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Activity Description: This digital guidebook incorporates text, video, audio, polling, downloadable figures, and is 
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Overview

http://www.achlcme.org/IFI-guidebook
https://www.achlcme.org/webcast/IFI180/index.html


Activity Screenshots



Participation
5,169 Participants; 434 Completers (Guarantee 4000 participants) 

Clinician Type
37% Physicians, 27% Nurses,  17% NP/RNs, 1% Pharmacists

Objectivity & Balance
Objectivity and balance rated as good/excellent by 98% of learners

Learning Objectives

97% of learners strongly agree or agree that all learning objectives were met, with an average rating of 3.47/4.0

Faculty

Drs. Pappas, Lewis and Thompson were highly rated 3.63/4.0

Executive Summary



Executive Summary
80% of completers indicated they were more likely to consider IFI as a causative factor for devastating infections; at 
follow up 13 out of 15 responders indicated they have considered IFI as a causative factor as a result of this educational 
activity.

78% of completers indicated they would change their practice including: increased use of antifungal prophylaxis; 
increase susceptibility testing; routinely screening at risk patients; and change in the management/treatment.

87% of participants stated they were very confident/somewhat confident diagnosing IFI and 86% were very 
confident/somewhat confident managing IFIs post-activity, a 98% (diagnosis) and 121% (management) increase 
from pre-activity confidence levels.

Key areas for future education targeting specialty clinicians include trauma related IFIs, and Mucormycoses in 
patients with co-morbidities

Continued education is recommended for targeting community clinicians and general practitioners surrounding 
recognition of fungal infections & consideration of IFI for certain conditions.



Outcomes Reporting Methodology
• First-attempt posttest scores are reported throughout:

• Initial answer choices for the post-test provide insight into the learner’s ability to immediately 
recall and apply the education.

• Last attempt answer choices were reported in the interim report therefore they have been 
retained for this report.

• For post-activity questions administered as part of the evaluation (versus the online survey), 
only first-attempt was collected.

• Paired data is not available for polling vs. posttest questions. 
Polling questions were not mandatory, and data are anonymous.

• Participant = Terms used to describe an HCP who reviewed CME 
front matter and took action to begin the educational activity

• Completer = Term used to describe an HCP that has finished the 
posttest



Participation

37%

27%

17%

1%

18%

Participation by Clinician Type

Physician
Nurse
NP/PA
Pharmacist
Other HCP

Participants Completers
5,169 434

16%

23%

5%32%

4%

4%
8%

8%

Participation by Specialty

Critical Care/Infectious Disease
Cardiology
Surgery
Primary Care
Pathology
Pulmonary Medicine
Radiology
Other

**N=211

*Participant: Clinician who views front matter and clicks start to enter the activity. 
** Identifiable clinicians; these clinicians claimed CME credit



Demographics 

2%
13%

20%

9%
14%

42%

Years in Practice

N/A

1 to 5

5 to 10

10 to 15
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48%

4%

12%

13%

6%
10%

Practice Setting
Government
HMO/Managed Care
Hospital
Multi-speciality Group Practice
Not in Practice/Retired
Single-Speciality Group Practice
Solo Practice
University/Teaching System

N=211



Learning Objectives

97% of learners strongly agree or agree that all learning objectives were met, with an average rating of 3.47.

Please rate the following objectives to indicate if you are better able to: Analysis of Respondents
Rating scale: 

4=Strongly Agree; 
1=Strongly Disagree

Identify patients who have a high-risk of IFIs and those who require preemptive 
therapy or prophylaxis 3.49

Discuss available diagnostic tests and emerging technologies to ensure early 
detection of IFIs 3.47

Select antifungal therapy based on clinical presentation and susceptibility 
testing 3.47

Outline considerations in the toxicity, pharmacokinetic/pharmacodynamic 
profiles, and monitoring of antifungal agents for
diverse patients with IFIs

3.44



Faculty Evaluation
Please evaluate each faculty’s ability to effectively convey the 
subject matter:

Analysis of Respondents

Rating scale: 4=Excellent; 1=Poor

Peter Pappas, MD 3.64

James Lewis, PharmD 3.64

George Thompson, MD 3.62

Each faculty’s ability to effectively convey the subject matter was rated good or excellent by 96% of learners, with 
an average rating of 3.63.



