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Abstract
We implemented a post prescribing review and feedback program to investigate its effect
on appropriateness of antimicrobial use and antimicrobial consumption rate. A pre-post
interventional study conducted in internal ward of Imam Hossein teaching hospital. For nine
months of intervention phase, medical file of all patients who received intravenous antibiotic
were reviewed by a clinical pharmacy specialist. Discrepancies from international and local
guidelines were discussed with physicians. Outcome measures included appropriateness of
antimicrobial usage, length of stay, and broad-spectrum antimicrobial usage rate. A total
of 198 antibiotic courses (154 in intervention phase and 44 in pre-intervention phase) were
reviewed. One-hundred sixty-seven recommendations in treatment course of 75.3% of patients
were made. The most common recommendations were discontinuing antibiotics and changing
from intravenous to oral therapy (35% and 22%). The acceptance rate was 80.2%. Rate of
discrepancies from guidelines was compared between pre-intervention and two last months
of intervention period which showed a significant reduction in antibiotic choosing (47%,
P-value < 0.001), de-escalation (48%, P-value < 0.001), on time changing intravenous to oral
therapy (60%, P-value < 0.001) and dosing schedule (30%, P-value = 0.003). Hospital length
of stay showed a significant reduction from 16.1 days to 11.6 days (P-value < 0.05) between
pre-intervention and post-intervention group. Mortality rate was not different in the patients
that intervention in their treatment was accepted vs. rejected (P-value = 1.00). There was a
reduction trend in consumption rate of Carbapenems, Vancomycin, and Ciprofloxacin.
Therefore, prospective audit and feedback program effectively decreased inappropriate
treatment and hospital length of stay with no effect on mortality.
Keywords: Audit and Feedback Program; Appropriate antibiotic use; Antibiotic
stewardship; Consumption rate; Patient outcomes.

* Corresponding author:
E-mail: Sistanizadm@sbmu.ac.ir

Audit and Feedback Effect on Antibiotic Use

Introduction
Antibiotic stewardship program (ASP) has
been defined as “coordinated interventions
designed to improve and measure the appropriate
use of antibiotic agents by promoting the selection
of the optimal drug regimen including dosing,
duration of therapy, and route of administration”
(1). Prospective audit with intervention and
feedback to prescribers can reduce inappropriate
antimicrobial use and is recognized as one of the
main parts of ASP (2). While in many countries a
multidisciplinary ASPs have been implemented
in most major hospitals for years, there have
been only limited actions such as “formulary
restriction” in some hospitals in Iran (3). In past
few years many hospitals in Iran started to give
attention to importance of applying a program
for controlling antimicrobial consumption.
Also, parallel to ASPs, finding new regimens
for treatment of resistant bacteria were focused
by some researchers (4, 5).
“Prospective audit and feedback” has been
designed in very different ways using dissimilar
approaches based on services involved on ASP
(infectious disease specialist, clinical pharmacist,
etc.), history of ASP implementation in the
hospital, average patients’ length of stay (longterm acute care hospitals vs. regular hospitals),
resources, etc. (6-12).
In contrast to “formulary restriction”
making a predictable reduction in antimicrobial
consumption, “prospective audit and feedback”
effects are dependent on applied program and
they need to investigate the best approach based
on local conditions. Financial constraint and not
having a dedicated team, emphasizes the need
for finding the simplest effective approach.
Based on our knowledge this is the first trial
evaluating effect of implementing “prospective
audit and feedback” intervention on antimicrobial
use in Iran.
Experimental
Setting
This prospective interventional study was
done in Imam Hossein teaching hospital,
affiliated to Shahid Beheshti University of
Medical Sciences, Tehran, Iran. Based on

