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Objectives

* Understand terminology
— asynchronous education
— digital scholarship

* Be able to employ 3 DESIGN STRATEGIES for
creating effective online learning materials

— Be specific
— Remember F tracking

— Create a framework from visual cues
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ASYNCHRONOUS EDUCATION

= learning around cases, not
according to a schedule or syllabus



How can | become an effective
online educator?



DIGITAL SCHOLARSHIP

= the way we use technology to teach
and learn online



Digital Scholarship

staple in EM Education
advantages over textbook based learning

few resources to guide production of effective
online learning materials



Objectives

develop a personal approach to DFI and SSTIs

understand digital scholarship in the context of
asynchronous education

produce relevant online learning materials for
DFIl and SSTI



Signs and
Symptoms

Alia’s Antibiotic

Typical
Microbes

Treatment
Duration

Empiric Antibiotic Regimens

. Severe
Series Local infection as defined in
i Diabetic Foot Infections moderate with systemic signs
BOrnggEM Moderate of infection:
1 or more of: Temp >38 or <36
deep tissue abscess Pulse >90bpm
Mild cellulitis >2cm Tachypnea >20 RR
PaC0O2 <32
2 or more of: gangrene )
e T invasion beneath dermis/ WBC >12, or <4, cells/ uL
pulen se subcutaneous tissue or >10% bands
local erythema <2cm osteomyellis
- local pain =
Uninfected local tendemess ‘[asct;m -
ulceration local warmth septic arthritis
no purulence induration AND
no signs of AND . i
infection Jimited to skin and no signs of systemic illness
superficial dermis
no systemic iliness
No infection Staph (MSSA and MRSA) Staph (MSSA and MRSA) Staph (MSSA and MRSA),
No antibiotics Streptococci Streptococci Streptococci
Enterobacter Enterobacter
Enterococcus Enterococcus
obligate anaerobes obligate anaerobes
7-14 days 2-4 weeks. Varies, reassess, & step down to
PO when appropriate
PO PO or IV then PO 1\
No MRSA risk factors! No MRSA risk factors'? No MRSA risk factors'?®
Cephalexin 500mg PO QID Clindamycin 300-450mg PO QID || Moxifloxacin 400mg IV g24h
or 600-800mg IV g8h Ertapenem 1g q24h
Dicloxacillin 500mg PO QID WITH Fluoroquinolone
5 Imipenem-cilastatin 500m| h
ggox-dav 875/125mg PO m%qm Meropenem 1gq8'l‘| b
I OR
Ciprafioxacin 750mg PO/ 400mg IV q12n | o
Levofloxacin 750mg PO daily HECE
Ceftriaxone 1g IV daily WITH
Clindamycin 450mg PO TID Metronidazole 500mg IV/PO BID

With MRSA risk factors** or
high clinical suspicion for
MRSA®

Cephalexin 500 mg PO QID
g;oxadlh 500mg PO q6h
WITH

‘(I)':PISMX(DS) 2 tabs PO BID

Doxycycline 100mg PO BID

OR
Clindamycin 300-450mg PO QID
or 800-800mg IV q8h

With MRSA risk factors** or
high clinical suspicion for
MRSAZ3

TMP/SMX 2 tabs PO BID with

Amoxicillin-Clavulanate 875/125
PO BID

Clindamycin 300-450mg PO QID
or 600-800mg IV q8h WITH
Fluoroquinolone

Fluoroguinolone examples:
Levofioxacin 750 mg POAV q 24h

OR
Ciprafioxacin 750mg PO/ 400mg IV q12h
OR

Moxiioxacin 400mg PO q24h

With MRSA risk factors** or
suspicion for MRSA, ADD'

Linezolid 600mg PO q12h
Daptomycin 4-8mg/kg g24h
Vancomycin 15-20mg/kg IV BID

BoringEM

Alia’s Antibiotic
Series

Diabetic Foot Infections



Alia’s Antibiotic Series
Skin and Soft Tissue Infections

Purulent, Abscesses

BoringEM

Severe
Purulent infection with systemic signs of
infection

temp >38 degrees

Moderate
Purulent infection
Systemic signs of infection
temp >38 degrees
tachycardia >90 bpm
tachypnea >24 breaths per minute
leukocytes >12 <4 or >10% bands