Satisfaction

All aspects of the activity were highly rated at 3.56 or higher.

Overall Evaluation Analysis of Respondents

Rating scale: 4=Excellent; 1=Poor

Quality of educational content 3.63

Scientific rigor 3.61

Usefulness of downloadable resources and bonus features 3.55

Effectiveness of teaching method used 3.56

Relevancy to practice 3.44

95% of learners would recommend this activity to a colleague. 



Objectivity & Balance

Activity was perceived as objective, balanced and non-biased, with a rarely seen 100% of participants reporting that they 
perceived no industry-related or other biases in the scientific content.
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Intra-Activity Polling

Only 38% of participants answered this question correctly during in-activity polling. The results 
are likely illustrative of a major knowledge gap among community-based practitioners 

surrounding IFIs. Expert faculty explicitly reported this trend during the activity as a gap they 
routinely encounter in practice---ie, when community-based practitioners contact academic 

infectious-disease centers seeking remote consultation on probable IFI infections in community 
settings and have not even considered an IFI as a possibility. Indeed, there are very few 
Infectious Disease practitioners at community hospitals, with ID care largely falling 

under Critical Care departments in these centers. This activity-identified knowledge gap 
therefore indicates a deeper practice impact of learnings gained by practitioners 

elsewhere in the activity than typically seen in CME.

According to activity faculty, what is the most common clinical practice mistake which occurs 
among community-based practitioners surrounding IFIs? 

a) Incorrect pathogen identification (ie, misidentification of Candida albicans as cause of 
treatment-refractory Candidiasis that is actually caused by Candida krusei)

b) Delayed diagnosis of causative fungal pathogen due to slow response of lab cultures

c) Failure to consider IFI as cause of a refractory febrile infection at all

d) Administration of ineffective antifungal agents (ie, administering PO fluconazole for a 
probable Aspergillosis pulmonary infection.)

Common Clinical Practice Mistakes



Polling vs. Posttest Summary

Participants from all backgrounds
demonstrated improved knowledge and competence on five of six polling/posttest 

questions, with topic-level increases ranging from 3% to 28%. Strongest 
knowledge gains occurred surrounding inherent and emerging pathogen 

resistance to specific antifungals, while key areas for additional education 
include a) patient-level risk characteristics for invasive pulmonary 

aspergillosis; and b) Hem/Onc-related IFIs given lower gains in these 
challenging sub-topics.
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Topic 1 Topic 2 Topic 3 Topic 4 Topic 5 Topic 6

Polling Post (1st Attempt)

Topic % Change

1 Antifungal Resistance 28%

2 Patient Risk Factors 3%

3 Therapy Selection 6%

4 Diagnosis 18%

5 Selection of Therapy for Mucormycosis 28%

6 Selection of Therapy for 
Hematology/Oncology-related IFIs -5%

Overview of Correct Responses
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Knowledge Acquisition: Polling vs. Posttest

All learning cohorts performed well on this entry-level IFI topic on the inherent 
and/or emerging pathogen-level resistance to antifungals and related therapeutic 
selection, with participants demonstrating an 28% increase in knowledge post-

activity versus intra-activity polling.

