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The ASPIRES Study (2017 - 2021): 
Antibiotic use across Surgical Pathways -
Investigating, Redesigning and Evaluating Systems
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Healthcare-associated 
infections in European 
hospitals. eCDC



Diagnos7c d'ISO

ACS Surgery 2003
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"Diagnostic stewardship"

• Pré analytique
- Outil d'aide à la prescription de prélèvements
- Avis systématique de l'équipe d'infectiologie

• Analytique
- Rejeter les prélèvements inappropriés

• Post analytique
- Antibiogramme ciblé

Madden et al. Diagnostic Stewardship for Healthcare-Associated Infections: Opportunities and Challenges to 
Safely Reduce Test Use. Infection Control & Hospital Epidemiology 2018

Systèmes ou intervenAons mises en place afin de promouvoir 
l'uAlisaAon raAonnelle des tests et examens diagnosAques



Prélèvement ISO : médico-infirmo-chirurgical

• Règles différentes selon les sites

• Hétérogènes et parfois contradictoires

• Peu de données scien7fiques
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FIGURE 1. 
Panel A: Proportion adhering to Johns Hopkins Antibiotic Guidelines selection and duration 
recommendations for colorectal surgery patients at The Johns Hopkins Hospital grouped by 
HAI (n = 222 patients). Panel B: Proportion of nonadhering prescribing practices by specific 
guideline deviation. SSI indicates surgical site infection; UTI, urinary tract infection.

Leeds et al. Page 7

Ann Surg. Author manuscript; available in PMC 2018 May 01.
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Leeds et al. Treating Wisely: The Surgeon's Role in Antibiotic Stewardship. Ann Surg. 2017 



Charani et al. OpportuniGes for system level improvement in anGbioGc use across the surgical pathway. Int J Infect 
Dis. 2017

FormaGon iniGale et conGnue

Recommandations locales et nationales pour les ISOs

Méconnaissance diagnostique

Utilisation inappropriée des prélèvements

Différences culturelles

Manque de connaissances en anGbiothérapie

Pas d'audit et de feedback

Manque de clarté sur les rôles de chacun Définir le leadership pour chaque décision

Soutien de l'administration 

Mise en place de solutions adaptées au contexte

Définir la place et le rôle de l'équipe d'infectiologie







Charani et al. The Differences in Antibiotic Decision-making Between Acute 
Surgical and Acute Medical Teams: An Ethnographic Study of Culture and 
Team Dynamics. Clin Infect Dis 2019

Les spécialités médicales 
• ont l'habitude de prendre des 

décisions de façon collec.ve
• ont plus de contacts avec les 

pharmaciens
• "naviguent" mieux avec 

l'incer.tude
• peuvent consacrer plus de temps à 

la décision an.bio.que

Les spécialités chirurgicales 
• ont l'habitude de prendre des 

décisions de façon plutôt 
individuelle

• sont moins confrontés / moins à 
l'aise avec la gestion de l'incertitude

• sont plus hiérarchiques
• travaillent dans une temporalité 

différente, structurée par le bloc 
opératoire



« Mé7ssage » culturel

• S'adapter à la temporalité = donner les avis 
à un horaire qui convient aux 2 spécialités 

• U7liser des plate-formes de 
communica7on adaptées (whatsapp)

• Trouver un chirurgien "champion" influent 
pour la cause du bon usage an7bio7que

Mais est-ce la solution pour le suivi des infections 
complexes ?
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Modèles de collaboration médico-chirurgicale

Consulta7on Comanagement

Peiffer-Smadja et al. Cultural differences between surgical and medical teams: is it time for 
comanagement? Clin Infect Dis 2019

Hospitaliste
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Consultation Comanagement



1059 patients. The in-hospital mortality rate 

decreased from 1.75% to 0.37% after the 

implementation of the hospitalist 
comanagement service (P < .016) 
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Surgical Comanagement by Hospitalists Improves

Patient Outcomes

A Propensity Score Analysis

Nidhi Rohatgi, MD, MS,! Pooja Loftus, MS,! Olgica Grujic,y Mark Cullen, MD,!

Joseph Hopkins, MD, MMM,!y and Neera Ahuja, MD!

Objective: The aim of the study was to examine the impact of a surgical

comanagement (SCM) hospitalist program on patient outcomes at an

academic institution.

Background: Prior studies may have underestimated the impact of SCM due

to methodological shortcomings.

Methods: This is a retrospective study utilizing a propensity score-weighted

intervention (n¼ 16,930) and control group (n¼ 3695). Patients were admit-

ted between January 2009 to July 2012 (pre-SCM) and September 2012 to

September 2013 (post-SCM) to Orthopedic or Neurosurgery at our institution.

Using propensity score methods, linear regression, and a difference-in-

difference approach, we estimated changes in outcomes between pre and

post periods, while adjusting for confounding patient characteristics.

