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Abstract
Background
Despite many initiatives to enhance the rational use of antibiotics, there remains substantial room for improvement. The overall aim of this study is to optimise the appropriate use of antibiotics in German ambulatory care in patients with acute non-complicated infections (respiratory tract infections, such as bronchitis, sinusitis, tonsillitis and otitis media), community-acquired pneumonia and non-complicated cystitis, in order to counter the advancing antimicrobial resistance development.

Methods
A three-armed cluster randomised trial will be conducted in 14 practice networks in two German federal states (Bavaria and North Rhine-Westphalia) and an added cohort that reflects standard care. The trial is accompanied by a process evaluation.
Each arm will receive a different set of implementation strategies. Arm A receives a standard set, comprising of e-learning on communication with patients and quality circles with data-based feedback for physicians, information campaigns for the public, patient information material and performance-based additional reimbursement. Arm B receives this standard set plus e-learning on communication with patients and quality circles with data-based feedback tailored for non-physician health professionals of the practice team and information material for tablet computers (culture sensitive). Arm C receives the standard set as well as a computerised decision support system and quality circles in local multidisciplinary groups.
The study aims to recruit 193 practices which will provide data on 23,934 patients each year (47,867 patients in total).
The outcome evaluation is based on claims data and refers to established indicators of the European Surveillance of Antimicrobial Consumption Network (ESAC-Net). Primary and secondary outcomes relate to prescribing of antibiotics, which will be analysed in multivariate regression models. The process evaluation is based on interviews with surveys among physicians, non-physician health professionals of the practice team and stakeholders. A patient survey is conducted in one of the study arms. Interview data will be qualitatively analysed using thematic framework analysis. Survey data of physicians, non-physician health professionals of the practice team and patients will use descriptive and exploratory statistics for analysis.

Discussion
The ARena trial will examine the effectiveness of large scale implementation strategies and explore their delivery in routine practice.

Trial registration
ISRCTN, ISRCTN58150046. Registered 24 August 2017.


Electronic supplementary material
The online version of this article (https://​doi.​org/​10.​1186/​s13012-018-0722-0) contains supplementary material, which is available to authorized users.
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Background
Antimicrobial resistance remains high on the health agenda. In Germany, a national policy agenda has reinforced policies to restrain antibiotic prescribing in medicine [1]. Despite decades of scientific research on rational use of antibiotics, and subsequent development of evidence-based practice guidelines [2], there remains a substantial room for improvement. For instance, data on patients with lower respiratory tract infections in German general practice showed that antibiotics were prescribed in 41% of consultations, of which 52% were congruent with guideline recommendations [3]. Strategies to optimise antibiotic prescribing can be effective. A cluster randomised trial in 259 practices in six European countries found that continuing education for physicians reduced their antibiotic prescribing by about 50% (from about 80 to 40%) in patients with respiratory tract infections [4]. However, it is unclear whether these impacts can also be achieved in large scale programs. The focus in the study described here is on scaling up existing implementation strategies to achieve sustainable and large-scale uptake of recommended use of antibiotics in ambulatory care in Germany.
In order to address a wide range of barriers for implementation, the increased rational use of antibiotics requires a complex implementation strategy––an intervention with multiple components interacting with each other. Based on relevant published research, which was identified through a literature review, and experience in quality improvement programs [5, 6], comprehensive implementation programs were developed in close collaboration with participating practice networks as key stakeholders. These programs address physician knowledge and attitudes about the use of antibiotics as well as the ambulatory care team, patient experiences and reimbursement. In the planned study, the effectiveness of these implementation programs will be examined.
A process evaluation will be conducted to understand the mechanisms underlying the effectiveness and to ensure generalizability of intervention effectiveness [7, 8]. Therefore, the process evaluation will explore which components of the programs and which contextual factors contribute to the effects. This knowledge is essential for building an evidence base that informs policy and practice [9]. The process evaluation will focus on the role of networks of ambulatory practices in Germany (‘Arztnetze/Praxisnetze’), in which the ARena project is embedded. These practice networks organise quality improvement and additional reimbursement for specific activities for participating ambulatory practices. Exploring the impact of those networks on antibiotic prescribing is of particular interest. The networks may enhance the contagion of new ideas and practices through various mechanisms of social influence between participating healthcare providers and thus enhance the contagion of knowledge and practices [10]. Reducing antimicrobial resistance is only possible if the large majority of physicians join efforts to reduce antibiotic prescribing. The context of a sustained network may influence physicians’ willingness to cooperate with programs such as ARena because the repeated interaction in the network enhances mutual trust and facilitates the exclusion of non-cooperators [11].
The planned study has three central aims: (a) to determine and compare the effectiveness of three implementation programs to optimise antibiotic prescribing in ambulatory care, (b) to compare the outcomes of the three implementation programs with standard care and (c) to provide insight into the fidelity of the implementation programs, their potential working mechanisms and the impact of health system-related factors on outcomes.

