there can also be anecdotal approaches to antibiotic reduction in clinical practice. You can consider going to work heavily armed and armored. This was me at my clinic in Afghanistan. Didn’t have anyone asking me for a Z-pack that day.
You can also consider wearing your chem warfare gear as we did in this clinic in a previously undisclosed location in the Middle East. Then again, there is a risk that the patient might really be convinced they needed antibiotics if you walked into an exam room with this on.


Communication Strategies

* Negative Recommendations
* Positive Recommendations
* Co-creating a Plan

* Educating on risks

* Managing expectations



Negative Recommendations



Co-creating a plan



Positive Recommendations

e Cough and cold care for adults — MDH

* Cough and cold care for pediatrics - MDH



https://www.health.state.mn.us/diseases/antibioticresistance/hcp/asp/out/cguideadult.pdf
https://www.health.state.mn.us/diseases/antibioticresistance/hcp/asp/out/cguidechild.pdf

Educating on risks

* Antibiotic associated diarrhea

e C. diff

* ER visit for adverse drug reaction
* Death
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Talking about risks isn’t as clear cut as it might sound. In one study, adults seem to care less about some of the risks and parents seemed to want to be informed about the really bad ones. This makes a little more sense when you look at the motivations for bringing kids in vs adults coming in. The study found that parents mostly wanted a good exam and to be reassured that there wasn’t something serious going on. They understand that we often can’t make them magically better. So if we can’t always make them better and nothing serious is going on then why make the kids feel worse? Adults on the other hand don’t seem to care, at least about the serious side effects. In my practice, I do seem to get patient buy in when I talk about getting the poops plus-minus a yeast infection when they are asking for antibiotics in a non-indicated situation. When you look at amoxicillin/clavulanic acid, you will get antibiotic associated diarrhea in one patient out of eight. Since you have to treat seven patients to get one additional positive outcome by 7 to 12 days, you are almost making as many people sick as you are helping patients get better more quickly.
I looked pretty hard and couldn’t find a risk number of antibiotic treatment and getting C. diff. At this conference last year there was a patient testimonial about how she got recurrent C. diff from getting antibiotics. I don’t know if it was something she realized but the history she gave made it sound like she got an inappropriate antibiotic. So, not only did she have a bad outcome that cost lots of money and more antibiotic courses but it was completely avoidable if her treating clinician had done the right thing.
One eighth of patient who present to ERs for adverse drug reactions are blamed on antimicrobials.
Does anyone know which drugs are associated with sudden cardiac death? Azithromycin, clarithromycin, and the fluoroquinolones. In one of the studies I read for this talk, I saw that azithromycin is one of the top three prescribed antibiotics; I think it was number one. NNTH for one sudden cardiac death for all comers with azithromycin is about 20,000 and about 4,000 if they are already at risk for sudden cardiac death. This isn’t meant to scare you out of using these drugs though because they are still good in the right patients. In older hospitalized patients with community acquired pneumonia, you’ll save 7 lives and cause one non-fatal MI. However, these are patients that would have died without their meds whereas that patient with a head cold derived no survival benefit.


Managing expectations

* Length of adult symptoms
* Length of pediatric symptoms
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There is often a mismatch between what patients and parents expect for how their disease course is going to go. This difference can lead to dissatisfaction and possible re-consultation. And why wouldn’t it? I went to a store the other day to get a quote about getting some work done on the house. They had told me the price of the goods and other associated fees. When I got the official quote, it was more than $1000 more than I was expecting and I was pretty upset. Now apply that to a patient visit. They come in and we tell them it’s going to be okay but then a few days later they aren’t yet. Why wouldn’t they be disappointed with the advise they got? Adults only expect their cough to last about 5-9 days. In reality, average coughing time is 18 days.
For kids, you have the talking points on the hand out, but pain related things like ears and throat are about a week and coughing related things like colds and bronchiolitis are 2-3 weeks for total resolution in 90% of patients. That also means that one out of ten will take a little longer than that.


Delayed antibiotics



Empathy Matters

Don’t just tell them to “suck it up”
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This is a straw jar. It’s actually my straw jar. It sits on my desk after it was given to me when I completed my first assignment with the Air Force. My nurses decorated it because I would talk about, when I deployed, that if I got some whiny Marines in my clinic complaining of stupid stuff I would had them one of these and tell them to suck it up. If there are any military affiliated folks in here who don’t like me making fun on the Marines, I am happy to talk about it afterwards. We all make fun of each other and I have some pretty good Air Force jokes. Sometimes, it’s a natural, human emotion to want someone to stop whining and get back to living.
How many of us have gone to work sick? Parented sick? If we can do it, why can’t they?
Well, it turns out that might not be the best evidence.


Empathy Matters

* https://www.ispot.tv/ad/7uul/vicks-dayquil-amanda
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I remember laughing out loud when I saw this line of commercials the first time.
How much empathy does Amanda have for her mom right now? How good do we feel when we get sick and others are counting on us and a job still needs to get done?
What if empathy and caring, even in a patient you just met, can make them get better faster?

https://www.ispot.tv/ad/7uuJ/vicks-dayquil-amanda

What does empathy mean?

 https://www.youtube.com/watch?v=1Evwgu369Jw
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I first encountered this video when I went to a lecture talking about how clinicians can approach victims of sexual assault. I think it draws a really nice distinction between empathy and sympathy. It pushed me to stay alert to the things that I was saying regardless of the situation because it can be really easy to let our guard down and say something less than empathetic and lose a chance to connect.

https://www.youtube.com/watch?v=1Evwgu369Jw

What does empathy mean?

