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Conclusion. Findings of the current investigation demonstrates an increased risk 
of SAB complications in patients with the SP and support the notion that serial nega-
tive blood cultures are needed to document clearance of SAB. 
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Background. Candidemia is associated with significant morbidity and mortality. 
The impact of infectious diseases consultation (IDC) on clinical outcomes in patients 
with candidemia is not well established. We evaluated the impact of IDC and a man-
agement bundle on clinical outcomes in patients with candidemia.

Methods. A retrospective chart review of adult (age ≥ 18  years) patients with 
at least 1 blood culture growing Candida species identified at Alberta Precision 
Laboratories between December 1, 2019 to November 30, 2020 and hospitalized at the 
University of Alberta Hospital, Edmonton, Canada were included. Patients who died 
within 48 hours and those who left against medical advice within 24 hours of initial 
positive blood culture result were excluded. Demographics, management, and out-
come data were collected. A complete management bundle was defined as having all 
the following elements performed: IDC, repeat blood cultures, empiric echinocandin 
therapy, ophthalmology consult, and echocardiogram.

Results. Thirty-one patients were included for study; mean age was 56 ± 17 years 
and 65% were male. 14 (45%) cases were admitted under critical care, 7 (23%) surgery, 
and 10 (32%) medicine. 3/17 (18%) required intensive care unit admission following 

candidemia diagnosis. Candida albicans was identified in more than half the cases. The 
primary source was intra-abdominal in 12 (39%), central-line associated in 8 (26%), 
and urinary in 6 (19%). IDC occurred in 27 cases (87%), echocardiogram in 22 (71%), 
ophthalmology consult in 10 (32%), and follow-up blood cultures in 30 (97%). 20 
(65%) patients received empiric echinocandin. Of the remainder who received empiric 
fluconazole, 4 (36%) grew non albicans Candida species.

Higher in-hospital mortality was observed in cases without IDC than those with 
IDC (4/4, 100% vs 8/27, 29.6%, p=0.016) and in those that did not have a complete 
bundle (12/25, 48% vs 0/6, p=0.059). However, IDC was not associated with the receipt 
of individual bundle components nor the complete bundle (p=NS).

Conclusion. In patients with candidemia, lower in-hospital mortality was 
observed in patients who received IDC. Larger studies are required to confirm our 
findings and assess whether the implementation of a candidemia management bundle 
is beneficial. 
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Background. Surveillance of Non-Ventilator Hospital-Acquired Pneumonia 
(NV-HAP) is limited by the ambiguity in diagnosing pneumonia. We implemented 
electronic surveillance criteria for NV-HAP across the VA healthcare system and tested 
for reliability, validity and meaning of the electronic criteria vs manual chart review.

Methods. We defined NV-HAP surveillance criteria as oxygen deterioration con-
current with fever or abnormal WBC count, ≥3 days of antibiotics, and orders for chest 
imaging. We applied these criteria to EHR data from all patients hospitalized ≥3 days 
at all VA acute care facilities from 1/1/2015-12/31/2020 and calculated NV-HAP inci-
dence and inpatient mortality. Clinician reviewers used a consensus review guide to 
independently review and adjudicate 47 cases meeting NV-HAP surveillance criteria 
for 1) clinical deterioration, 2) CDC-NHSN pneumonia criteria, 3) treating clinicians’ 
assessment, and 4)  reviewer’s diagnosis. All reviewers subsequently adjudicated all 
cases and conducted an error analysis to identify sources of discordance.

Results. Among 2.3M hospitalizations, 14,023 met NV-HAP surveillance 
criteria (0.6 per 100 admissions). Inpatient mortality was 26% (vs 2% for non-
flagged hospitalizations). Among 47 hospitalizations flagged by surveillance crite-
ria, 45 (97%) had a confirmed clinical deterioration, (the other 2 were immediate 
post-operative cases), 20 (43%) met CDC-NHSN pneumonia criteria, 21 (47%) had 
possible pneumonia per treating clinicians, and 25 (53%) had possible or probable 
NV-HAP per reviewers. Agreement among the 3 reviewers before adjudication was 
51% (Fleiss’ κ 0.43) for CDC-NHSN and 58% (Fleiss’ κ 0.33) for NV-HAP. The most 
common source of discordance between reviewers was chest imaging classification 
(15/19 discordant cases).

Conclusion. NV-HAP electronic surveillance criteria demonstrated high pre-
cision for identifying clinical deterioration and moderate concordance with CDC-
NHSN pneumonia criteria or reviewer diagnosis. Agreement between electronic 
surveillance criteria vs manual chart review was low but similar to agreement amongst 
manual reviewers applying NHSN criteria. Electronic surveillance may provide greater 
consistency than human review while facilitating wide-scale automated surveillance.
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Background. Provision of provider-specific outpatient antibiotic prescribing data 
has resulted in significant decreases in antibiotic use.  We describe the development of 