Methods/design
Study design
This three-armed (non-blinded) cluster randomised trial consists of different components which aim to achieve sustainable and large-scale uptake of recommended use of antibiotics in ambulatory care in Germany. Each of the three arms will receive a different set of components. The components are based on published research and experiences in improvement programs. Figure 1 presents the study design.[image: A13012_2018_722_Fig1_HTML.gif]
Fig. 1ARena study design with three intervention arms and comparison group




The study is planned for 30 months, with an intervention period of 24 months, and split into two parts of evaluation: (a) an outcome evaluation based on claims data and (b) a process evaluation. The process evaluation will focus on physicians allocated to one of the three intervention arms, non-physician health professionals of the practice team in intervention arm B, as well as stakeholders (see Fig. 2). In Germany, beside physicians, only one non-physician health professional (‘Medizinische Fachangestellte’) is involved in ambulatory care. This role is comparable to medical assistants in the USA [12]. Additionally, a patient survey will be conducted in intervention arm B.[image: A13012_2018_722_Fig2_HTML.gif]
Fig. 2Process evaluation design of the ARena study




The ARena study is approved by the ethics committee of the Medical Faculty of the University of Heidelberg (reference number S-353/2017).

Implementation strategies
The implementation strategies will be gradually applied during the intervention period of the study. Intervention group A receives a conventional improvement program with five components targeting physicians and patients. Intervention group B receives the conventional program as well as additional components, which target medical assistants and patients. Intervention group C receives the conventional program and a different set of additional components which target physicians as well as other healthcare providers, like pharmacist and representatives of hospitals or nursing homes. In total, the implementation programs consist of 10 intervention components (Table 1) and take the concept of blended learning into consideration. The specific components are briefly described in this section and characterised in more details according to the TIDieR checklist [13] in Additional file 1.Table 1Overview of intervention components


	 	Intervention arm

	Intervention components
	A
	B
	C

	 1) E-learning for physicians
	x
	x
	x

	 2) Quality circles with data-based feedback for physicians
	x
	x
	x

	 3) Information campaigns for the public
	x
	x
	x

	 4) Information campaigns for patients in respective practices
	x
	x
	x

	 5) Performance-based additional reimbursement (P4P)
	x
	x
	x

	 6) E-learning for medical assistants
	 	x
	 
	 7) Quality circles with data-based feedback for medical assistants
	 	x
	 
	 8) Information material available on tablet computers
	 	x
	 
	 9) Computerised decision support system (CDSS)
	 	 	x

	 10) Quality circles in local multidisciplinary groups
	 	 	x




Intervention group A (multifaceted intervention program for physicians and patients):	1) E-learning on communication with patients for physicians: Patient-centred communication skills are trained, using videotaped consultations, checklists for use in consultations and patient education material. The focus is on exploration of patient expectations, delayed prescription, if necessary, and shared decision making.


 

	2) Quality circles with data-based feedback for physicians: Four moderated meetings of physicians spread over a period of 2 years, using practice-specific feedback on prescriptions as well as evidence-based information on antimicrobial resistance and prescribing of antibiotics as input.


 

	3) Information campaigns for the public: The information campaign includes social media (Facebook, Twitter, YouTube), explanatory videos, expert interviews, radio and print material. Patient information is provided online (arena-info.​org; arena-info.de), using lay language and a user-responsive design. Local healthcare providers are involved, as far as possible. Patient leaflets, which can be individualised to practices, are available in various languages. The information for the public relates to relevant other campaigns on antimicrobial resistance and use of antibiotics, such as the European antibiotics day (18th November––every year).


 

	4) Patient information material: Posters and leaflets are provided to deliver information on antibiotic prescribing to patients with acute non-complicated infections, mainly using existing material from established organisations.


 

	5) Performance-based additional reimbursement: Practices with relatively high numbers of patients with acute respiratory symptoms, bronchitis, tonsillitis, sinusitis or otitis media without antibiotic prescription receive additional reimbursement. The algorithm for the performance-based payment, which will be developed, considers the empirical distribution among practices and the available budget.


 




Intervention group B (multifaceted intervention program for non-physician health professionals of the practice team and patients):
Components 1–5 plus:	6) E-learning on communication with patients for medical assistants: Medical assistants (‘Medizinische Fachangestellte’) receive training, which is focused on communication with patients and practice organisation.


 

	7) Quality circles with data-based feedback for medical assistants: Four moderated meetings of medical assistants spread over a period of 2 years, using practice-specific feedback on prescriptions and patient surveys.


 

	8) Information material for tablet computers: A tablet computer (culture sensitive tailoring: English, Turkish, Russian, Arabic) is provided to deliver information on antibiotic prescribing to patients with acute non-complicated infections, mainly using existing material from established organisations.


 




Intervention group C (multifaceted intervention program for physicians with additional strategies):
Components 1–5 plus:	9) Computerised decision support system (CDSS): A CDSS is installed in the practice information system. After coding of a relevant diagnosis or antibiotics in the practice system, the CDSS generates a pop-up with a recommendation on prescription of antibiotics based on evidence-based clinical guidelines. The tool is provided by different software providers.