Mild

Purulent infection

Not a re-occurence

NO systemic signs of infection

Medical co- i healing
(liver/renal disease, vascular insufficiency)

tachycardia >90 bpm

tachypnea >24 breaths per minute

leukocytes >12, <4, or >10% bands
Clinical signs of deeper infection

bullae, skin sloughing, hypotension, end

organ dysfunction, complicated or deep

abscesses
Failure on PO antibiotics previously
Neutropenia
On chemotherapy
ised or i y
Malignancy
injury to

Recurrence after 1&D with antibiotics

Mild Infection: I&D with no antibiotics

MRSA Risk Factors

Hospital Acquired-MRSA
~Hospitalization
+Long-term care

~Recent antibiotic therapy
~Hemodialysis

Community Acquired-MRSA**

+HIV infection

“Men who have sex with men
«Injection drug use
~Unsanitary/cramped living conditions
“Incarceration

-Military service

+Sharing sports equipment

+Diabetes

*Avoid Clindamycin if suspected CA-MRSA
due to inducible resistance

Moderate Infection: 1&D with PO antibiotics

Consider Streptococcus A,B,C, G and
Staphylococcus (MSSA, HA-MRSA, and CA-
MRSA)

Treatment duration 5-7 days

Empiric Therapy
TMP/SMX 1-2 DS tablets PO BID
Doxycycline 100mg PO BID

Severe Infection: 1&D with IV antibiotics

Consider Streptococcus A,B,C, G and
Staphylococcus (MSSA, HA-MRSA, and CA-
MRSA), Pseudomonas

Treatment duration varies, reassess and step
down to PO

Empiric Therapy

Vancomycin 30mg/kg/day in 2 divided doses IV
Daptomycin 4mg/kg q 24hours IV

Linezolid 600mg q12h IV or 600mg PO BID

DISCLAIMER: Always refer to your local antibiograms to guide your choices for clinical care. Susceptibility of
various organisms may vary due to local resistance patterns.

1 HmSzrme) EMRA ansbiotogusde,Ining, TX (1125 Execuve C. Ining 75038 2522) EWEA
2 “Antimicrobial (znu)
3. Stevens, D., Bisno. A, Chambers, H., Delinger, E.. Goidstei. E.. & Gorbach, S. et al. (2014). Prackx the
of Skin and Soft Tissue Infections: 2014 bymehﬁmuls " bous Dise: ZL e10-e52. dor:
10.1083cidciu208
4. Baddour, L. (2014). Cellulitis Retrieved 28 ang-
enysipelas

Alia’s Antibiotic Series
M Skin and Soft Tissue Infections

Non-purulent

BoringEM

Mild
Typical, localized cellulitis
No purulent focus

Mild Infection: PO antibiotics
Consider Strep A, B, C, G

Treatment duration 5 days, extend if no
clinical improvement

Empiric therapy
Cephalexin 500mg PO QID
Dicloxacillin 500mg PO QID

If penicillin allergic:
Clindamycin 300mg QID
Levofloxacin 750mg PO daily

DISCLAIMER: Always refer to your local antibiograms to guide your choices for clinical care.

Severe

Purulent infection with systemic signs of infection
temp >38 degrees
tachycardia >90 bpm

Moderate
Typical cellulitis with systemic signs of infection
temp >38 degrees
tachycardia >90 bpm
tachypnea >24 breaths per minute
leukocytes >12, <4, or >10% bands
Medical co-morbidities complicating healing
(liver/renal disease, vascular insufficiency)

>24 breaths per minute
leukocytes >12, <4, or >10% bands
Clinical signs of deeper infection
bullae, skin sloughing, hypotension, end organ

or deeb
Patients who have failed previous PO antibiotics
Neutropenia
On chemotherapy
ised or i iency
Malignancy
ion injury ible to