antimicrobial consumption and diversity of the
patients, internal medicine ward with 46 beds
and occupancy rate of 96%, including general,
nephrology, pulmonology, endocrinology, and
hematology sub-specialties was selected for
implementing prospective audit and feedback
intervention. Patients were visited in teaching
rounds every day in this ward by responsible
attending ward staphs. Leading infectious causes
are pulmonary infections (45%), skin and soft
tissue infections, urinary tract infections, and
catheter related infections in dialysis patients.”
Inclusion and exclusion criteria
In this pre-post interventional study, all
patients of the receiving an intravenous
antimicrobial were included in the study. The
immunocompromised patients (HIV patients,
neutropenic patients and those hospitalized
for chemotherapy and others with known
immunocompromised situations), and the
patients without definite diagnosis based on
guidelines were excluded.
Study design
Pre-interventional phase was done between
January to March 2017 for three months. A
clinical pharmacy specialist screened the patients
based on defined inclusion and exclusion criteria
three times weekly. Clinical pharmacist visited
all patients included in the study, three times
weekly. Data related to diagnosis and treatment
of infection including chief complaint, sign, and
symptoms suggesting an infection, laboratory
data (including WBC count and differential,
ESR, CRP, PCT, BUN, SCr, urinary analysis,
VBG, CFS analysis, pleural fluid analysis,
etc.), imaging results (CXR, sonography report,
etc.), results of culture and susceptibility tests
and history of recent antibiotic use, receiving
immunosuppressing drugs and recent hospital
admissions were documented. Any change in
treatment (changing antibiotic, dose adjusting,
de-escalation, changing route of administration,
and discontinuation documented. Ward staphs
were not aware of study method and goals in
this stage.
After completing data in pre-interventional
phase, based on extracted data (frequencies of
infectious disease and detected routine wrong
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Table 1. Definition of categories of deviations from guideline in a treatment course.
Category

Definition

1: Indication

Antibiotic was started but clinical, imaging and laboratory data are not convincing for an infection
to be the culprit

2: Culture

Specimen(s) was/were not send from susceptible sources of infection for culture and sensitivity test

3: Antibiotic choosing
4: Dosing schedule
5: De-escalation
6: IV to oral conversion
7: Duration

Infection is susceptible but selection of antibiotic was not appropriate for probable infection
Antibiotic dose was not appropriate based on patient situation including renal and liver function and
type of possible infection such as meningitis
De-escalation was not done based on culture results or clinical recovery
Changing IV form of antibiotic to PO delayed in a case of normo-thermia for more than 48 h
Antibiotic(s) was/were continued for duration longer than recommended by guideline

ways of antibiotic use), protocols for treatment
of prevalent infections including protocols
for diagnosis and treatment of pneumonia
(community and hospital acquired), sepsis,
and diabetic foot infection were designed by a
team including infectious disease and clinical
pharmacy specialists and infection control
supervisor. These protocols determine the time
feasible to start antibiotic treatment, the antibiotic
that should be chosen (Fluoroquinolones
and Carbapenems eliminated from first line
antibiotics whenever it was passible based on
hospital policy in order to control resistance of
microorganisms to them), the preferred dose
and route of administration, how the patient
should be follow up, and the right duration
of the treatment. All guidelines were approved
by drug and therapeutics committee before
implementation of prospective audit and
feedback protocol.
In interventional phase, between June 2017
and February 2018, clinical pharmacy specialist
visited the patients and discussed with prescriber
in teaching rounds in case of deviation from
pre-designed guidelines. In patients for whom
the clinical pharmacist could not decide,
before any recommendation to physician in
charge, the consultation with infectious disease
specialist was done. The Physicians were free
to accept the recommendations or not. At the
beginning of the audit and feedback program,
we planned to discuss necessary modifications
with responsible physician. They were available

only in five concurrent teaching rounds for two
hours in the morning, which made it impossible
to attend in all visits. We continued this strategy
for 2 months until September 2017. Then we
decided to try another strategy and for 3 months,
between September 2017 to December 2017,
after documenting recommendations in audit
forms and putting them in patients file, we
discussed them with senior residents and asked
them to transfer ASP team opinion to physician
in charge. Unfortunately, follow up 48 h after
documenting the recommendation revealed that
in most cases the recommended modification
was not applied and after communication with
physician, he/she denied recommendation
transfer in most cases. Introducing the plan
and its aim to residents in teaching classes did
not make any difference so we changed our
approach to primary way after November 2017.
Outcome measures
The primary objective of the current study
was evaluating appropriateness of antimicrobial
consumption before and after implementing
prospective audit and feedback intervention,
based on seven categories defined in Table
1. As secondary outcome, length of hospital
stay, mortality rate, and defined daily dose of
antimicrobials per 100 bed days were evaluated
in two phases of the study.
Statistical Analyses
Categorical variables were analyzed by χ2
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or Fisher’s exact tests and Pearson Chi-Square
test. Continuous data are presented as the
mean ± standard deviation and were analyzed
by Student’s t-test or Mann–Whitney test.
Two-tailed P-value of <0.05 was considered
statistically significant. All of the collected data
were analyzed using IBM SPSS Statistics for
Windows v.21.0 (IBM Corp., Armonk, NY).
Results
During pre-intervention phase the data
related to 44 patients were analyzed. The most
commonly used intravenous (IV) and oral (PO)
antimicrobials were Levofloxacin (IV and
PO), Ciprofloxacin (IV and PO), Ceftriaxone
(IV),
Meropenem
(IV),
Clindamycin
(IV and PO), and Vancomycin (IV).
In post intervention phase which lasts 9
months, 154 patients were included that 116
(75.3%) of them had at least one discrepancy
based on the approved guideline. In total 167
(1.08 per patient) recommendations were
discussed with responsible physician and 134
(80.2%) of them were accepted. Among 167
recommendations, IV to oral conversion had
highest rate (22.2%) and dosing schedule had
highest rate of acceptance (100%). Number of
provided recommendations and their acceptance
rates are summarized in Table 2. Demographics
characteristics of patients are reported in Table 3.