 

	10) Quality circles in multidisciplinary groups: Representatives of local healthcare providers (such as ambulatory physicians, hospitals, nursing homes, home nursing, pharmacists) are invited to multidisciplinary, cross-sectoral quality circles. The emphasis of the meetings is on providing information and education on antimicrobial resistance and antibiotic prescribing and to coordinate a regional joint course of action for the rational use of antibiotics.


 





Study population
Fourteen practice networks in two German federal states (Bavaria and North Rhine-Westphalia) are recruited for participation in the ARena project. For administrative reasons, the study will focus on patients insured by AOK health insurance, which are registered within a specific program for healthcare delivery (‘Besondere Versorgung’ as defined by German law § 140a SGB V a.F. bzw. § 140a Abs. 1. S. 2 Alt. 1 SGB V n.F). Compared to patients insured by other German health insurances, AOK-insured patients have somewhat lower income, less education, higher probability of migration background and lower self-reported health status [14]. On average, 35% of the population within the geographic reach of the participating practice networks in Bavaria are insured by AOK health insurance. At baseline, approximately 40,000 patients with AOK health insurance are registered in 193 participating ambulatory care practices in these 14 networks. In total, there are 304 eligible ambulatory care practices in these 14 networks. The patient population for the intervention arms will comprise patients who attended ambulatory practices for the following reasons: acute non-complicated infections of the respiratory tract (bronchitis, sinusitis, tonsillitis, otitis media), non-complicated cystitis and community-acquired pneumonia (CAP). The diagnoses will be based on physician-recorded ICD codes in administrative data, which are provided for reimbursement and lumped in 3-month periods.

Inclusion criteria
In order to be able to fill in the data collection tools used within the process evaluation (e.g. questionnaires), all physicians, medical assistants, stakeholders and patients, participating in the patient survey, should have written and spoken German language skills and have to be 18 years of age or older. Additionally, written informed consent is a prerequisite for participation in the study.
Ambulatory practices and healthcare providers
Ambulatory practices need to be enrolled in one of the 14 participating practice networks in Bavaria and North Rhine-Westphalia to be eligible for participation. In addition, physicians need to participate in one of the following medical specialist groups: general practitioner (Facharzt für Allgemeinmedizin, GP), internists, gynaecologist, ENT specialist, urologist, pulmonary specialist or paediatrician (Additional file 2: Table S1). Out of these eligible ambulatory practices, physicians specialised in general practice or internal medicine and functioning as GP will be included in the outcome evaluation. All physicians, who participate in one of the intervention arms, will be invited to take part in the process evaluation. Additionally, GPs included in the outcome evaluation will have the opportunity to participate in focus group meetings.
Medical assistants employed at one of the eligible and participating ambulatory practices, which are allocated to intervention arm B, are eligible for study participation and will be invited to take part in the process evaluation, as well.

Patients
Eligible are patients with a diagnosis of an acute non-complicated infection of the respiratory tract (bronchitis, sinusitis, tonsillitis, otitis media), acute non-complicated cystitis or CAP who are insured by AOK health insurance in Bavaria or North Rhine-Westphalia. Eligible patients of ambulatory practices in intervention arm B, which are insured by the AOK health insurance in Bavaria, will be invited to participate in a patient survey.


Exclusion criteria
No additional exclusion criteria for participants are defined. Patients, stakeholders, ambulatory practices and healthcare providers who do not fulfil the specific inclusion criteria in each part of the study (outcome evaluation, process evaluation and patient survey) will be excluded.

Study procedures
The primary as well as a few secondary outcomes are based on pseudonymized claims data (§§ 295, 300 SGB V). Claims data are based on billing data of physicians––like medical prescriptions, diagnoses (ICD-10 codes) and medical service according to the uniform reimbursement scale (‘Einheitlicher Bewertungsmaßstab’) for medical services. Additionally, routine data of statutory health insurance will be used: (a) hospital and ambulatory treatments (as defined by German law §301 SGB V), (b) service of statutory nursing care insurance (as defined by § 105 SGB IX) and (c) basic claims data (‘Stammdaten’, as defined by § 284 SGB V).
The process evaluation is based on surveys and interviews with healthcare providers and stakeholders. Written questionnaires will be given to physicians and, in intervention arm B also to medical assistants, three times during the intervention period. Face-to-face and telephone interviews with physicians, medical assistants and stakeholders will be conducted after the first winter period. The interviews will provide additional insight into perceived impact of intervention components and further explore contextual factors focusing on impact and structures of information exchange in practice networks.
Additionally, focus groups will be used to gain feedback from members of the targeted group at all stages (see Fig. 2) of the planning, implementation and follow-up of ARena interventions and to learn from their experiences and optimise the interventions.
The patient survey will include patients with acute non-complicated infections in participating practices in study arm B. Eligible patients will be identified by their physician (insured by AOK health insurance in Bavaria and diagnosed with an acute non-complicated infection of the respiratory tract, non-complicated cystitis or CAP) and asked to take part in the patient survey by filling in the anonymous questionnaire.
For a detailed recruitment description of study participants, see Additional file 2: Table S2.
Financial compensation for study participation
In total, three billing items will be used to reimburse the patient and study-related extra effort. All participating physicians will receive 6€ and medical assistants 5€ per eligible patient and quarter year. Additionally, physicians in intervention group C using the CDSS will receive 2.81€ per eligible patient and quarter year.
Physicians, medical assistants and stakeholders who participate in the interviews within the process evaluation will receive a reimbursement of 50€ each.