Which of the following fungal pathogen strains is not likely to respond to either 
fluconazole or voriconazole in invasive fungal infections? 

a) Candida albicans

b) Candida glabrata

c) Aspergillus fumigatus

d) Candida krusei

Antifungal Resistance



Posttest* by Target Population

In this breakout of first attempt data by specialty, Infectious Disease/Critical Care and Surgeons demonstrated higher levels of knowledge than other 
clinician types. However, results on this question indicate potential confusion regarding novel/emerging pathogen resistance patterns and selection of 

antifungal therapy at the species level
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Target Specialties: Antifungal Resistance 

Which of the following fungal pathogen strains is not likely to respond to either fluconazole or voriconazole in invasive fungal
infections? 

*First-attempt posttest data; Identifiable posttest data only
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Knowledge Acquisition: Polling vs. Posttest

Overall performance on this question about a complex patient receiving 
immunosuppressive therapy and related risks for IFIs was moderate, with 
participants increasing their knowledge by 3% versus in-activity polling.

Which of the following patient characteristic(s) may place them at risk for invasive, 
chronic pulmonary aspergillosis?

a) A sarcoidosis patient currently receiving immunosuppressive 
therapy (eg, anti-TNFα biologic agents)

b) A critical-care patient currently on a respirator showing initial signs of 
sepsis after receiving vancomycin

c) A patient with a history of diabetic ketoacidosis and emergence of 
necrotizing skin lesions of the forehead and cheeks within the past 24 
hours

d) A premature infant in the NICU presenting signs of respiratory distress 
and high fever that is refractory to antibiotics

Patient Risk Factors



Posttest* by Target Population

While overall performance on this post-test question was fairly strong across cohorts (slide 17), there were differences in knowledge at 
first-attempt across specific practice cohorts. Internal Medicine and ID/Critical Care performed the best on this question, likely due to 
the case patient’s systemic inflammatory condition/related risks. Surgeons and other HCPs had similar, yet slightly lesser knowledge, 

and Hem/Onc performed the poorest on this question, likely because they do not manage many invasive pulmonary infections.
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A sarcoidosis patient currently
receiving immunosuppressive therapy
(eg; anti-TNF&alpha; biologic agents)

A critical-care patient currently on a
respirator showing initial signs of sepsis

after receiving vancomycin

A patient with a history of diabetic
ketoacidosis and emergence of

necrotizing skin lesions of the forehead
and cheeks within the past 24 hours

A premature infant in the NICU
presenting signs of respiratory distress

and high fever that is refractory to
antibiotics
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Target Specialty Overview: Patient Risk Factors

Which of the following patient characteristic(s) may place them at risk for invasive, chronic pulmonary aspergillosis?

*First-attempt posttest data; Identifiable posttest data only
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Clinical Competence: Polling vs. Posttest

Performance on this case-based question surrounding trauma-related causes of IFIs and related therapeutic selection was fairly strong, with 
participants demonstrating a 3% knowledge increase post-test versus pretest; yet, both knowledge increase and question-level performance was 

lower versus some other topics in this activity, likely due to both local antibiogram complexities and case-level complication challenges.

A 62-year-old man presents in a 34-bed critical-access community hospital’s emergency department in 
rural Western KY with a single-entry abdominal gunshot wound (.22-caliber) that occurred by accident. 
The injury occurred over a long holiday weekend; when the hospital has minimal staffing. Surgery to 
repair the wound was uneventful, but surgical site infection with rapidly expanding area of erythema 
appeared 48-hours postoperatively. Despite receiving vancomycin and a beta-lactam/beta-lactamase 
inhibitor combination for 2 days, the patient continues to have a fever and elevated white blood cell 
count. 

After ~48 hours, the patient is rapidly deteriorating. The hospital does not have an on-staff/full-time 
infectious disease specialist and attending ED/critical-care physicians are unable to reach their 
infectious disease colleagues in Louisville.