For determining effect of audit and feedback
intervention on physicians’ routine practice
in prescribing antimicrobials and minimizing
confounding factors specially differences
in pattern of infections, we compared rate of
discrepancies from guidelines in same months
before and after intervention. Therefore, the
data related to January and February 2018 were
compared to the data in the same months in 2017
(pre intervention phase). Our study revealed
significant decrease in discrepancies in choosing
antibiotics, dosing schedule, de-escalation,
and IV to PO conversion after intervention
but change in indication and sending relevant
cultures did not show any statistically significant
difference. In addition, we were not able to
evaluate effect of intervention on duration of
treatment because most of the patients were
discharged form hospital with an oral antibiotic.
These data are summarized in Table 4.
Hospital length of stay showed a significant
reduction from 16.1 days to 11.6 days (P-value
< 0.05) comparing pre- and post-intervention
periods. The mortality rate was not different
in the patients whose physicians accepted our
recommendation(s) compared to those whose
physicians rejected our recommendation(s) in
their treatment. (P-value = 1.00). During the
intervention phase, in the patients, for whom
de-escalation or discontinuation of antibiotic(s)
was recommended and accepted by their

Table 2. Frequency of recommendations for correcting deviation from guideline and their acceptance rate during 9 month of intervention.
Category of recommendation

Portion of total recommendations, No. (%)

Acceptance rate

1: Indication

24 (14.4%)

66.7%

2: Culture

27 (16.2%)

88.9%

5 (3.0%)

60.0%

4: Dosing schedule

20 (12.0%)

100.0%

5: De-escalation

23 (13.8%)

78.3%

6: IV to oral conversion

37 (22.2%)

81.0%

7: Duration

11 (6.6%)

72.7%

8: Others

20 (12.0%)

75.0%

167

80.2%

3: Antibiotic choosing

*

Total

Asking for more laboratory investigation like checking PCT for discontinuing antibiotics and SCr for dose adjusting.

*

2139

GolAli E et al. / IJPR (2019), 18 (4): 2136-2143

Table 3. Demographics characteristics of patients in pre-intervention and post intervention phases of the study in January and February
of 2017 and 2018.
Pre-intervention
(44 patients), No. (%)

Post intervention (39
patients), No. (%)

Male

27

19

Female

17

20

Average

62.7

64.6

Range

19-89

25-90

Parameters
Sex

Age

Underlying disease

P-value

0.75

Std. deviation

17.3

17.3

Metabolic disorder

9 (20.4%)

8 (20.5%)

0.99

Kidney disease

6 (13.6%)

10 (25.6%)

0.16

Pulmonary disease

7 (15.9%)

10 (25.6%)

0.27

Coronary artery disease

8 (18.2%)

6 (15.4%)

0.73

Neurologic disorders

3 (6.8%)

2 (5.1%)

1.00

Solid tumor

4 (9%)

1 (2.5%)

0.36

Hematologic disorders

1 (2.2%)

0 (0%)

1.00

Gastrointestinal

1 (2.2%)

0 (0%)

1.00

Rheumatologic disease

2 (4.5%)

1 (2.5%)

1.00

None

3 (6.8%)

1 (2.5%)

0.62

Respiratory infections

19 (43.2)

20 (51.2%)

0.46

Endocarditis/Bacteremia

5 (11.4%)

5 (12.8%)