Randomisation procedure
The allocation to the three arms of the study is done by the study statisticians, using a computer program, and concealed from all others in the project. The 14 practice networks are allocated to one of the three intervention arms under the constraints that the arms contain a similar number of practices (not more than one practice difference) based on an estimated participation rate of practices within the networks and that intervention arm A contains 4 practice networks and intervention arms B and C each 5 practice networks. From a total of 34,650 possible allocation outcomes, 112 meet this requirement, from which a computer program randomly picks one.

Recommended clinical practice
Recommendations for antibiotic prescribing are derived from several German high-quality, evidence-based clinical guidelines, most of which were developed by the German College of General Practitioners and Family Physicians (DEGAM) [2, 15]. All guidelines used are systematically developed, evidence- and/or consensus-based and conform with the quality standards for guidelines in Germany [16]. In short, they recommend restrained prescription of antibiotics, particularly in healthy patients with acute non-complicated symptoms. If antibiotics are used, recommended ones should be preferred instead of broad-spectrum antibiotics, like quinolones, for example.

Primary and secondary outcome measures
The primary as well as the secondary outcomes of the claims data based evaluation are defined and operationalized based on previous research in Germany [17]. Pseudonymized claims data (§§ 295, 300 SGB V) are used to construct different European Surveillance of Antimicrobial Consumption Network (ESAC-Net) indicators [18, 19] measuring the primary and secondary outcomes.
The primary outcome refers to the following index indicator, based on different single ESAC-Net indicators:	1.Percentage of patients with acute non-complicated infections who are treated with antibiotics.


 




Secondary outcomes refer to the following (ESAC-Net) indicators:	2.The use of antibiotics in ambulatory care in defined daily dose (DDD) per 1000 residents (respectively insured persons) per day and region


 

	3.Percentage of DDD of broad-spectrum quinolones of all used antibiotics


 

	4.Percentage of DDD of broad-spectrum cephalosporins (3rd and 4th generation) of all used antibiotics


 

	5.Percentage of patients (18–75 years) with acute bronchitis, patients (> 18 years) with sinusitis, patients (> 2 years) with otitis media and patients (> 1 year) with upper respiratory tract infections/tonsillitis with a prescription of (a) recommended antibiotics, if necessary at all, and (b) less broad-spectrum antibiotics like quinolones


 

	6.Percentage of women (> 18 years) with a diagnosis of non-complicated cystitis and a prescription of (a) antibiotics, (b) recommended antibiotics and (c) less broad-spectrum antibiotics like quinolones


 

	7.Percentage of patients (18–65 years) with community-acquired pneumonia and a prescription of (a) antibiotics, (b) recommended antibiotics, (c) less broad-spectrum antibiotics like quinolones (> 16 years) and (d) less broad-spectrum antibiotics like cephalosporins or macrolides (> 16 years)


 

	8.Percentage of patients with acute non-complicated infections who use medical emergency service


 

	9.Percentage of patients with community-acquired pneumonia and hospitalisation


 




The process evaluation will use a mix of measures to assess the fidelity of the implementation programs, the potential working mechanisms and the impact of health system-related factors on outcomes. The impact of participation in a practice network on implementation of new ideas and practices regarding antibiotic prescribing is of particular interest. Various social mechanisms influence the spread of new attitudes and behaviours, as well as the motivation to change the behaviour [10]. In the exploration, some emphasis will be put on the potential impact of the networks in which the physicians are embedded. Therefore, tailored questions for interviews and surveys are phrased, which cover (a) the uptake and perceived impact of intervention components by participants with a focus on handling patients with acute non-complicated infections, (b) the perceived impact of contextual factors, particularly those related to practice networks, and (c) perceptions of patients’ expectations regarding antibiotic prescribing. The construction of the survey is based on Ajzen’s [20] theory of planned behaviour. The survey items are conform with this theoretical framework of Ajzen [20] and are used to gain specific information about the impact of (a) each intervention component received, (b) contextual factors including structural conditions and organisation of patient care, legal terms and conditions (e.g. legal quality requirements, reimbursement of patient care by statutory health insurance) and participation in a practice network, and (c) perceptions of patients expectation regarding antibiotic prescribing on the behaviour of participating physicians and medical assistants. Items are scored on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). Interviews will add in-depth understanding of mechanism of action, particularly those related to practice networks, and explore uptake and possible adaption to daily practice of intervention components in more detail. Both surveys and semi-structured interviews include written questions concerning socio-demographic aspects like age, gender, years of working experience and characteristics of the working environment.
Focus group interviews will aim to discuss barriers in implementation of intervention components and to develop possibilities to overcome these barriers.
Patient survey will be used to gain feedback from patients concerning their knowledge and views on antibiotics and antibiotic prescribing, as well as their perception of different intervention components targeting patients. Therefore, a questionnaire will be used covering reason for consultation (complaints/illness), whether antibiotics are expected, requested and received (yes/no questions), as well as (with 4-point Likert scale) patient education and shared decision making on antibiotic prescribing, views on delayed antibiotic prescription, perceived study components, the role of non-physician health professionals of the practice team, general view on antibiotic prescribing in and general satisfaction with the practice. In addition, age, sex, nationality and education are recorded. The questionnaire used in the patient survey is based on published research [21, 22].