* Practitioner Empathy and the Duration of the Common Cold

* PEECE approach
* Consultation and Relational Empathy Score
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What does empathy have to do with the common cold? Now this was a super interesting study: Practitioner Empathy and the Duration of the Common Cold. It was performed, not that far from here, in and around Madison WI in two primary care clinics. I don’t know if there are any Wisconsinites in the room but you should be pretty proud of this study. I do hear that there is quite a rivalry between Minnesota and Wisconsin.
So, in this study, they made sure that the clinicians that saw the patients were not their Primary Care person. They got 350 patients and randomized them into three different groups that gave different levels of caring and personal interaction. One group didn’t even see the docs or the NP. The other two groups either had low interaction and shortened visits, which they dubbed as a standard interaction, or “enhanced” interaction with this PEECE approach that we’ll talk about.


PEECE

* Positive Prognosis
* Empathy

* Empowerment

* Connection

e Education
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With the enhanced visits, the clinicians were trying to accomplish this with the patients to really establish a connection.


Consultation and Relational Empathy (CARE)

* Made them feel at ease * Showed care and compassion
* Allowed them to tell “their * Were positive
story” * Explained things fully
* Really listened * Helped them take control
* Were interested in them as a * Helped create a plan of action

whole person
* Fully understood their concerns


Presenter
Presentation Notes
Afterwards, each patient graded the clinician they saw on the following areas.
Now, I don’t know about you guys, but these are the things I really like to do in medicine. Aren’t these things we all like to do with every patient anyway? Get to know them, reassure them, listen to them, and help them get better? If someone has bothered to come in and see me for a cold, to take time out of their day to ask for my opinion, shouldn’t I get to enjoy taking care of them?
Now here’s the great thing, if the treating person got a perfect score on these attributes, the patient got better almost a day faster and trended towards lower severity and even had changes in their immune response chemicals compared to everyone else. Yes, it was a perfect score, but almost a third of the patients, out of the whole group that even saw a clinician, gave a perfect score. Because of the blinding of the trial, the investigators couldn’t tell if the patients had the enhanced visit or the normal visit. If you were to assume that the perfect CARE scores came from the enhanced group then you have more than a 50-50 shot to get your patient better simply by using the PEECE approach. You mean that I have better than a coin flip to help someone to get better by simply doing to job that I love and was called to do? That’s amazing!


Time to Practice — Empathy

* Groups of 3-5
* One story teller and one active, empathetic person — rest observing

 Tell a story about something that kinda sucked but maybe you laugh
about now because it was really something trivial

* Rest of group observes interaction and provides feedback and
discussion

* 10ish minutes
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So now I am going to have you all break into groups of 3-5, depending on your tables. Within each of those groups I need two volunteers, one to tell a story and the other to be empathetic person. You don’t even need to pretend to be a clinician here because all we are looking for is a good human interaction. Tell a story about something that kinda sucked but maybe you laugh about now because it was really something trivial. If you can’t come up with something trivial, you can also talk about something that was hard. If you really aren’t comfortable you can skip if you need to. I will also float around and can provide some of my own examples if I need to. These things can be illnesses, the time you lost your keys, got a speeding ticket, or broke a favorite coffee cup (I mean, coffee is life, right?). I just want something that you can give some details with. I want the assigned listener to actively listen and provide an empathetic line or two. Then I want everyone who was watching to have some feedback with the two actors. Please make sure you don’t say anything sympathetic.



Time to Practice — Empathy

* |t seems like you are feeling... * | can understand why you would

* | can see that this makes you be... given what you are going
feal through.

« Tell me more about what you * | can’t imagine what that would
were feeling when you were feel like!
sick. * This has been a hard time for

* How are you coping with this? you.

- You did the right thing by coming * That makes sense to me.
in. * You have been through a lot.
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To give you one of my own trivial examples: I was a new faculty attending at my last job. I had been running up and down the hospital on my rounding weekend. I finally get everything done and I am walking out to the car to drive home. I remember that the weather was really nice. As I go to get in my car, I realize my FitBit is missing. Now, my wife calls me an achievement whore because getting points and goals and awards is something that I really enjoy and strive for. Heck, she makes fun of me sometimes when I carry it around in the bathroom when I am getting ready in the morning. And now I had lost it and I didn’t think that I was going to be able to find it. How could I ever justify buying myself another one when I know that I am only doing it for really stupid reasons! Do I really need to count my steps? I’m not freaking competing or winning anything. I don’t even post it online because I am trying to get myself to exercise. I’ve got three small children, some student loans, and a mortgage; I can’t justify spending $100 on a replacement (I had gotten it as a gift). How stupid would that be? I was really bummed.

If you need some help with an empathetic thing to say, here are some starters.


Problem Areas

* What situations are you having issues with?



Know Thyself
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Hour of the Day

Linder, J.A., et. Al (2014). Time of Day and the Decision to
Prescribe Antibiotics. Jama Intern Med. 174(12): 2029-2031.
Doi: 10.1001/jamainternmed.2014.5225
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One final interesting study I wanted to leave you with had to do with the time of day and a patient’s chances of getting an antibiotic prescription for a sometimes required or never required situation. The authors talked about this being decision fatigue. Basically, as your day moves on, you are less likely to kind of “fight the good fight.” I think this is a pretty human thing. My kids are more likely to get away with things near the end of the day when I am tired then when I am well rested and haven’t been whined at a whole bunch. The same thing happens with the practice of medicine. We are more likely to make the quick, lower effort decision at the end of the day than we are the beginning of the day.


Objectives

* Upon completion of this session, participants will have:

» Described evidence based communication strategies shown to increase
patient/parent satisfaction with non-prescription of antibiotics for viral
respiratory infections

* Developed personal approaches to patients and parents presenting with viral
respiratory infections

* Practiced empathetic statements on clinical vignettes of patients with viral
ilinesses



Questions?
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