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Clinicians want to use antimicrobials as effectively as possi-

ble, but good intentions frequently fail to translate into ad-

herence to best available evidence. This was recognized as

early as 1956, when Earnest Jawetz noted that ‘‘[The physi-

cian] is under great pressure to prescribe the ‘newest,’ ‘best,’

‘broadest’ antibiotic preparation, prescribe it for any com-

plaint whatever, quickly, and preferably without worrying

too much about specific etiologic diagnosis or proper indi-

cation of the drug.’’1 That was true in 1956, and is more so

in 2010.

The term that has come to describe the collection of

practices intended to optimize antimicrobial therapy is

‘‘antimicrobial stewardship.’’ The label is a relatively new

one; it appears to have been coined in the mid-1990s, and

has slowly crept into the medical lexicon since then. How-

ever, many clinicians remain uncertain of exactly what anti-

microbial stewardship means or what practices characterize

it. The 2007 Infectious Diseases Society of America (IDSA)

and Society for Healthcare Epidemiology of America (SHEA)

guidelines for developing institutional programs to enhance

antimicrobial use define antimicrobial stewardship as ‘‘an

activity that includes appropriate selection, dosing, route,

and duration of antimicrobial therapy,’’ with a primary goal

of optimizing clinical outcomes while minimizing unin-

tended consequences of antimicrobial use.2

In 2004, IDSA published a document titled Bad Bugs, No

Drugs that noted a marked decrease in research and devel-

opment of new antimicrobials within the pharmaceutical

industry, at the same time that the number of antibiotic-re-

sistant bacteria was dramatically increasing, particularly

within healthcare settings.3,4 Since that time, trends in anti-

microbial drug development have not appreciably improved,

and governmental agencies have been largely silent or inef-

fective in addressing the problem.5–8 The growth of multi-

drug-resistant and sometimes pan-resistant pathogens, at a

time when newer agents with novel mechanisms of action

are not available nor expected for years to come, is particu-

larly troublesome. This scenario highlights the necessity of

using currently available agents in a manner that prolongs

their effectiveness and reduces further emergence and

spread of resistant pathogens—ie, the crucial need for

improved antimicrobial stewardship.

Antimicrobial stewardship recognizes that antimicrobials

are a unique category of drugs, with potential to affect treat-

ment outcomes in patients for whom the drug was not orig-

inally intended. For example, cardiac and oncologic medica-

tions can be costly, and may certainly be toxic, but their

effects are limited to the patient that directly receives them.

In contrast, the effects of antimicrobials prescribed to a

patient in the hospital (or outside the hospital, for that mat-

ter), can ripple across the hospital system and beyond. This

reflects the fact that suboptimal use of antimicrobials may

induce or otherwise promote the development of antimicro-

bial-resistant pathogens, with potential wide-ranging

impact.9,10 Misuse or overuse of antimicrobials can also pro-

mote colonization and overgrowth of potentially toxic

pathogens within hospitalized patients, such as Clostridium

difficile, that may then be transferred widely within the hos-

pital or other healthcare institutions, particularly when

infection control measures are also less than optimal. This

unique ‘‘societal’’ feature of antimicrobial drugs highlights

the vital importance of antimicrobial stewardship within the

hospital setting, especially at a time when few novel agents

exist in the developmental pipeline, at least for gram-nega-

tive pathogens.

Are hospitalists stakeholders in this? The answer is a

resounding ‘‘Yes,’’ for several reasons. Hospitalists are the

dominant prescribers of antibiotics and other antimicrobials

in the United States, almost certainly prescribing more anti-

biotics in the hospital setting than infectious disease spe-

cialists, intensivists, or any other medical specialty or sub-

specialty. As such, hospitalists play a central role in the

optimization of antimicrobial use in the hospital setting,

including minimizing negative consequences arising from

antimicrobial drug misuse or overuse. In addition, the role

hospitalists play in this process is likely to increase in the

future. The field of hospital medicine has grown from mod-

est beginnings in the mid-1990s to approximately 30,000
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hospitalists in the United States today.11 Based on a sample

of Medicare beneficiaries, 6% of general internists were

identified as hospitalists in 1995 versus 19% in 2006, and

the percentage of claims for inpatient services provided by

general internists who were hospitalists increased from 9%

to 37%.12 Current estimates are that >50% of medical inpa-

tients in the United States are cared for by hospitalists (per-

sonal communication, J. Miller, Society of Hospital Medi-

cine). Importantly, hospitalists manage patients not only on

regular medical floors, but also in intensive care units

(ICUs), where antimicrobial resistance is a particular prob-

lem.13,14 Finally, hospitalists serve as gatekeepers for

patients leaving the hospital on either oral or intravenous

antibiotics or other antimicrobials. As such, via interactions

with primary care physicians, hospitalists can play a key

role in improving antimicrobial stewardship not only within,

but also beyond, the hospital setting.

Hospital medicine is the first medical specialty to make

patient safety and quality improvement central principles of

its practice, and antimicrobial stewardship is an under-rec-

ognized but central tenet of patient safety. As a conse-

quence, hospitalists are natural allies of stewardship pro-

grams. Indeed, antimicrobial stewardship may be

considered an example of the ‘‘Holy Grail’’ of quality

improvement; ie, an intervention that improves outcomes

while leading to cost savings, and should thus resonate with

all hospitalists.

A number of clinical practice guidelines or campaigns

have been developed by professional societies and govern-

mental organizations in the United States2,15–26 and other

countries27–30 for the promotion of improved antimicrobial

stewardship and/or infection control in hospitals and long-

term care facilities. The goals of these initiatives, campaigns,

or guidelines are to provide information that can be utilized

to prevent or slow the development and spread of hospital-

acquired infections, particularly those involving antimicro-

bial-resistant pathogens. In addition, the United States Con-

gress is currently considering the STAAR (Strategies to

Address Antimicrobial Resistance) Act to encourage the use

of innovative governmental and private approaches to com-

bat this critical and expanding problem.31

This supplement to the Journal of Hospital Medicine con-

tains several articles of interest to hospitalists seeking to

positively impact patient care through improvements in

antimicrobial stewardship. The first article by Christopher

Ohl, MD, examines general principles of antimicrobial stew-

ardship programs as they apply to inpatient facilities. The

second article by Thomas Lodise, PharmD, explores the

effective use of pharmacokinetic-pharmacodynamic princi-

ples in antimicrobial stewardship. In the third article, Steven

Gordon, MD, moves beyond the hospital setting to discuss

antimicrobial stewardship at the time of hospital discharge

and beyond. Finally, Arjun Srinivasan, MD, outlines several

practical ways in which hospitalists may take leadership

roles in stewardship efforts at their institutions. Our hope is

that the supplement will be thought-provoking, and ulti-

mately lead to greater partnership between hospitalists and

other stakeholders in antimicrobial stewardship.
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