Results: The SCM intervention was associated with a significant differential

decrease in the proportion of patients with at least 1 medical complication

[odds ratio (OR) 0.86; 95% confidence interval (CI), 0.74–0.96; P¼ 0.008),

the proportion of patients with length of stay at least 5 days (OR 0.75; 95% CI,

0.67–0.84; P< 0.001), 30-day readmission rate for medical cause (OR 0.67;

95% CI, 0.52–0.81; P< 0.001), and the proportion of patients with at least 2

medical consultants (OR 0.55; 95% CI, 0.49–0.63; P< 0.001). There was no

significant change in patient satisfaction (OR 1.08; 95% CI, 0.87–1.33;

P¼ 0.507). We estimated average savings of $2642 to $4303 per patient

in the post-SCM group. The overall provider satisfaction with SCM was

88.3%.

Conclusions: The SCM intervention reduces medical complications, length

of stay, 30-day readmissions, number of consultants, and cost of care.

Keywords: comanagement, complications, cost, hospitalists, length of stay,

medical, neurosurgery, orthopedic surgery, outcomes, patient satisfaction,

quality of care, readmissions, surgical

(Ann Surg 2016;xx:xxx–xxx)

The care of surgical patients is becoming more complex as more

patients with increasing age and medical comorbidities are

undergoing surgeries, both elective and emergent.1 In 2010, approxi-

mately 51.4 million inpatient surgeries were performed in the United

States.2 Based on 2012 data from the Centers for Medicare and

Medicaid Services, more than two-thirds, or 21.4 million Medicare

beneficiaries, had at least 2 medical comorbidities, and 14% had at

least 6 comorbidities.3 The 2004 National Heart, Lung, and Blood

Institute (NHLBI) working group reported that 1.25 million surgical

patients per year have medical complications after surgery. This costs

approximately $25 billion annually.1 It is projected that by 2020, the

number of surgeries will increase by 25%, costs will rise by 50%, and

complications rates will increase by 100%.1 In a recent study, 70.5%

of the 30-day readmissions after a surgical discharge were for a

medical cause.4

Traditionally, hospitals have utilized a consultation model of

care for surgical patients in which the medicine consultants are

involved ‘‘as needed.’’ This model, though common, may not be the

best approach to care for surgical patients. First, patients’ medical

comorbidities may not be optimized preoperatively. Second, since

the medicine consultant may typically be involved after the medical

complication has occurred, the opportunity to prevent complications

is missed. Third, multiple consultants for each specialty-specific

medical complication are often involved, making well coordinated

care challenging. Fourth, the medicine consultant may not be as

familiar with the management of medical complications associated

with specific surgeries. Finally, in the consultation model, the

medicine consultant is not involved in multidisciplinary rounds with

nursing, therapists, and case managers to coordinate care and

facilitate discharges.

To address these limitations in the care of surgical patients, we

transitioned from the consultation model to surgical comanagement

(SCM) model in Orthopedic and Neurosurgery at our institution in

August 2012.

Prior studies assessing SCM models have mostly been in Ortho-

pedic surgery and had smaller sample sizes (see Table, Supplemental

Digital Content 1, http://links.lww.com/SLA/A961).5–15 The purpose

of this study was to examine whether the SCM intervention in Ortho-

pedic and Neurosurgery is associated with decrease in medical com-

plications, length of stay (LOS), 30-day readmissions, number of

medical consultants, cost of care, and increase in patient and provider

satisfaction, compared with the consultation model.

METHODS

Study Design
This study has a difference-in-difference design comparing

changes in the intervention group with changes in the control group,

before and after SCM intervention. We defined SCM intervention as

the implementation of SCM in Orthopedic and Neurosurgery in

August 2012.

Setting and Patients

At our institution, there are 2 groups of surgeons in Orthopedic

and Neurosurgery—a university group and a private group. We

identified patients by the name of the surgeon who performed the

‘‘principal procedure’’ during that hospital encounter. Based on the
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T
he care of surgical patients is becoming more complex as more

patients with increasing age and medical comorbidities are

undergoing surgeries, both elective and emergent.
1 In 2010, approxi-

mately 51.4 million inpatient surgeries were performed in the United

States.
2 Based on 2012 data from the Centers for Medicare and

Medicaid Services, more than two-thirds, or 21.4 million Medicare

beneficiaries, had at least 2 medical comorbidities, and 14% had at

least 6 comorbidities.
3 The 2004 National Heart, Lung, and Blood

Institute (NHLBI) working group reported that 1.25 million surgical

patients per year have medical complications after surgery. This costs

approximately $25 billion annually.1 It is projected that by 2020, the

number of surgeries will increase by 25%, costs will rise by 50%, and

complications rates will increase by 100%.1 In a recent study, 70.5%

of the 30-day readmissions after a surgical discharge were for a

medical cause.4

Traditionally, hospitals have utilized a consultation model of

care for surgical patients in which the medicine consultants are

involved ‘‘as needed.’’ This model, though common, may not be the

best approach to care for surgical patients. First,
patients’ medical

comorbidities may not be optimized preoperatively. Second, since

the medicine consultant may typically be involved after the medical

complication has occurred, the opportunity to prevent complications

is missed. Third, multiple consultants for each specialty-specific

medical complication are often involved, making well coordinated

care challenging. Fourth, the medicine consultant may not be as

familiar with the management of medical complications associated

with specific
surgeries. Finally, in the consultation model, the

medicine consultant is not involved in multidisciplinary rounds with

nursing, therapists,
and case managers to coordinate care and

facilitate discharges.