0.84

Urinary tract infection

6 (13.6%)

8 (20.5%)

0.4

Skin and soft tissue

10 (22.7%)

4 (10.25%)

0.13

Intra-abdominal

1 2.2%)

0

0.53

Osteomyelitis

2 (4.5%)

0

0.49

No diagnosis

1 (2.2%)

2 (5.1%)

0.59

Type of infection

Table 4. Rate of discrepancies from guideline between pre-intervention and post intervention phases of the study in January and
February of 2017 and 2018 as a surrogate of the effect of audit and feedback intervention on physicians’ routine practice in prescribing
antimicrobials.
Category of discrepancy

Pre-intervention (44 patients), No. (%)

Post intervention (39 patients), No. (%)

P-value

1: Indication

5 (11.36%)

5 (12.82%)

1.00

2: Culture

18 (40.90%)

10 (25.64%)

0.168

3: Antibiotic choosing

24 (54.54%)

3 (7.69%)

< 0.001

4: Dosing schedule

19 (43.18%)

5 (12.82%)

0.003

5: De-escalation

30 (68.18%)

8 (20.51%)

< 0.001

33 (75%)

6 (15.38%)

< 0.001

-

-

-

6: Conversion to oral regimen
7: Duration

*

*

As most of patients discharged from hospital with an oral antibiotic, duration of treatments could not be evaluated.
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physicians, no exacerbation of infection or need
for new antibiotic(s) was seen.
Comparing consumption of common
antibiotics, including Carbapenems, Vancomycin,
Ciprofloxacin and Levofloxacin using DDD/100
bed days revealed a reducing trend which
was not significant. There was a significant
reduction in rate of changes in consumption rate
of Carbapenems (+5.34 DDD/100 patient bed
days (PBD) to -1.7 DDD/100 PBD, P-value =
0.003, 95% CI, 2.7-11.3).
Discussion
Results of our study revealed that post
prescription review of intravenous antibiotic
orders, three times weekly by a clinical pharmacy
specialist in internal ward significantly reduced
discrepancy from guidelines (Table 4) and led
to more appropriate treatment without any
detrimental effect on treatment outcomes. In
addition, this intervention reduced hospital stay
significantly with no effect on mortality rate.
One explanation for decreasing hospital stay
is that physicians generally discharge patients
on oral medications but not on treatment with
IV antibiotics. As one of our major findings
was significant increase in rate of IV to oral
conversion, this could be one reason for
decreased hospital length of stay in intervention
phase of our study. These data are in accordance
with other studies, which reveal the effect of IV
to Po conversion on reduction of hospital stay
(13-15).
The physicians in this study accepted 81%
of our recommendations, which was more
than what we expected at the beginning of the
study. The effect of activities by antimicrobial
stewardship committee in last six years should
not be underestimated in that. These activities
focused mostly on “formulary restriction”,
“education”, and “antimicrobial order forms”
and not on prospective audit and feedback
strategy.
Reduction in discrepancies compared
to pre interventional phase of the study was
more prominent in “on time intravenous to
oral conversion” (60%). Change in route of
administration is called “low-hanging fruit” in
implementing ASP as it is the most obtainable