Data collection and data management
Outcome evaluation
Primary and secondary outcomes, as well as patient characteristics, will be extracted from administrative data at the health insurers involved, so called claims data. This will be done each quarter year. These data provide the basis for the outcome evaluation and the written feedback for participating practices.
Patient characteristics documented from the administrative data include age, sex, years in insurance, insurance status (principal, family or retired member), patient participation in disease management programs (diabetes, breast cancer, asthma, coronary heart disease, COPD, chronic heart failure) and other additional care programs. In addition, prescribing physician identification, medical discipline and physician participation in disease management programs are recorded.

Process evaluation
Written, paper-based questionnaires will be mailed to participating physicians in study arms A, B and C, and in study arm B also to medical assistants. This will be done three times following their quality circle meetings by the study central office. Reminders will be sent out after 2 weeks to increase the response rate. The filled in questionnaire will be sent to the Department of General Practice and Health Services Research, University Hospital Heidelberg. Hence, the survey is pseudonymized, no identification of the participants’ identity will be possible.
The questionnaire will be pilot tested with a sample of four physicians, who are associated with the Department of General Practice and Health Services Research, University Hospital Heidelberg and two non-physician health professionals of the practice team.
Face-to-face and telephone interviews with a sample of 40 physicians and medical assistants as well as an additional sample of 10 stakeholders will be done by researchers. Each interview will take between 30 to 45 min and is conducted using a semi-structured interview guide. The interviews will be audio-recorded, transcribed verbatim and stored on a secured server of the University Hospital Heidelberg. Transcripts will be pseudonymized.
Focus group interviews with one representative of each practice network will be done every 3 months.

Patient survey
Sixty AOK-insured patients per participating practice in Bavaria in intervention arm B, who visit the practice with at least one of the relevant index diseases, will be invited to complete a written questionnaire after the consultation. The questionnaire is filled in anonymously by each patient and is collected in a sealed box in each practice. A time slot of maximum 3 months is defined for conducting the survey. Afterwards, the sealed box containing the questionnaires is sent back to the aQua-Institute for data analysis.
A pilot study including telephone interviews with patients will be conducted in advance to ensure that the questions are comprehensible from the patients’ point of view.


Data analysis
Outcome evaluation
The primary objective of this study is to examine the change of the antibiotic prescription rate in targeted patients within three intervention arms and the comparison between the three intervention arms. The confirmatory analysis of the primary endpoint will be conducted on the basis of the Intention-To-Treat (ITT) population where all patients will be included in the analysis and assigned to the group they were randomised to.
To account for multiple testing and to assure a global significance level of 5%, a multiple test procedure for hierarchically ordered hypotheses will be applied. In the first stage, differences regarding the primary endpoint (prescription of antibiotics) before and after the intervention in intervention groups B and C are tested. To assure a significance level of 5% within the first level, the hypotheses for the pre- and post comparison will be tested at a local significance level of 5/2%. The second step includes the pre-and post comparison in intervention group A. The significance level of the rejected hypotheses from step one is taken (2.5% if only one hypothesis can be rejected, 5% if both hypotheses can be rejected). If significance is reached in intervention groups A and B, differences between groups A and B will be tested at a local significance level of 5/2%. Similarly, difference between groups A and C will be only tested if significance is reached for groups A and C in the steps 1 and 2. If the hypotheses in step 1 or 2 cannot be rejected, the group comparison will not be tested primarily.
In all stages described above, a logistic mixed effects model will be applied to assess the respective hypotheses regarding the primary endpoint. In the first and second stage, the time (before/after the intervention) is included as fixed effect. A random intercept will be included for patients and for practices. For the comparisons in the third stage, the intervention group will be included as fixed effect additionally. Furthermore, age and gender will be included as covariates. Finally, sensitivity analyses will be conducted using different populations (per protocol population where patients with major protocol violations are excluded and appropriate subgroups). Since all these analyses are based on claims data, missing values cannot be tracked.
Descriptive methods will be used for the analysis of the secondary outcomes, including the calculation of appropriate summary measures of the empirical distribution (mean, standard deviation, median, IQR, minimum and maximum for continuous variables and frequency in percentages for categorical variables). In addition, similar mixed models as described for the primary endpoint will be used. All calculated p values regarding secondary outcomes will have descriptive character only.
Furthermore, differences between the intervention groups and an untreated comparison group will be tested. The comparison group consists of claims data of patients insured by AOK health insurance in non-participating practices in Bavaria and North Rhine-Westphalia. Therefore, propensity score matching will be used to generate 14 virtual clusters of non-participating practices.
A detailed statistical analysis plan is written prior to the final analysis. SAS (SAS Institute Inc., Cary, NC, USA), version 9.4 or higher, is used to carry out the analyses.


