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[bookmark: _Hlk2238328][bookmark: _GoBack]Acceptability Survey of ARI Campaign for University of Utah Pediatric Clinic Champions
Title: Improving Outpatient Antibiotic Use Through Implementation and Evaluation of Core Elements of Outpatient Antibiotic Stewardship: Gauging Acceptability of Interventions of Pediatric Clinic Champions

Introduction: From January 2018 through July 2019 your clinic participated in a study of an intervention designed to improve antibiotic prescribing for acute upper respiratory tract infections (ARI) such as acute pharyngitis, acute sinusitis, acute otitis media, and non-specific upper respiratory tract infections.  
The intervention (called ‘ARI Campaign’) emphasized the use of a dashboard (audit-feedback) report and academic detailing conducted by Emily Thorell, MD. MSCI.
· The dashboard report included a summary of individual clinic providers’ distribution of ARI diagnoses and antibiotic prescribing patterns for treatment of ARI.   
· Academic detailing visits consisted of personalized one-on-one or small group educational sessions to discuss antibiotic prescribing for ARIs. 
Patient education materials were provided to your clinic team at the start of the intervention. You have been identified as a site champion or peer within the facility who helped facilitate the intervention in a clinic that participated in the study.
Purpose:  This survey will solicit your opinions on ARI Campaign elements and suggestions for improvement. Your responses will be used to refine delivery of the ARI Campaign and gauge acceptability of the interventional approach.  
Identifiable information submitted by you will only be available to the research team, and results shared with local facility investigators or in final reports will be de-identified and reported in aggregate.

[bookmark: _Hlk2697904]Thank you for your consideration to participate!


Instructions: Please answer the following question by selecting the values that best describe your opinions.  Brief descriptions of ARI Campaign resources or activities and additional instructions will be provided in bold lettering. 
Demographics 
1. Which of the following best describes your role within the study clinic?
   Physician or mid-level supervisor within the clinic
   Other physician or mid-level provider within the clinic   
   Ancillary personnel within the clinic (pharmacist, clinic manager, etc.)  
Other (Please Specify): Fill in the blank
[bookmark: _Hlk2697969]_____________________________________

2. Which best describes the practice setting you most frequently work in? Please check the box below.
Primary Care
Emergency Department
Community-Based Outpatient Clinic

3. Which best describes your professional qualifications? Please check the box below.
Doctor of Medicine (MD)
Doctor of Osteopathy (DO)
Nurse Practitioner
Physician Assistant
MD/DO Resident 

4. Which best describes your specialty? Please check the box below.
Internal Medicine
Emergency Medicine
Family Practice
Pediatrics
Other specialty (describe): 
______________________________

5. What is your age? (Fill in the Blank)
________

6. What is your sex? Male	Female 



ARI Dashboard 
The ARI Dashboard is a software-based information panel where personnel can view and retrieve ARI prescribing trends.  During the intervention, the ARI dashboard was used to generate a provider line list with overall ARI related encounter counts and links to provider reports. 

7. I accessed the ARI dashboard to review reports for the providers in my clinic. 
Yes	 No (If no skip questions 8-11)
[bookmark: _Hlk2698078][bookmark: _Hlk2698058]8. I felt the ARI dashboard report was easy to navigate.  Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree



9. I felt the ARI dashboard report was easy to understand. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree


 
10. I felt the ARI dashboard met my expectations for generating feedback for providers concerning clinical practices for ARIs. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree


 
11. I had sufficient time to periodically review dashboard reports for providers. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree





Dashboard Reports 
Dashboard reports included a summary of individual providers’ distribution of ARI diagnoses and antibiotic prescribing patterns for treatment of ARI.  These reports were delivered via a link and accompanied with individualized feedback on how to improve ARI management.
12. I disseminated or discussed dashboard reports to the providers in my clinic. 
Yes   No (If no skip questions 13-21)

13. I disseminated or discussed dashboard reports through the following mediums.
E-mail	   In-Person		 Both (Please explain)  

14. I had sufficient time to periodically review and/or disseminate dashboard reports. Please circle a number below.
Strongly disagree: 1: 2 : 3 : 4 : 5 : 6 : 7 : Strongly agree

15. I understood the content of the dashboard report and how the data related to prescribing practices of providers. Please circle a number below.
Strongly disagree: 1: 2 : 3 : 4 : 5 : 6 : 7 : Strongly agree

16. I felt the use of peer comparison within the dashboard report was meaningful for providing insight concerning the prescribing practices of providers at my clinic. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree



17. During dissemination / discussion of dashboard reports, I provided an interpretation of the major findings from reports to individual clinicians. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree



18. I felt the data within dashboard reports accurately reflected prescribing patterns of providers. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree



19. I was comfortable in discussing dashboard reports with providers. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree



20.  Providers were receptive to receiving and discussing the dashboard reports. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree
	



21. How much time did you spend discussing/or disseminating reports in aggregate for the providers within your clinic.  
________ Hours per clinic audit/feedback event		Not applicable


Academic Detailing Training & Academic Detailing Sessions
Academic detailing visits consisted of personalized one-on-one or small group educational sessions to discuss antibiotic prescribing for ARIs. 
22. I facilitated academic detailing to providers within a study clinic concerning ARI management.
Yes  No (If no skip questions 23-26)

23.It was difficult to facilitate scheduling a time to meet with providers for a one-on-one meeting with the antimicrobial steward.
	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree
	




24. Communication with the provider during the academic detailing sessions was conversational.  
	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree
	




25. Academic detailing sessions uncovered additional insight on ARI management by providers that supplemented the dashboard reports.
	     1:
	2:
	
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	
	Neutral
	
	
	Strongly Agree
	



26.  What comments/suggestions do you have concerning the use of dashboard reports and academic detailing for ARI Management? (Short answer)


Gauging Additional Intervention Components 
Other available ARI Campaign tools included: Intermountain Care Process Model, the ARI Quick Reference Chart in the Dashboard Report, and Patient Education Handouts. Please answer the following questions on the usefulness of these tools.
Intermountain Care Process Model
 
[image: ]  [image: ]  [image: ]
Quick Reference Chart in the dashboard report - provides current guidelines concerning diagnosis, prescribing, and preferred therapy. 
[image: ]
Patient Education. Patient education handouts concerning the appropriate use of antibiotics within ARIs. 
[image: ] [image: ] [image: ]

27. How important do you feel these intervention components are to enable providers to improve antimicrobial stewardship in your clinic? Please circle a number below.

	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Unimportant
	
	
	Sometimes
	
	
	Important
	



28. Based on interactions with providers, rank the likely impact of the following ARI Campaign components on behaviors to improve antimicrobial stewardship. Please circle a number below.
	Kick-Off Presentation
	1:
	2:
	3:
	4:
	5:
	6:
	7

	
	Low Impact
	
	
	Neutral
	
	
	High Impact

	Dashboard Reports
	1:
	2:
	3:
	4:
	5:
	6:
	7

	
	Low Impact
	
	
	Neutral
	
	
	High Impact

	One-on-one Academic Detailing
	1:
Low Impact
	2:
	3:
	4:
Neutral
	5:
	6:
	7
Low Impact

	Care Process Models
	1:
	2:
	3:
	4:
	5:
	6:
	7

	
	Low Impact
	
	
	Neutral
	
	
	High Impact

	Patient Education Handouts
	1:
	2:
	3:
	4:
	5:
	6:
	7

	
	Low Impact
	
	
	Neutral
	
	
	High Impact



Fidelity and Sustainability. Please answer the following questions with regards to interactions with site investigators and/or current stewards associated with the ARI Campaign. 
29.  During the ARI Campaign, the dashboard reports were supposed to be delivered through e-mail or during an initial academic detailing visit. Reports were then supposed to be delivered every 2-3-month intervals for providers who received a baseline report. During the ARI Campaign, were you provided reports in this described format? 
Yes	 No (If yes please explain)


30. Academic detailing was supposed to be provided as one-on-one, or in small groups by Dr. Thorell. Additional academic detailing visits were encouraged for providers who did not improve performance after the initial reports.  These academic detailing conversations were intended to be guided by the dashboard report. During the ARI Campaign did you also provided academic detailing? 
Yes	 No (If yes please explain)


 31. I feel the frequency and quality of contact with the site investigator and/or antimicrobial steward each quarter was sufficient to implement intervention activities at my site. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree
	



32. I feel that the delivery of dashboard reports and academic detailing for ARIs could be conducted on a seasonal basis (October-March) each year as opposed to a continual (year-round) basis. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree
	



33. I feel that I need the continued support of the antimicrobial steward and/or site investigator to continue ARI Campaign related activities at my site. Please circle a number below.
	1:
	2:
	3:
	4:
	5:
	6:
	7
	

	Strongly Disagree
	
	
	Neutral
	
	
	Strongly Agree
	



34. Please provide any additional comments or suggestions concerning the ARI Campaign. (Short Answer)


THANK YOU FOR YOUR TIME!