To address these limitations in the care of surgical patients, we

transitioned from the consultation model to surgical comanagement

(SCM) model in Orthopedic and Neurosurgery at our institution in

August 2012.

Prior studies assessing SCM models have mostly been in Ortho-

pedic surgery and had smaller sample sizes (see Table, Supplemental

Digital Content 1, http://links.lww.com/SLA/A961).
5–15 The purpose

of this study was to examine whether the SCM intervention in Ortho-

pedic and Neurosurgery is associated with decrease in medical com-

plications, length of stay (LOS), 30-day readmissions, number of

medical consultants, cost of care, and increase in patient and provider

satisfaction, compared with the consultation model.

METHODS

Study Design

This study has a difference-in-difference design comparing

changes in the intervention group with changes in the control group,

before and after SCM intervention. We defined SCM intervention as

the implementation of SCM in Orthopedic and Neurosurgery in

August 2012.

Setting and Patients

At our institution, there are 2 groups of surgeons in Orthopedic

and Neurosurgery—a university
group and a private group. We

identified patients by the name of the surgeon who performed the

‘‘principal procedure’’ during that hospital encounter. Based on the
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REVIEW

Ortho-geriatric service—a literature review comparing

different models
C. Kammerlander & T. Roth & S. M. Friedman &

N. Suhm & T. J. Luger & U. Kammerlander-Knauer &

D. Krappinger & M. Blauth

Received: 18 August 2010 /Accepted: 2 September 2010

# International Osteoporosis Foundation and National Osteoporosis Foundation 2010
Abstract In the fast-growing geriatric population, we are

confronted with both osteoporosis, which makes fixation of

fractures more and more challenging, and several comor-

bidities, which are most likely to cause postoperative

complications. Several models of shared care for these

patients are described, and the goal of our systematic

literature research was to point out the differences of the

individual models. A systematic electronic database search

was performed, identifying articles that evaluate in a

multidisciplinary approach the elderly hip fracture patients,

including at least a geriatrician and an orthopedic surgeon

focused on in-hospital treatment. The different investiga-

tions were categorized into four groups defined by the type

of intervention. The main outcome parameters were pooled

across the studies and weighted by sample size. Out of 656

potentially relevant citations, 21 could be extracted and

categorized into four groups. Regarding the main outcome

parameters, the group with integrated care could show the

lowest in-hospital mortality rate (1.14%), the lowest length

of stay (7.39 days), and the lowest mean time to surgery

(1.43 days). No clear statement could be found for the

medical complication rates and the activities of daily

living due to their inhomogeneity when comparing the

models. The review of these investigations cannot tell us

the best model, but there is a trend toward more recent

models using an integrated approach. Integrated care

summarizes all the positive features reported in the

various investigations like integration of a Geriatrician in

the trauma unit, having a multidisciplinary team, priori-

tizing the geriatric fracture patients, and developing

guidelines for the patients’ treatment. Each hospital

implementing a special model for geriatric hip fracture

patients should collect detailed data about the patients,

process of care, and outcomes to be able to participate in

audit processes and avoid peerlessness.Keywords Co-management . Fragility fracture
management . Geriatric fracture center . Systematic literature

review
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Greenhalgh et al. Diffusion of Innova5ons in Service Organiza5ons: Systema5c Review and Recommenda5ons. 
Milbank Q. 2004



Waltz et al. Use of concept mapping to characterize rela5onships among implementa5on strategies and assess their feasibility and 
importance: results from the Expert Recommenda5ons for Implemen5ng Change (ERIC) study. Implementa)on Science 2015

patients



• Identifier les obstacles et les défis, les personnes impliquées, les buts et les risques
• Clarifier les rôles et les responsabilités au cours de la trajectoire du patient sous la 

forme d'un accord écrit
• Identifier des champions, dans l'idéal un chirurgien, un spécialiste d'organe, un 

hospitaliste et un administrateur
• Mesurer l'impact du programme sur la durée de séjour, le coût, la qualité et la sécurité 

du patient
• Planifier les coûts et s'organiser sur la durée



2019
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Chirurgien Infectiologue
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Suivi
Infectio-hospitalo-microbio-infirmo-chirurgical ?



IMPLEMENTATION MANUAL
to support the prevenOon of
surgical site infecOons at the facility level
TURNING RECOMMENDATIONS 
INTO PRACTICE 
OMS 2018



Épidémiologistes

Ilieş et al. Large-scale empirical 
optimisation of statistical control 
charts to detect clinically relevant 
increases in surgical site infection 
rates. BMJ Qual Saf 2019



Et les patients ?

Antimicrobial Resistance & Infection Control 2017
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