Process evaluation
Descriptive statistics will be used to characterise the study sample and to analyse the survey data of physicians and medical assistants according to intervention fidelity, e.g. adherence to different intervention components. Moreover, regression analysis will be used to gain information about the dependence between claims data based outcome measures and (a) the uptake and perceived impact of intervention components by participants, (b) the perceived impact of contextual factors, particularly those related to the practice networks, (c) perceptions of patients’ expectations regarding antibiotic prescribing.
The semi-structured interviews will be audio-taped and transcribed verbatim. The interview data will be qualitatively analysed using thematic framework analysis to classify and organise data according to key themes, concepts and predefined categories. The transcripts will be analysed and coded by researchers using qualitative data analysis software (e.g. Atlas.ti). Predefined categories of the framework of Flottorp et al. [23] will be used to identify determinants of practice regarding improvements in health professional practice concerning the appropriate use of antibiotics in acute non-complicated infections in ambulatory care.
Aims of the focus group discussions are (a) to understand opinions of the targeted groups of study participants, (b) to identify barriers in the implementation process and (c) to reflect consequences for a possible further development of the intervention. The duration of discussion per topic during the meetings will serve as parameter to identify key topics, main barriers and discussed solutions to overcome possible difficulties. Basis of this analysis will be structured manuals and audiotapes of each meeting.
Data triangulation will occur through an integrated approach where qualitative and quantitative data will be systematically incorporated. This will be done after all sets of data have already been analysed individually. This approach strengthens the analysis by taking a more holistic approach to analysing data and evaluating the study [24].
Patient survey
Descriptive statistics will be used to analyse the data collected through the patient survey. This will be done (a) in order to characterise the patient sample, (b) to show the frequencies of answers given to the questions (e.g. antibiotics expected vs. antibiotics received, information on antibiotics received, item response). Additionally, correlation and regression analysis will be done with data collected in the main surveys, e.g. in order to detect dependences between patients’ characteristics (age, sex, etc.) or their actual (index)-disease and patients’ experiences and expectations concerning antibiotic prescribing.


Sample size calculation
The sample size calculation is based on the expectation to find an absolute reduction of the antibiotic prescription rate in targeted patients from 61 to 50% in intervention group A and from 61 to 45% in groups B and C. Thus, the effect is expected to be 5% higher in the enriched intervention groups B and C compared to intervention group A.
To control the overall type I error rate at 0.05 (two-sided), a hierarchical 3-step testing procedure will be applied. In the first step, the hypotheses of no difference between the pre- and post prescription rate in group B and C will be tested. If at least one of these hypotheses can be rejected, the hypothesis of no difference in the pre- and post rate in group A will be tested. If, additionally, this hypothesis can be rejected, the hypotheses of no difference between the post rates of groups A and B as well as groups B and C will be tested. The sample size is calculated based on chi-squared tests assuring a (global) power of 80% for the rejection of all the above described, hierarchically ordered hypotheses. Furthermore, to take the clustered structure into account, an intra-cluster correlation coefficient (ICC) for patients in practices of 0.05 and of 0.7 for cases clustered in patients is assumed. Together with the above described expected pre- and post prescription rates in the three groups, this results in a sample size of 23,933 patients in group A, 11,967 patients in group B and 11,967 patients in group C. With an average practice size of 80 patients per quarter this leads to 75 practices in group A, 38 practices in group B and 38 practices in group C.


Discussion
The evidence base of large scale programs to reduce antibiotic prescribing in acute non-complicated infections in primary care is limited, so this project can provide an important contribution. Nevertheless, a number of limitations of the study should be acknowledged. The study is randomised, but the number of units for allocation (i.e. networks) is small, leaving room for bias. Primary and secondary outcomes are based on claims data, which have inherent limitations and strengths. Given the multifaceted programs, it will be difficult to separate out the impact of various program components. On the other hand, strong aspects of the program are its large scale and closeness to daily practice. The focus on practice networks and implementation outcomes, which will be explored in the process evaluation, adds value to the study. The analysis of components of the complex implementation programs, using the TIDier checklist, contributes to the transparency of the implementation programs.