Recurrence after I&D with antibiotics

Moderate Infection: IV antibiotics
Consider Strep A, B, C, G, MSSA

Treatment duration minimum 5 days, extended if
no clinical improvement

Empiric therapy:
Ceftriaxone 1gm IV g8 hours
Cefazolin 1gm IV g8 hours

If penicillin allergic:
Clindamycin 600-900mg IV g8 hours

If known MRSA colonization (from previous
infection, or nasal swabs):
TMP/SMX 1-2 DS tablets PO BID

Severe Infection: IV antibiotics, r/o necrotizing disease
Consider Strep A, B, C, G, MSSA, MRSA, Pseudomonas

Treatment duration varies, reassess, await culture
results, and step down to PO

Empiric therapy:
Vancomycin 30mg/kg IV divided into 2 doses AND
Piperacillin/Tazobactam 3.375mg IV g6hours

If penicillin allergic:

Vancomycin 30mg/kg IV divided into 2 doses AND
Imipenem 1g IV g6-8hours

Vancomycin 30mg/kg IV divided into 2 doses AND
Meropenem 1g IV g8hours

If concems for necrotizing disease:

of various organisms may vary due to local resistance patterns.

3. Stevens,D.,

References
1. Levine, B. (2008) EMRA antibiotic guide. Irving, TX (1125 Executive Cir., Irving 75038-2522): EMRA.
MSH+UHN Anti Steward: (2014). Skin and Soft Tissue Infections. Toronto. Retrieved from

Stat surgical consult
Pi il 4.5mg IV and Clindamycin
600-900 mg IV
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FIVE take home paints

oIVE fake home pouis

Chalk Talk

An approach to understanding OUTPATIENT ANTIBIOTIC management of
Skin and Soft Tissue Infections

Skin and Soft Tissue Infections |

Trestmend Principies: Cebubt

Special Consideration-
Pseudomonas aeruginesa

M Alia’s Antibiotic
Series

BOfiHQE M Diabetic Foot Infections



DESIGN STRATEGIES:

1) Be specific about your audience









Design Strategy 1:
Understanding your audience

Who will use this handout?
How much time will they spend using it?
When and Where will they use it?

How will they access it?



Questions

Who will use it?

How much time will they spend
using it?

When will they use it? And
where?

How will they access it?

Diabetic Foot Pocket Card

junior learners in ED
R1
CC4
CC3

about 10 minutes

In the ED
quick guide to read before presenting
to get ready for pimping
probably minor area, high volume

iPhone/small screen
stored on evernote
stored on phone




Specific

INntentional



DESIGN THINKING

= the creating products with the end
user in mind
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DESIGN STRATEGIES:

1) Be specific about your audience



Metrics

SSTI Pocket Cards

814 page views in 55 countries

Diabetic Foot Pocket Cards

989 page views in 35 countries
LITFL mention

Average time spent on page: 3-5 minutes



DESIGN STRATEGIES:
1) Be specific about your audience

2) Remember F scanning






Design Strategy 2:
Remember F Scanning




Signs and
Symptoms

Typical
Microbes

Treatment
Duration

Empiric Antibiotic Regimens

a0 Severe
M Al'a S Local infection as defined in
. ihioti moderate with systemic signs
BOringEM Antibiotic of infection:
Series r“"m‘f’ Temp >38 or <36
; ; or more or. Pulse >30bpm
Diabetic Foot Infections deep tissue abscess Tach a>20 RR
Mild cellulitis >2cm PaCO2 <32
gangrene WEBC >12, or <4, cells/ pL
2 or more of: invasion beneath dermis/ or >10% bands
purulent secretions subcutaneous tissue
local erythema <2cm osteomyelitis
:wa: m fasciitis
ocal erness i iti
Uninfected local warmth seplic arthritis
o e o
: AND no signs of systemic
no signs of limited to skin and i..,,,s;% y
infection superficial dermis
no systemic illness
No infection Staph (MSSA and MRSA) Staph (MSSA and MRSA) Staph (MSSA and MRSA),
No antibiotics Streptococci Streptococci Streptococci
Enterobacter Enterobacter
Enterococcus Enterococcus
obligate anaerobes obligate anaerobes
7-14 days 2-4 weeks. Varies. reassess, & step down
to PO when appropriate
No MRSA risk factors No MRSA risk factors No MRSA risk factors
Cephalexin 500mg PO QID Clindamycin 300-450mg PO q | Moxifloxacin 400mg IV q24hour
T -
Dicloxacillin 500mg PO QID 230";[}:,,‘{,",0,: Levofloxacin 750mg IV q24hour
Fuaroguinalone 2N i H
Amox-Clav 875/125mg PO BID | jerittart 7s) mo PO g 24ns or | CERri=x0ne 1-2gm 24 hour
Levofloxacin 750mg PO Daily | Gowitorscin 400mg PO qosnes . | EiaPenem 19m q24 hours
Clindamycin 450mg PO TID Imipenem-cilastatin 500mg
q6hours
With MRSA risk factors*™ or | with MRSA risk factors** or
high clinical suspicion for high clinical suspicion for With MRSA risk factors* or
MRSA MRSA suspicion for MRSA, ADD
Clindamycin 450mg PO TID TMP/SMX 2 tabs PO BID with | Linezolid 600mg PO q12hour
+ Cephalexin 500 mg po QID Amoxicillin-Clavulanate §
Daptomycin 4-6mglkg q24hour
Dicloxacillin WITH 875/125 PO BID
TMP/SMX(DS) 2 tabs PO BID Clindamycin 300-450mg q 6-8 | Vancomycin 15-20mg/kg IV BID
OR Doxycycline 100mg PO BID || hours WITH Fluoroquinolone
Fluaroguinalone examples:

Levafigxacin 750 mg PO q 24hrs OR
Ciprofloxachn 750mg PO g12hrs OR
MoxMoxacin 400mg POAV q24hs

IDSA, 2012



DESIGN STRATEGIES:
1) Be specific about your audience

2) Remember F scanning



DESIGN STRATEGIES:
1) Be specific about your audience
2) Remember F scanning

3) Create a framework from visual cues



Design Strategy 3: Visual Cues

Diabetic Foot Infections

Oassitcation

o Usinfected- loeration with no purulent secretions, ro signs of local infection
"o antitiotics needed

® Mid- 2 or mare signs of inflammation (below) AND infection limited to skin and superficial dermis,

with no local complcations or systemc finess
¢ Poruen secretorm

erythoma

pain

tenderness

warmth

nduraton

Systemic signs of nfection

*Modkrate- at least 1 of:

celluitis > 2 cm

spread beneath fasca

deep tusue abscess

gangrene

musde, tendon, bone mvcivernent

Ochve- evidence of local nfection as n rmoderate, AND sigrs of systemic toxiaty

fover

chills

vomiting
leudaCytosis
acdons
hypsrgycarna

arotema

Mild, parenteral antiotics (12 woeks treatment)
Suspect Staph. (MSSA and MRSA), Strep.

* Without MRSA Cover

“ e

age
Cepbitlexin S00mg PO QID x 7-14 days
Dekaxacio S00mg PO QIO x 7-14 gays
Amox-Cax 875/125mg PO 80 x 7-14 gays
Levofloxacin 750mg PO Daily x 7-14 days
Cindacmysin 450mg PO TID x 7-14 days

* Suspect MRSA
* Clodaomycio 450mg PO TIO x 7-14 days
o Cephalexn OR Dicooaciin WITH TMP/SMX (DS) 2 tans PO BID x 7-14 days
* Cephalexin OR Dicoaclin WITH Doxycycine 100mg PO BD x 7-14 days

Noderate to Severe
treatment duration 2.4 woeks
F0; or V followed by PO

Suspect Staph (MSSA, MRSA), Streptocecs,, Enterobacter, Enterotoscus, obigate smaercbes