target and has demonstrated significant financial
savings (16). In the opposite of IV to oral
conversion, our study could not decrease
discrepancies in discontinuation of antibiotic
in the patients having not enough evidence of
infection.
The current study found that DDD/100 bed
day did not reduced significantly. This finding
is consistent with that of Manuel in 2010 and
Elligsen in 2015 which showed that intervention
had no significant impact on the overall antibiotic
consumption (17, 18). However, the findings of
the studies by Newland in 2012 and Carins in
2013 revealed 18% and 10% reduction with
implementing prospective audit and feedback
strategy (6, 19). This differs from the findings
presented here. Also overall number of DDD/100
bed day did not show any significant reduction
in our study, but there was a reduction in trend
of Vancomycin and Carbapenems usage rate.
About Levofloxacin, although consumption rate
did not show any change but average number
of DDD per each patient decreased from 5.6
± 1.9 DDD to 3.7 ± 1 DDD (P-value = 0.018)
for intravenous Levofloxacin and increased
from 6.9 ± 1.1 to 8.6 ± 1.2 (P-value = 0.006)
for oral Levofloxacin. Increasing rate of oral
Levofloxacin confirms that our recommendation
for changing IV antibiotics to oral form was
effective.
One of the most important limitations
for implementing a comprehensive ASP in
developing countries, as seen in our study,
is limitation in resources (20). In the present
study the clinical pharmacy specialist visited
the patients in internal medicine ward with 46
beds, three times a week. Definitely, attendance
of the clinical pharmacist on daily bases could
have higher impact on the reduction of the
antimicrobial use especially with increasing
chance of communication with physicians and
identifying discrepancies from the approved
guidelines.
Other limitation for implementing an ASP
is finding the right way to assess treatment
appropriateness including optimal drug
choose and treatment duration which is still
under debate by specialist (11, 21). Another
limitation is lack of standard definitions for
defining appropriateness of treatment or
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effect of intervention. For example, “time to
treatment modification (time to de-escalation,
changing route of administration and antibiotic
discontinuation) has been chosen in some studies
(13, 17, 22 and 23) as the primary outcome
to assess treatment appropriateness. Although
this outcome is easier to assess, but it is not
necessarily equivalent to an improvement in the
appropriateness (17). Additionally, we did not
assess program influence on bacterial resistance.
For evaluating these important issue larger
studies, implementing such strategies in whole
hospital with longer duration, is recommended.
In conclusion, the current study revealed
that post prescription review of IV antibiotics
and feedback is an effective intervention to
increase appropriateness of the treatment and
to reduce the broad-spectrum antibiotic usage.
This research has also demonstrated that this
intervention could decrease the hospital length
of stay with no effect on mortality.
References
(1) Fishman N. Policy statement on antimicrobial
stewardship by the society for healthcare epidemiology
of America (SHEA), the infectious diseases society of
America (IDSA), and the pediatric infectious diseases
society (PIDS). Infect. Control Hosp. Epidemiol.
(2015) 33: 322-7.
(2) Timothy HD, Robert CO, McGowan Jr J, Dale NG,
Weinstein RA, Burke JP, Huskins WC, David LP,
Neil OF, Christopher FC, Brennan PJ, Marianne
B and Hooton TM. Infectious diseases society of
America and the society for healthcare epidemiology
of America guidelines for developing an institutional
program to enhance antimicrobial stewardship. Clin.
Infect. Dis. (2007) 44: 159-77.
(3) Sistanizad M, Kouchek M, Miri M, Goharani R,
Solouki M, Ayazkhoo L, Foroumand M and Mokhtari
M. Carbapenem restriction and its effect on bacterial
resistance in an intensive care unit of a teaching
hospital. Iran. J. Pharm. Res. (2013) 12: 503-9.
(4) Mosaed R, Haghighi M, Kouchak M, Miri MM,
Salarian S, Shojaei S, Javadi A, Taheri S, Nazirzadeh
P, Foroumand M and Sistanizad M. Interim study:
comparison of safety and efficacy of Levofloxacin
plus colistin regimen with Levofloxacin plus high
dose ampicillin/sulbactam infusion in treatment of
ventilator-associated pneumonia due to multi drug
resistant acinetobacter. Iran. J. Pharm. Res. (2018)
17: 206-13.
(5) Ghazaeian M, Mokhtari M, Kouchek M, Miri M,
Goharani R, Ghodssi-Ghassemabadi R and Sistanizad