Assuming this patient is infected with Candida glabrata given the local antibiogram and pending receipt 
of confirmed organism isolates and susceptibility testing, which of the following agents is a good first 
choice of agent for this patient given his symptoms and current IDSA practice guidelines? 

a) Fluconazole

b) Itraconazole

c) Posaconazole

d) Caspofungin

Therapy Selection



Posttest* by Target Population

When breaking down performance by practice specialty level, Hem/Onc, ID/Critical Care, and General practitioners had the highest first-attempt 
performance with more than one-half answering correctly. This may be reflective of their day-to-day practice-level experience with trauma-related IFIs. 

Other HCPs, who likely do not manage these trauma-related cases, may require additional education on guideline recommendations for selecting first-line 
therapy.
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Target Specialty Overview: Therapy Selection

A 62-year-old man presents in a 34-bed critical-access community hospital’s emergency department in rural Western KY with a single-entry abdominal gunshot wound (.22-
caliber) that occurred by accident. The injury occurred over a long holiday weekend; when the hospital has minimal staffing. Surgery to repair the wound was uneventful, but 
surgical site infection with rapidly expanding area of erythema appeared 48-hours postoperatively. Despite receiving vancomycin and a beta-lactam/beta-lactamase inhibitor 
combination for 2 days, the patient continues to have a fever and elevated white blood cell count. 

After ~48 hours, the patient is rapidly deteriorating. The hospital does not have an on-staff/full-time infectious disease specialist and attending ED/critical-care physicians are 
unable to reach their infectious disease colleagues in Louisville. Assuming this patient is infected with Candida glabrata given the local antibiogram and pending receipt of 
confirmed organism isolates and susceptibility testing, which of the following agents is a good first choice of agent for this patient given his symptoms and current IDSA 
practice guidelines? 

*First-attempt posttest data; Identifiable posttest data only



Knowledge Acquisition: Polling vs. Posttest

Use of galactomannan assay (ELISA) testing to diagnose/confirm Aspergillosis is 
essential for patients with these infections to receive an effective agent, so strong 
performance on this clinical subtopic is essential. Overall post-test performance 

improved by 18% post-activity versus in-activity polling, yet with 73% overall first-
attempt correct answers there is still significant room to grow, especially given the 

clinical importance of this sub-topic for providing lifesaving care.

Which of the following diagnostic tests is used to diagnose/confirm Aspergillosis?

a) Conventional blood culture 

b) Galactomannan assay (ELISA)

c) Serologic testing

d) Mannan assay

Diagnosis 
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Posttest* by Target Population

These first-attempt data indicate strong knowledge across several learner cohorts relating to the use of galactomannan assays/ELISA testing for 
Aspergillosis. All other HCPs and Surgery practitioners performed less well, indicating unfamiliarity with this diagnostic topic.
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Target Specialty Overview: Diagnosis 

Which of the following diagnostic tests is used to diagnose/confirm Aspergillosis? 

*First-attempt posttest data; Identifiable posttest data only
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Clinical Competence: Polling vs. Posttest

Comparison of in-activity polling, first attempt, and last attempt post-test responses indicate 
knowledge gains (28%) surrounding  the selection of therapy for complex/comorbid patients at high 

risk for Mucormycosis. Further, there was a shift in selection of the lipid formulation of amphotericin B 
only in the intra-activity polling to recognition that isavuconasole is also indicated and an option for 

this complex patient. Follow-up survey data demonstrate some revert to choosing only lipid 
formulation of amphotericin B, suggesting a need for continuing education of newer azoles. 

A 33-year old obese man who is uninsured and resides in suburban Detroit presented 2 days ago in the 
emergency department of a 42-bed hospital for the indigent with severe sinusitis, fever, and related 
necrotizing skin lesions. He has uncontrolled diabetes and active ketoacidosis and a recent history of 
glucocorticoid use to treat asthma. Now 2+ days post-admission, the patient is in the critical care unit 
and deteriorating rapidly as skin necrotization/related infection worsens. 

The patient’s condition continues to deteriorate despite 7 days of broad-spectrum antibiotic treatment, 
first at home pre-admission, and then via hospital IV. This hospital has only one infectious disease 
specialist on staff.