Acknowledgements
We thank all consortium partners––‘Agentur deutscher Arztnetze’, ‘AOK Bayern’, ‘AOK Rheinland/Hamburg’, ‘Kassenärztliche Vereinigung’ and ‘aQua Institut’. Moreover, we thank all additional cooperation partners and other involved institutions––‘AOK Bundesverband’, ‘gevko GmbH’, ‘Gesellschaft für Patientenzentrierte Kommunikation mbH / Institut für Allgemeinmedizin Rostock’ and all participating practice networks.
Funding
Federal Joint Committee (G-BA), Innovation Fund, (funding code 01NVF16008) funded this study.

Availability of data and materials
Not applicable.


Authors’ contributions
MKa and MW drafted the original manuscript. KH, DW and LU provided statistical expertise and will conduct the statistical analyses based on claims-data. All authors contributed to the design of the study and read and approved the final manuscript.

Ethics approval and consent to participate
This study has received ethical approval by the ethics committee of the Medical Faculty of the University of Heidelberg (reference number S-353/2017) as well as the ethics committee of the Medical Association Baden-Wurttemberg (reference number B-F-2017-104).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interest. Joachim Szecsenyi holds stocks of the aQua-Institute.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Bundesministerium für Gesundheit. DART 2020. 2015. https://​www.​bundesgesundheit​sministerium.​de/​fileadmin/​Dateien/​3_​Downloads/​A/​Antibiotika-Resistenz-Strategie/​BMG_​DART_​Bericht_​10_​RZ_​03_​web_​neu.​pdf. Accessed 15 May 2017.

2.
German College of General Practitioners and Family Physicians (DEGAM). Leitlinien der DEGAM. http://​www.​degam.​de/​degam-leitlinien-379.​html. Accessed 11 Nov 2017.

3.
Kraus EM, Pelzl S, Szecsenyi J, Laux G. Antibiotic prescribing for acute lower respiratory tract infections (LRTI)––guideline adherence in the German primary care setting: an analysis of routine data. PLoS One. 2017;12:e0174584. https://​doi.​org/​10.​1371/​journal.​pone.​0174584.CrossrefPubMedPubMedCentral

4.
Little P, Stuart B, Francis N, Douglas E, Tonkin-Crine S, Anthierens S, et al. Effects of internet-based training on antibiotic prescribing rates for acute respiratory-tract infections: a multinational, cluster, randomised, factorial, controlled trial. Lancet. 2013;382:1175–82. https://​doi.​org/​10.​1016/​S0140-6736(13)60994-0.CrossrefPubMedPubMedCentral

5.
Anthierens S, Tonkin-Crine S, Cals JW, Coenen S, Yardley L, Brookes-Howell L, et al. Clinicians’ views and experiences of interventions to enhance the quality of antibiotic prescribing for acute respiratory tract infections. J Gen Intern Med. 2015;30:408–16. https://​doi.​org/​10.​1007/​s11606-014-3076-6.CrossrefPubMed

6.
Meeker D, Linder JA, Fox CR, Friedberg MW, Persell SD, Goldstein NJ, et al. Effect of behavioral interventions on inappropriate antibiotic prescribing among primary care practices: a randomized clinical trial. JAMA. 2016;315:562–70. https://​doi.​org/​10.​1001/​jama.​2016.​0275.CrossrefPubMed

7.
Michie S, Fixsen D, Grimshaw JM, Eccles MP. Specifying and reporting complex behaviour change interventions: the need for a scientific method. Implement Sci. 2009;4:40. https://​doi.​org/​10.​1186/​1748-5908-4-40.CrossrefPubMedPubMedCentral

8.
Dixon-Woods M, Bosk CL, Aveling EL, Goeschel CA, Pronovost PJ. Explaining Michigan: developing an ex post theory of a quality improvement program. Milbank Q. 2011;89:167–205. https://​doi.​org/​10.​1111/​j.​1468-0009.​2011.​00625.​x.CrossrefPubMedPubMedCentral

9.
Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process evaluation of complex interventions: Medical Research Council guidance. BMJ. 2015. https://​doi.​org/​10.​1136/​bmj.​h1258.

10.
Contractor NS, DeChurch LA. Integrating social networks and human social motives to achieve social influence at scale. Proc Natl Acad Sci U S A. 2014;111(Suppl 4):13650–7. https://​doi.​org/​10.​1073/​pnas.​1401211111.CrossrefPubMedPubMedCentral

11.
Tasselli S. Social networks of professionals in health care organizations: a review. Med Care Res Rev. 2014;71:619–60. https://​doi.​org/​10.​1177/​1077558714557079​.CrossrefPubMed

12.
Freund T, Everett C, Griffiths P, Hudon C, Naccarella L, Laurant M. Skill mix, roles and remuneration in the primary care workforce: who are the healthcare professionals in the primary care teams across the world? Int J Nurs Stud. 2015;52:727–43. https://​doi.​org/​10.​1016/​j.​ijnurstu.​2014.​11.​014.CrossrefPubMed