*  Moderate, do not suspoct MRSA

Lanﬁmgn?.bvg?()ql“mswthﬂm 300-450mg PO q 6-8 hours x 24

Cummﬂorql'()q 2rours with Cledgamyon 300-450mg PO q 6-8 hours x 2.4

Mowmmr 400mg PO/IV q24hours x 2.4 wotks

. vwcuxt suspect MRSA

TMP/SMX 2 tats PO 81D » Amaxicllin-Cinulanate 875/125 20 BD x 2-4 weeks

Qogamyon 300-450mg ¢ 6-8 hours x2-4 weeks WITH
o Mosfloxscin 400mg PO g 24hours x2-4 weeks OR
«  Lavefloxacin 400 mg PO g 24hours x2-4 weeks OR
o Cmmfloxacin 750mg PO g 2hours 524 weeks

Diabetic Foot Infections

* Severe, withoot NRSA, IV

Moxifianacin 400mg IV a24hous
Levafioxacio 750mg IV q24hours
Ceftoaxooe 1-2gm q24 hours
Ampcilinsubactam 3gm IV q6 hours
Ettapenses 1gm q24 hours

Signs and
Symptoms

Typical
Microbes

Treament
Duration

Empiric Antibiotic Regimens

Dl Alia's pein
Local infection as defined in
. ithioti moderate with systemic signs
Beringg M Ant!b'Ot'c of infection:
Series roderets Tomp >38 or <36
e ) or more of: Pulse >90b,
Diabetic Foot Infections Goop Seeus sbecess Ly 2'2“0 RR
Mild cellulitis >2cm PaCO2 <32
) gangrene . WBC >12, or <4, cells/ pL
2 ormore of: invasion beneath dermis/ or >10% bands
purulent secretions subcutaneous tissue
local erythema <2cm osteomyelitis
o e
Uninfected | o5 warmin seplic mirita
:owmmo induration AND
purule AND no signs of systemic
nosignsof | jimited to skin and Lihta ot
infection superficial dermis
no systemic iliness
No infection Staph (MSSA and MRSA) Staph (MSSA and MRSA) Staph (MSSA and MRSA),
No antibiotics Streptococci Streptococci i
Enterobacter Enterobacter
Enterococcus Enterococcus
obligate anasrobes obligate anaerobes
7-14 days 2-4 weeks. Varies, reassess, & step down
o PO when appropriate
No MRSA risk factors No MRSA risk factors No MRSA risk factors
Cephalexin 500mg PO QID Clindamycin 300-450mg PO q | Moxifloxacin 400mg IV g24hour
Dicloxacilin 500mg POQID | Fasoreginotons Levofioxacin 750mg IV q24hour
Amox-Clav 875/125mg PO BID | [Lomnours Shaness evsor | Coftiaxone 1-2gm q24 hour
Lovihoracn T50mg 0 Doty | ST ZIZSVIRC | Epone tgm v
Clindamycin 450mg PO TID Imipenem-cilastatin 500mg
qBhours
With MRSA risk factors** or With MRSA risk factors**
high clinical suspicion for | high clinical suspicion for | With MRSA risk factors* or
MRSA MRSA suspicion for MRSA, ADD
Clindamycin 450mg PO TID | TMP/SMX 2 tabs PO BID with | Linezolid 600mg PO qi2hour
+ Cephalexin 500 mg po QID Amaoxicilin-Clavulanate 2
Daptomycin 4-6mg'kg q24hour
Dicloxacillin WITH hcazdal
TMP/SMX(DS) 2 tabs PO BID Clindamycin 300-450mg q 6-8 | Vancomycin 15-20mg/kg IV BID
OR Doxycycline 100mg PO BID | hours WITH Fluoroquinclone
Fluoroquinolone Grampdes’
Levafozacn 790 mg PO q 2403 OR
Clproaracin 750mg PO o1 2hrs OR
Moxiaxacn 400mg POAY Q24hrs




DESIGN STRATEGIES:
1) Be specific about your audience
2) Remember F scanning

3) Create a framework from visual cues



Future growth

Guidelines for creating effective content
Staff and mentor support

Assess validity and impact



Objectives

* Understand terminology
— asynchronous education
— digital scholarship

* Be able to employ 3 DESIGN STRATEGIES for
creating effective online learning materials

— Be specific
— Remember F tracking

— Create a framework from visual cues
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