Based upon the above case, which of the following agents is the best first-line non-surgical treatment 
option until diagnostic testing and susceptibility testing results are available?

a) Voriconazole

b) Isavuconazole

c) Lipid formulation of amphotericin B

d) Fluconazole

e) Both B and C

Selection of Therapy for Mucormycosis



Posttest* by Target Population

Performance on this complex, case-based question surrounding Mucormycosis in a multi-comorbid patient was fairly strong across the board, with  Hem/Onc
demonstrating the highest knowledge first-attempt, even though it was not a typical Hem/Onc patient profile. Internal Medicine, ID Critical Care, and other HCPs 

also performed high, likely due to their stronger practice-level familiarity with conditions like obesity, diabetes, and asthma. Surgeons performed significantly 
poorer in comparison, which is somewhat concerning because they may have direct involvement in managing this type of case due to a likely need for surgical 

debridement.
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Target Specialty Overview: Selection of Therapy for Mucormycosis

A 33-year old obese man who is uninsured and resides in suburban Detroit presented 2 days ago in the emergency department of a 42-bed hospital for the indigent with 
severe sinusitis, fever, and related necrotizing skin lesions. He has uncontrolled diabetes and active ketoacidosis and a recent history of glucocorticoid use to treat asthma. 
Now 2+ days post-admission, the patient is in the critical care unit and deteriorating rapidly as skin necrotization/related infection worsens. The patient’s condition continues 
to deteriorate despite 7 days of broad-spectrum antibiotic treatment, first at home pre-admission, and then via hospital IV. This hospital has only one infectious disease 
specialist on staff. Based upon the above case, which of the following agents is the best first-line non-surgical treatment option until diagnostic testing and susceptibility 
testing results are available?

*First-attempt posttest data; Identifiable posttest data only
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Clinical Competence: Polling vs. Posttest

First-attempt competency with selection of therapy for this case patient was relatively 
unchanged from initial polling; however, participants across learning cohorts demonstrated an 

overall increase in awareness of the antifungal therapies that would be effective against a likely 
case of aspergillosis as described in this case.  

A 69-year-old woman is hospitalized due to fever, cough, and respiratory distress 10 weeks 
after she received an allogeneic stem cell transplant at an academic hospital 3 hours away. She 
presents at a local community hospital near her home. There are no infectious disease 
specialists on staff, and the hospital must therefore rely on a contract-based remote MD 
consultant. 24 hours after initiating antibiotic therapy, imaging indicates nodular infiltrates 2-3 
cm in both lower lobes without cavitation.

Based on the above case information, which of the following agent(s) should be considered as 
possible first-line treatment option(s) for this patient?

a) Posaconazole and/or fluconazole

b) Lipid formulations of amphotericin B and/or isavuconazole

c) Caspofungin and/or fluconazole

d) Caspofungin and/or posaconazole

Hematology/Oncology-related IFIs



Posttest* by Target Population

All the various specialty cohorts performed fairly similarly in the selection of the most appropriate first-line treatment options for this patient. Hem/Onc
learners demonstrated less accuracy than others, which is surprising given that the featured patient presented with an IFI as a complication of a 

hematologic stem-cell transplant. Surgeons, who likely do not see this type of patient, had the lowest competence with selection of therapy. 
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Target Specialty Overview: Hematology/Oncology-related IFIs 

A 69-year-old woman is hospitalized due to fever, cough, and respiratory distress 10 weeks after she received an allogeneic stem cell transplant at an academic hospital 3 
hours away. She presents at a local community hospital near her home. There are no infectious disease specialists on staff, and the hospital must therefore rely on a 
contract-based remote MD consultant. 24 hours after initiating antibiotic therapy, imaging indicates nodular infiltrates 2-3 cm in both lower lobes without cavitation.
Based on the above case information, which of the following agent(s) should be considered as possible first-line treatment option(s) for this patient?