13.
Hoffmann TC, Glasziou PP, Boutron I, Milne R, Perera R, Moher D, et al. Better reporting of interventions: template for intervention description and replication (TIDieR) checklist and guide. BMJ. 2014;348:g1687. https://​doi.​org/​10.​1136/​bmj.​g1687.CrossrefPubMed

14.
Hoffmann F, Koller D. Verschiedene Regionen, verschiedene Versichertenpopulationen? Soziodemografische und gesundheitsbezogene Unterschiede zwischen Krankenkassen. Gesundheitswesen. 2017;79:e1–9. https://​doi.​org/​10.​1055/​s-0035-1564074.PubMed

15.
Association of the Scientific Medical Societies in Germany (AWMF). Aktuelle Leitlinien. http://​www.​awmf.​org/​leitlinien/​aktuelle-leitlinien.​html. Accessed 11 Nov 2017.

16.
German Association of the Scientific Medical Societies (AWMF) - Standing Guidelines Commission. AWMF Guidance Manual and Rules for Guideline Development. 2012. http://​www.​awmf.​org/​fileadmin/​user_​upload/​Leitlinien/​AWMF-Regelwerk/​AWMF-Guidance_​2013.​pdf. Accessed 11 Dec 2017.

17.
Kern W, Schulz M, Mangiapane S. Antibiotikaverschreibung im ambulanten Setting: Welche Qualitätsindikatoren sind geeignet? In: Bundesamt für Verbraucherschutz und Lebensmittelsicherheit, Paul-Ehrlich-Gesellschaft für Chemotherapie e.V., Infektiologie Freiburg, editors. GERMAP 2012: Bericht über den Antibiotikaverbrauch und die Verbreitung von Antibiotikaresistenzen in der Human- und Veterinärmedizin in Deutschland. Rheinbach: Antiinfectives Intelligence; 2014. p. 18–22.

18.
Coenen S, Ferech M, Haaijer-Ruskamp FM, Butler CC, Vander Stichele RH, Verheij TJM, et al. European Surveillance of Antimicrobial Consumption (ESAC): quality indicators for outpatient antibiotic use in Europe. Qual Saf Health Care. 2007;16:440–5. https://​doi.​org/​10.​1136/​qshc.​2006.​021121.CrossrefPubMedPubMedCentral

19.
Adriaenssens N, Coenen S, Versporten A, Muller A, Vankerckhoven V, Goossens H. European Surveillance of Antimicrobial Consumption (ESAC): quality appraisal of antibiotic use in Europe. J Antimicrob Chemother. 2011;66(Suppl 6):vi71–7. https://​doi.​org/​10.​1093/​jac/​dkr459.CrossrefPubMed

20.
Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process. 1991;50:179–211. https://​doi.​org/​10.​1016/​0749-5978(91)90020-T.Crossref

21.
Faber MS, Heckenbach K, Velasco E, Eckmanns T. Antibiotics for the common cold: expectations of Germany’s general population. Euro Surveill. 2010;15(35).

22.
Gaarslev C, Yee M, Chan G, Fletcher-Lartey S, Khan R. A mixed methods study to understand patient expectations for antibiotics for an upper respiratory tract infection. Antimicrob Resist Infect Control. 2016;5:39. https://​doi.​org/​10.​1186/​s13756-016-0134-3.CrossrefPubMedPubMedCentral

23.
Flottorp SA, Oxman AD, Krause J, Musila NR, Wensing M, Godycki-Cwirko M, et al. A checklist for identifying determinants of practice: a systematic review and synthesis of frameworks and taxonomies of factors that prevent or enable improvements in healthcare professional practice. Implement Sci. 2013;8:35. https://​doi.​org/​10.​1186/​1748-5908-8-35.CrossrefPubMedPubMedCentral

24.
O'Cathain A, Murphy E, Nicholl J. Three techniques for integrating data in mixed methods studies. BMJ. 2010;341:c4587. https://​doi.​org/​10.​1136/​bmj.​c4587.CrossrefPubMed




OEBPS/sidebar.gif





OEBPS/A13012_2018_722_Fig1_HTML.gif
14 practice networks in Bavaria (n=12) and North Rhine-Westphalia (n=2)
with 193 practices with physicans prescribing antibiotics s
Comparison
group

‘Randomization of practice networks (cluster) ‘Standard care of
o 1o s o s okimomed
ploany
oz
. . frongiing
nterventionarme || Norh e
it practcerweris
sna 68 pracices

v
Intervention arm A
with 8 practice networks
and 68 practices

Intervention arm B
with'S practice networks
and 56 practices





OEBPS/cc-by.png
() _®





OEBPS/A13012_2018_722_Fig2_HTML.gif
Intervention arm A l InterventionarmB | | Intervention arm C

y vy

Physicians: Stakeholders:
>Survey (written questionnaires) and interviews (purposive sampling)
> Focus group meetings (one GP per practice network) Interviews
I (purposive
v sampling)

Medical assistants:
> Survey (written
questionnaires) and
interviews (purposive
sampling)





OEBPS/contact.gif





