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19 CAHs across five states participated

* Intensive Quality Improvement Cohort (IQIC) Program Design (1-year curriculum)
1.) 8 monthly hour-long sessions: half didactic, half discussion
2.) Quarterly one-on-one coaching session between CAH team and CSIM faculty
3.) Set a Specific, Measurable, Achievable, Relevant, and Time-bound (SMART) goal

CONCLUSIONS

89% » Our pilot showed that we can centralize education for antimicrobial

4.) Document action in a Plan-Do-Study-Act (PDSA) Format (17/19) stewardship and guality improvement

* Collecting local data from critical access hospitals was feasible and
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* Outcome: Assess Feas_ibi_lity of Implem_entation Figure 4: Categories of SMART goals set to address Asymptomatic Bacteriuria
-Antimicrobial stewardship intervention(s) implemented

-Hospital attendance at didactic sessions
-Set goal and document it in a Plan-Do-Study-Act
(PDSA) Framework
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