*First-attempt posttest data; Identifiable posttest data only
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Confidence Assessment

87% of participants across learning cohorts rated themselves as either 
“somewhat confident” or “very confident” at diagnosing a variety of IFIs across 

patient populations, versus only 44% of participants pre-activity (a 98% increase), 
indicating strong learning and related confidence boosts.

How confident are you in your ability to diagnose a variety of invasive fungal 
infections (IFI) types across patient populations?

a) Very confident

b) Somewhat confident

c) Minimally confident

d) Not at all confident

Confidence Diagnosing IFIs 



Posttest by Target Population

When drilling down further across practice cohorts, 84% of ID/Critical Care clinicians self-reported they were either “very confident” or “somewhat 
confident” diagnosing IFIs across multiple patient populations, while 94% of Hem/Onc, 94% of Surgeons, and 91% of Internal Medicine physicians 

reported they were either “very” or “somewhat confident” in their knowledge post-activity. Least confident in their IFI diagnostic abilities post-activity were 
the other practitioners, likely due to higher knowledge gaps at the onset of the activity.

Target Specialty Overview: Confidence Diagnosing IFIs

How confident are you in your ability to diagnose a variety of invasive fungal infections (IFI) types across patient populations?
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Confidence Assessment: Polling vs. Posttest

After participation, 87% of activity learners self-reported they were either “very 
confident” or “somewhat confident” in their ability to manage IFIs across patient 

populations, opposed to only 39% pre-activity.

How confident are you in your ability to manage a variety of invasive fungal 
infection (IFI) types across patient populations?

a) Very confident

b) Somewhat confident

c) Minimally confident

d) Not at all confident

Confidence Managing IFIs



Posttest by Target Population

Perhaps not surprisingly given the sophisticated clinical demands of their practice specialties, 94% of Hem/Onc and 94% of Surgeons reported they were 
“very confident” or “somewhat confident” in their abilities to manage IFIs across patient populations. Meanwhile, 89% of Internal Medicine, 82% of 

ID/Critical Care, and 81% of all other practitioners reported they were “very confident” or “somewhat confident,” indicating room for additional education 
and knowledge growth in these practice cohorts.

Target Specialty Overview: Confidence Managing IFIs

How confident are you in your ability to manage a variety of invasive fungal infection (IFI) types across patient populations?
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Practice Change

80% of participants are likely to consider an IFI as a causative factor for 
devasting infections in their practice! (Those that did not plan to change their 

practice reported they do not encounter these types of infections in practice.)

After participating in this activity, how likely are you to consider an IFI as a 
causative factor for devastating infections? 

a) Very likely

b) Somewhat likely

c) Not at all likely

d) N/A; I do not encounter patients with devastating infections 

Considering IFIs as Causative Factors



Practice Change by Target Population

Breaking down by practice specialty, 71% of Surgeons and 64% of Internal Medicine and General Practice participants reported they planned to change 
their practice, while 52% of ID/Critical Care, 35% of Hem/Onc practitioners, and 48% of the remaining practitioners self-reported they planned to change 

practice. The only reported reason for not changing practice was among practitioners who do not currently encounter patients with IFIs in practice, 
indicating strong, practice-changing, and potentially lifesaving CME education in this activity. 
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Target Specialty Overview: Considering IFIs as Causative Factors

After participating in this activity, how likely are you to consider an IFI as a causative factor for devastating infections?



Practice Change: Post Activity

78% of learners will change their practice! 
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This activity validated my current practice; no changes will be
made

Other change

Routinely screen at-risk patients (eg, critical care, diabetes,
neonates, trauma) for fungal colonization

Change hospital/unit cleaning, gloving/taping, logistics,
maintenance-related, or other procedures.

Increase in-house fungal diagnostics and/or susceptibility testing.

Increase use of antifungal prophylaxis in at-risk patients.

Change the management and/or treatment of my patients.