Public reporting burden of this collection of information is estimated to average 30 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-1071).
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Care Process Model JANUARY 2014

DIAGNOSIS AND MANAGEMENT OF

Streptococcal Pharyngitis

This care process model (CPM) was developed by Intermountain Healthcare’s Antibiotic Stewardship team and
i and the Infectious Disease Society of Americal®$A » GOALS
ent of « Select appropriate antibiotics for patients

group A streptococcal pharyngitis (strep) including guidance for when and which antibiotics should be used. who meet the diagnostic criteria for a group A

strep throat infecton

KEY POINTS « Reduce the unnecessary use of antibiotics

« Accurate diagnosis can prevent serious complications. When strep i present, appropriate antibiotics can e e et e o
preven

Primary Care Clinical Program. Based on expert opi

Clinical Practice Guidelines, it provides best-practice recommendations for diagnosis and

nagen

ute theumatic fever, peritonsillar abscess, and other invasive infections. P Treatment also prevents ST
spread of infection and improves clinical symptoms and signs for the patient.

« Differentiating between a patient with an active strep infection and a patient who is a strep carrier with
aviral illness (that prompts a strep culture) is challenging. Treating patients for active strep infection when
they are only carrirs can resul in overuse of antibiotics. Approximately 20% of asymptomatic school-aged children
may be srep carriers, and a throat culture during a viral illness may be positive but not need treatment. P Prescribing
repeat antibiotics will not help these patients and can contribute to anibioric resstance.

« For adult patients, routine overnight cultures after a negative rapid strep test are unnecessary in usual
circumstances because the risk for acute theumaric fever is exceptionally low in adulis. P Physicians may continue

1 use ovenight throat cultures when the patient risk score is high or i the patient i at high risk due to contact or

employment (e.g teachers, fumily member wih strep, etc).

» Why Focus ON STREPTOCOCCAL PHARYNGITIS?

+ Antibiotic prescibing for sore throat has dropped. but not enough. Only about 106 of paients secking care for
sore throat have strep, but antibiotics ar sill prescribed about 60% of the time. Prescription rates dropped from 80% ot s ermount'ssouce o up .t
© aroun and to aroun and have remained stable since thenJAMA ermWatch s Intefmountain's source for up-to-cate
0 70% around 1993 and o 60% around 2000, and b med stable since then Information about infectious diseases currntly crculaing

« Unnecessary anti

tic prese is costly and dangerous. From 1997 to 2010, the financial cost of unnecessary in Utah communities.

: bing o s vih o st asbou $500 il i s Uned S, Ancbios an e e
« expensive for patients and can have negarive side effects. Berween 5% and 25% of patients on antibioris develop b

diarthea, and 1 in 1,000 visic an emergency department for a serious adverse drug evencJAMA or pteets adpatents: Qraatch oy

\yp Intermountain - Th nside page of ths tol povide algortns and assoited noes foradltand peditic patens and cn be folded openand osted nyou
Healthcare office or cinic. The back page summarizes identification and treatment of streptococcal pharyngitis carrirs.
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Appropriate Antibiotic Use Criteria and Treatment

G

"ACUTE SINUSITIS.

Sinusitis may be caused by viruses or bacteria,
and antibiotics are not guaranteed to help even if
the causative agent is bacterial.

Halitosis, fatigue, headache, decreased appetite,
but most physical exam findings are non-specific
and do ot distinguish bacterial from viral causes.

For further recommendations on alternative
antibiotic regimens, consult the American
Academy of Pediatrics! or the Infectious Diseases
Society of AmericaZguidelines.

AOM s the most common childhood infection for
‘which antibiotics are prescribed.

4-10% of children with AOM treated with
antibiotics experience adverse effects.

For further recommendations on alternative
antibiotic regimens, consult the American
Academy of Pediatrics guidelines.

PEDIATRIC DIAGNOSIS AND TREATME]

RESPIRATORY CONDITIONS
Diagnosis

Abacterial diagnosis may be established based on the presence
of ONE of the following criteria:

o Ppersistent symptoms without improvement: nasal
discharge or daytime cough >10 days.

©  Worsening symptoms: worsening or new onset fever,
daytime cough, or nasal discharge after initial improvement
of aviral URI.

o Severesymptoms: fever 239°C, purulent nasal discharge for

at least 3 consecutive days.
Imaging tests are no longer recommended for uncomplicated
cases.