M. Once versus thrice daily colistin in critically Ill
ptients with multi-drug resistant infections. Iran. J.
Pharm. Res. (2017) 16: 1247-53.
(6) Cairns KA, Jenney AW, Abbott IJ, Skinner MJ, Doyle
JS, Dooley M and Cheng AC. Prescribing trends
before and after implementation of an antimicrobial
stewardship program. Med. J. Aust. (2013) 198: 262-6.
(7) Standiford HC, Chan S, Tripoli M, Weekes E and
Forrest GN. Antimicrobial stewardship at a large
tertiary care academic medical center: cost analysis
before, during, and after a 7-year program. Infect.
Contr. Hosp. Epidemiol. (2015) 33: 338-45.
(8) Pate PG, Storey DF and Baum DL. Implementation
of an antimicrobial stewardship program at a 60-bed
long-term acute care hospital. Infect. Control Hosp.
Epidemiol. (2015) 33: 405-8.
(9) Cai Y, Shek PY, Teo I, Tang SSL, Lee W, Liew
YX, Chlebicki P and Kwa AL. A multidisciplinary
antimicrobial stewardship programme safely decreases
the duration of broad-spectrum antibiotic prescription
in Singaporean adult renal patients. Int. J. Antimicrob.
Agents (2016) 47: 91-6.
(10) Liew YX, Lee W, Tay D, Tang SSL, Chua NGS, Zhou
Y, Kwa ALH and Chlebicki MP. Prospective audit
and feedback in antimicrobial stewardship: Is there
value in early reviewing within 48 h of antibiotic
prescription? Int. J. Antimicrob. Agents (2015) 45:
168-73.
(11) Lesprit P, de Pontfarcy A, Esposito-Farese M, Ferrand
H, Mainardi JL, Lafaurie M, Parize P, Rioux C, Tubach
F and Lucet JC. Postprescription review improves
in-hospital antibiotic use: A multicenter randomized
controlled trial. Clin. Microbiol. Infect. (2015) 21:
180.e1-e7.
(12) Nathwani D, Lawson W, Dryden M, Stephens J,
Corman S, Solem C, Li J, Charbonneau C, Baillon-Plot
N, Haider S and Eckmann C. Implementing criteriabased early switch/early discharge programmes: a
European perspective. Clin. Microbiol. Infect. (2015)
21: S47-S55.
(13) Lesprit P, Landelle C and Brun-Buisson C. Clinical
impact of unsolicited post-prescription antibiotic
review in surgical and medical wards: a randomized
controlled trial. Clin. Microbiol. Infect. (2013) 19:
E91-E7.
(14) Liew YX, Lee W, Loh JCZ, Cai Y, Tang SSL, Lim
CLL, Teo J, Ong RWQ, Kwa ALH and Chlebicki MP.
Impact of an antimicrobial stewardship programme on
patient safety in Singapore General Hospital. Int. J.
Antimicrob. Agents (2012) 40: 55-60.
(15) Coulter S, Merollini K, Roberts JA, Graves N and
Halton K. The need for cost-effectiveness analyses of
antimicrobial stewardship programmes: A structured
review. Int. J. Antimicrob. Agents (2015) 46: 140-9.
(16) Goff DA, Bauer KA, Reed EE, Stevenson KB, Taylor
JJ and West JE. Is the “Low-Hanging Fruit” worth
picking for antimicrobial stewardship programs? Clin.
Infect. Dis. (2012) 55: 587-92.
(17) Manuel O, Burnand B, Bady P, Kammerlander R,

2142

Audit and Feedback Effect on Antibiotic Use

Vansantvoet M, Francioli P and Zanetti G. Impact of
standardised review of intravenous antibiotic therapy
72 hours after prescription in two internal medicine
wards. J. Hosp. Infect. (2010) 74: 326-31.
(18) Elligsen M, Walker SAN, Pinto R, Simor A, Mubareka
S, Rachlis A, Allen V and Daneman N. Audit and
feedback to reduce broad-spectrum antibiotic use
among intensive care unit patients a controlled
interrupted time series analysis. Infect. Control Hosp.
Epidemiol. (2015) 33: 354-61.
(19) Newland JG, Stach LM, De Lurgio SA, Hedican E,
Yu D, Herigon JC, Prasad PA, Jackson MA, Myers
AL and Zaoutis TE. Impact of a prospective-auditwith-feedback antimicrobial stewardship program at
a children′s hospital. J. Pediat. Inf. Dis. Soc. (2012)
1: 179-86.
(20) Bal AM and Gould IM. Antibiotic stewardship:

overcoming implementation barriers. Curr. Opin.
Infect. Dis. (2011) 24: 357-62.
(21) Reisfeld S, Assaly M, Tanous E, Amarny K and
Stein M. Evaluating Appropriateness of antimicrobial
treatment in hospitalized patients: a comparison of
three methods. J. Hosp. Infect. (2017) 99: 127-32.
(22) Lesprit P, Landelle C, Girou E and Brun-Buisson
C. Reassessment of intravenous antibiotic therapy
using a reminder or direct counselling. J. Antimicrob.
Chemother. (2010) 65: 789-95.
(23) Freeman T, Eschenauer G, Patel T, Gandhi T, Petty L,
Chenoweth C, Santarossa M and Nagel J. Evaluating
the need for antibiotic stewardship prospective audit
and feedback on weekends. Infect. Control Hosp.
Epidemiol. (2017) 38: 1262-3.
This article is available online at http://www.ijpr.ir

2143