Multiple responses allowed



Patient Care Impact
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How many probable/confirmed IFI cases and/or outbreaks (ie, multiple clustered cases) 
do you encounter in your practice each year?
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We estimate that 958 to more than 1,879 patients each year will be positively impacted by this activity. This assumes data in chart above is representative 
of all healthcare professionals that completed the activity (434), who indicated they would change their practice as a result of their participation (78%). We 
speculate this is a conservative range, knowing that participants are now better equipped to diagnose and treat patients as a result of this activity. While 
this question asks their experience with past confirmed cases of IFIs, we believe knowing what they know now, they will better identify patients who have 

a high-risk of IFIs and those who require preemptive therapy or prophylaxis, as well as select antifungal therapy based on clinical presentation and 
susceptibility testing.



Barriers to Planned Change
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Lack of resources (equipment)

Lack of consensus on professional guidelines

Patient compliance issues

Reimbursement/insurance issues

Lack of experience

Lack of opportunity (patients)

Lack of time to assess/counsel patients

Lack of administrative support

Participants indicated lack of experience (20%) as most common barrier to implementing changes in their practice, followed by lack 
of opportunity (16%) and lack of administrative support (15%). Of those who identified barriers, 74% will attempt to address the

perceived barrier(s) in order to affect change.

Multiple responses allowed 



Topics of Interest
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Other

Sterile compounding of drugs/infusions

Antimicrobial stewardship

Serologic testing protocols

Serologic testing protocols was rated by activity participants as the clinical subtopic with highest interest for future education. 

Multiple responses allowed



Activity Impact
Self-reported takeaways
• A lot more research has been done since I was working in 

mycology. I remember many CF kids; oncology and bone 
marrow transplant patients in dire straits over aspergillus 
infectious. There wasn’t any routine testing available for 
susceptibility; unless it was sent out.

• Always consider IFI as an offender if not responding to 
antibiotics.

• Appreciation of increased need for multimodal diagnostics.
• Appropriate recognition of at-risk pts
• Associating fungal outbreaks with trauma and natural 

disasters
• Awareness of fungal infections; especially in the critical care 

patient and how to treat empirically.
• Be more aggressive in dx acute/chronic infections
• Better awareness of IFI
• Clinical indications of possible invasive fungal infection
• Comprehensive knowledge in fungal testing
• Consider fungus in deteriorating patients
• Correct strain identification is vital.
• Determining all predisposing factors in patient
• Diagnostic techniques 

• Drug resistance complexities
• Due to our changing environment previously rare fungal 

infections are becoming more common
• Echinocandins as first line for Candida albicans.
• Fungal infections are more diverse that I assumed.
• Had some good reminders about which antifungals cover 

which fungal infections.
• High risk patients-think fungal
• How many emergent GI patients I care for are at high risk for 

Candida IFI
• I will watch my post-surgical and intensive care patients more 

closely when they are not responding to current therapies.  
This education was very helpful!  thank you!

• Impact of climate change in resistant microbes.
• Importance of evaluating infectious patients.
• It is important to identify at risk patients as quickly as possible.
• Just to consider fungal infections more so than present
• Must consider IFI in immunocompromised patients
• Need to keep up with resistance to fungal infections
• Newer agents for invasive fungal infections



Activity Impact Cont’d
Self-reported takeaways
• Newer approaches for therapy of invasive Aspergillosis and 

Mucor
• Newer patterns of resistance
• Prevalence of IFI; risk of drug resistance
• Recognizing the importance of early diagnosis of IFI
• Specific needs for checking serum levels
• Stewardship
• Testing for Aspergillosis
• That blood work does not always show the IFIs
• The challenges we face to improve a positive outcome when a 

patient develops a fungal infection
• The challenges we face to improve a positive outcome when a 

patient develops a fungal infection

• The increase in fungal infections; their expanding variety and 
increasing resistance.