Definitive diagnosis requires either

o Moderate or severe bulging of tympanic membrane (TM)
or new onset otorrhea not due to otitis externa.

©  Mild bulging of the TM AND recent (<4h) onset of otalgia
(holding, tugging, rubbing of the ear in a nonverbal child) or
intense erythema of the TM.

AOM should not be diagnosed in children without midde ear

effusion (based on pneumatic otoscopy and/or tympanometry).

Prophylactic antibiotics are not recommended to reduce the
frequency of recurrent AOM.

Management
If a bacterial infection is established:

Watchful waiting for up to 3 days may be offered for children with acute
bacterial sinusitis with persistent symptoms. Antibiotic therapy should be
prescribed for children with acute bacterial sinusitis with severe or
worsening disease.

Amoxicillin or amoxicillin/clavulanate remain first-line therapy.
Recommendations for treatment of children with a history of type
hypersensitivity to penicillin vary.

In children who are vomiting or who cannot tolerate oral medication, a
single dose of ceftriaxone can be used and then can be switched to oral
antibiotics if improving.:

Mild cases with unilateral symptoms in children 6-23 months of age or unilateral or
bilateral symptoms in children >2 years may be appropriate for watchful waiting
based on shared decision-making.

Amoxicillin remains first line therapy for children who have not received
amoxicillin within the past 30 days.

Amoxicillin/clavulanate is recommended if amoxicillin has been taken within
the past 30 days, if concurrent purulent conjunctivitis is present, or if the
child has a history of recurrent AOM unresponsive to amoxicillin.
For children with a non-type | hypersensitivity to penicilin: cefdinir,
cefuroxime, cefpodoxime, or ceftriaxone may be appropriate choices.
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Viruses or Bacteria
What's got you sick?

antibiotics.When an antibioticis not prescribed, ask;
for tips on how to relieve symptoms and feel better.

ColdRunny Nose

Bronchits/Chest Cald (nthervis healthychicrenand aduts)
Whooping Cough

Flu

StrepThroat

Sore Throat (exceptstep)

Fuid in the Middle Ear (it media with efsion)

UrinaryTract Infection

Antibiotics Aren’t Always the Answer

GET

www.cdc.gov/getsmart

rersforDisease Control and rever
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FIVE FAST FACTS ABOUT ANTIBIOTICS

1. Antibiotics only treat infections caused by bacteria.

Viruses cause infections ke a cold. f you have a cough, nasal congestion or sore throat,
talk to your provider or pharmacist about ways to help you feel better

“This may include over-the-counter mediicine, a humidifier, or warm liquids.
2. Most sore throats DO NOT require an antibiotic.

Only 1in 6 people who see their provider for a sore throat have strep throat. Your provider
cantest to see if you have strep throat, and will prescribe an antibiofic if you do.

3. If you have green colored mucus, you DO NOT necessarily need an
antibiotic.

As your body's immune system fights an infection, mucus can change color. This is nomal
and does not always mean you need an antibiofic.

4. There are potential risks when you take any prescription drug.

Using antibiotics can cause problems. ranging from an upset stomach o a serious allergic:
reaction and make them less likely to be effective in the future

5. Using the right antibiotic at the right time can save your life.

Only use antibiofics if your provider says you really need them. If we use them to treat health
‘problems that don't require them, they may not work as well when you have an iliness that
does.

Fill & Sign

Comment
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DIAGNOSIS AND MANAGEMENT OF

SEPTEM

R 2013

Acute Otitis Media (Ear Infection)

This ca m and Primay

process model (CPM), produced by Intcrmountain Healtheare's Antibiotic Stewardship t
Care Clinical Program, is based on the American Academy of Pediatrics (AAP)™ Clinical Practice C

idelines; ic

cluding guidance

provides best-practice recommendations for di
for when and which antibiotics should be

KEY POINTS

« Treat uncomplicated AOM without antibiotics to reduce antibiotic resistance. The 2013 guidelines published by
the American Academy of Pediatrics offcr obscrvation without antibiotics as a treatment option for AOM. Antibiotics
should not be prescribed for uncomplicated AOM, unless the patient s between 6 and 12 monchs ™

sis and management of acute otiis media (AOM),

ed

« Most cases of AOM resolve without antibiotics. According to a systcmatic licerarure revie
i 24 hours and 80% of children with

OM symptoms
2103

improved without antibiotics in 61% of children wi

« Diagnosis of AOM should only be made if exam and symptoms meet criteria. Local s
like GermWatch can provide up-to-dt information about communicable discases that affet our comy

ion surveilance programs

ities.