• The prevalence of fungal infections
• Use of Echinocandins for Candida
• Use of mannan antigen and anti mannan antibodies in 

treatment of invasive candidiasis 
• Very stimulating and informative.
• What is preferred for active treatment vs. prophylactic 

treatment
• Will consider consulting ID in appropriate situation
• Safety in the workzone and constant evaluation of dangers to 

patient and staff
• Use of mannan antigen and anti mannan antibodies in 

treatment of invasive candidiasis



Practice Change: Follow-up Survey

Based on self-attestation, 80% of learners changed their practice! 
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This activity validated my current practice; no changes were made

Other change

Routinely screened at-risk patients (eg, critical care, diabetes,
neonates, trauma) for fungal colonization

Changed hospital/unit cleaning, gloving/taping, logistics,
maintenance-related, or other procedures.

Increased in-house fungal diagnostics and/or susceptibility testing.

Increased use of antifungal prophylaxis in at-risk patients.

Changed the management and/or treatment of my patients.

N=15; multiple responses allowed
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IFI Recognition: Follow-up Survey

87% of learners surveyed at approximately 30-days post-activity completion 
indicated they considered an IFI as a potential root cause for devasting infections 

encountered in practice, which directly addresses a major cross-specialty 
knowledge and practice gap identified by the faculty during the activity! This self-

reported practice change indicates strong, targeted education in a potentially 
lifesaving clinical practice topic.

After participating in this activity, have you considered an IFI as a possible 
causative factor for devastating infections? 

a) Yes

b) No

c) N/A; I do not encounter patients with devastating infections 

Considering IFIs as Causative Factors
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Confidence Assessment: Follow-up Survey

High and moderate confidence managing IFIs across patient populations was 
87% in 30-day follow-up survey respondents. This demonstrates a sustained 
gained from the pre-activity measure which identified only 39% of participants 

reporting confidence in this area. 

How confident are you in your availability to manage a variety of invasive fungal 
infection (IFI) types across patient populations?

a) Very confident

b) Somewhat confident

c) Minimally confident

d) Not at all confident

Confidence Managing IFIs



Contact Information
Amanda Kaczerski, MS, CHCP
Senior Director, Educational Strategy & Design
Academy for Continued Healthcare Learning (ACHL)

E: akaczerski@achlcme.org
P: 773-714-0705 ext. 148
C: 973-495-4828

mailto:akaczerski@achlcme.org

	The Challenges of Invasive Fungal Infections in Community Hospitals: A CME Guidebook to Improve Therapy and Clinical Outcomes�
	Slide Number 2
	Activity Screenshots
	Slide Number 4
	Slide Number 5
	Outcomes Reporting Methodology
	Slide Number 7
	Slide Number 8
	Learning Objectives
	Faculty Evaluation
	Satisfaction
	Objectivity & Balance
	Intra-Activity Polling
	Polling vs. Posttest Summary
	Knowledge Acquisition: Polling vs. Posttest
	Posttest* by Target Population
	Knowledge Acquisition: Polling vs. Posttest
	Posttest* by Target Population
	Clinical Competence: Polling vs. Posttest
	Posttest* by Target Population
	Knowledge Acquisition: Polling vs. Posttest
	Posttest* by Target Population
	Clinical Competence: Polling vs. Posttest
	Posttest* by Target Population
	Clinical Competence: Polling vs. Posttest
	Posttest* by Target Population
	Confidence Assessment
	Posttest by Target Population
	Confidence Assessment: Polling vs. Posttest
	Posttest by Target Population
	Practice Change
	Practice Change by Target Population
	Practice Change: Post Activity
	Patient Care Impact
	Barriers to Planned Change
	Topics of Interest
	Activity Impact
	Activity Impact Cont’d
	Practice Change: Follow-up Survey
	IFI Recognition: Follow-up Survey
	Confidence Assessment: Follow-up Survey
	Contact Information