« Fora diagnosis of otitis media with effusion (OME), antibiotics are not the answer. Antibiotics wort help OME
heal faster, and antibiorics expose the patient to unnecessary side cfects

+ Shared decision-making for AOM may lead to less antibiotic usage. In a suudy assessing how parents responded
to doctorpaticnt communication styles, parents educated about all AOM treatment options using a shared-decision
biotics Yeh

model showed decreased tendency to choose

» Why Focus ON ACUTE OTITIS MEDIA (EAR INFECTION)?

- Antibiotics are commonly prescribed for ofitis media. For children in the U.S., antibiotics a
media more than any other condition. ™ Wi
AOM

e prescribed for otitis
growing concern over antibiotic rsistance among pathogens that cause
forward

biotic choices are not always straig]

+ Management of AOM without antibiotics has not declined since the release of the 2004 guidelines. The
percentage of oritis media visits resulting in antibi

the guidelines (80% in 19951996 and 76% from 2005-2006).

has remained relatively stable since the releas

! provide an a

e pages of thi thm and as
page summarizes vaccine recommendat

ted notes,
ns, references, and resou

y)+ Intermountain-  The
N ntermour The ba

» GOALS

« Help providers improve accuracy of
diagnosis of acue otitis media.

« Select appropriate antibiotics when necessary.

+ Reduce the unnecessary use of antibiotics for
treatment of otitis media with effusion to reduce
additionalrisks (antibiotic sde effects), prevent
antibiotic resistance, and reduce cost.

GermWatch*

GemWatch i Intermountan'ssource or up-to-date
Information about nfectous diseases currntly ciculating
in Utah communites

For physicans: intermountainphysician orgiw
For parents and patien's: germwatch.org

n be folded open and posted n your office or dinic
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EMBER 2016
DIAGNOSIS AND MANAGEMENT OF

S|nu5|t|s Acute — Pedlatrlc
2016 UPDATE

“This care process model (CPM), produced by Intcrmountain Healthearc’s Antibiotic Stewardship tcam and Primary
Care Clinical Program, is based on the American Academy of Pediatrics (AAP)* and the Infectious Disease Society » GOALS
of America Cl

al Practice Guidelin

it provides best-practice recommendations for diagnosis and m

agement « Help providers improve accuracy of

diagnosis of persstent, severe, and worsening

KEY POINTS acute sinusitis in children age 110 18.

of acute sinusitis, including guidance for when and which antibiotics should be used.

« Watchful waiting, based on shared decision-making with the parent, is an option for persistent sinusitis. « Select appropriate antibiotics for patients
Clinicians can offer addicional observation for 3 days to children who have had nasal discharge and daytime cough who meet the diagnostic criteia for acute
for > 10 days:* A study of children with persistent acute bacterial sinusitis found no difference in outcomes for bacterial sinusits.

antibiotic versus placcbo.c  Reduce the unnecessary use of antibiotics

+ Imaging is not recommended to distinguish uncomplicated acute bacterial sinusitis from a viral upper respiratory for an unclear diagnoss of sinusits by introducing
..;ue<|.nnl(uu|7 In .{my,wm,uv studies, both bacterial infections and viral URIS of the sinuses resul in similar T T P T
abnormal imaging findings

+ Ao « Determine appropriate referrals to ENTs.

This recommendation conforms to AAP for treatment of non-s
Antimicrobial res

ere acute sinusitis where resistance is low"

tance is currently not suspected in the Intermountain region.

» Why Focus ON ACUTE SINUSITIS?

« The 2013 AAP guidelines define a new clinical presentation of acute EGURE
‘worsening course,” that helps guide appropriate
management. The guideline identifies “worsening course” as wors T——
or new onset of nasal discharge, daytime cough, or fever after Fove

inicial improvement A

GemWatch i Intermountan'ssource or up-to-date
Information about nfectous diseases currently ciculating
in Utah communites

+ Distinguishing between sinusitis and uncomplicated URIs can be
challenging. Clinicians nced to diferentiate between sequential,

uncomplicated viral URIs and establish whether symptoms are improving (RERREXEEEETE] For physicians: intermountainphysician.org/gw
before diagnosing acute sinusits " While a typical URI improves over o For parents and patients: germwatch.org

the course of the illness (see Figure 1), persisten

it does nor

v, Intermountain-  The inside pages of this tool provide an algorithm and assodiated notes and can be folded open and posted n your office or linic
N2
W esitheore The back page summarz

/accine recommendations, references, and resources.





