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AbstrAct
Objective To determine if an educational intervention can 
decrease the inappropriate antibiotic treatment of long-term 
care (LTC) residents with asymptomatic bacteriuria (ASB).
Design Prospective chart audit between May and July 2017.
Setting Seven LTC facilities in Regina, Saskatchewan, 
Canada.
Participants Chart audits were performed on all LTC 
residents over 18 years of age with a positive urine 
culture. Educational sessions and tools were available to 
all clinical staff at participating LTC facilities.
Intervention Fifteen-minute educational sessions 
were provided to LTC facility staff outlining the harms 
of unnecessary antibiotic use, antibiotic resistance and 
the diagnostic criteria of a urinary tract infection (UTI). 
Educational sessions were complimented with posters and 
pocket cards that summarised UTI diagnostic criteria.
Main outcome measure The primary outcome measure 
was the number of residents who received inappropriate 
antibiotic treatment for ASB. Secondary outcome measures 
included the appropriateness of urine culture tests, 
number of tests and cost associated with inappropriate 
treatments.
Results In the preintervention period, 172 urine culture 
and sensitivity (UC&S) tests were performed, 62 (36.0%) 
were positive and 50/62 (80.6%) residents had ASB based 
on chart review. In the postintervention period, 151 UC&S 
tests were performed, 50 (33.1%) were positive and 
35/50 (70.0%) residents had ASB. There was a statistically 
significant decrease in the number of residents treated 
with antibiotics for ASB, from 45/50 (90%) preintervention 
to 22/35 (62.9%) postintervention (χ2=9.087, p=0.003).
Conclusions An educational intervention was associated 
with a statistically significant decrease in inappropriate 
antibiotic treatment of LTC residents with ASB.

InTroducTIon
Urinary tract infections (UTIs) are the most 
common healthcare-associated infection among 
elderly institutionalised individuals, accounting 
for up to 60% of their antimicrobial use.1 2 The 
accurate diagnosis of a UTI is often confounded 
by the high prevalence of asymptomatic bacte-
riuria (ASB) in long-term care (LTC) facilities. 
It is estimated that nearly all catheterised resi-
dents and up to 50% of non-catheterised resi-
dents in LTC facilities have ASB.3 

Guidelines from the Infectious Diseases 
Society of America and Choosing Wisely 

Canada recommend against the treatment of 
ASB with antibiotics, as several randomised 
trials showed no associated clinical benefits.4–7 
Specifically, the treatment of ASB did not 
reduce mortality or recurrent infection rates, 
but it was associated with increased adverse 
drug reactions and antibiotic resistance.8–10 
Furthermore, the guidelines suggest sending 
urine culture and sensitivity (UC&S) tests 
only when residents show localising symptoms 
of a UTI to prevent unnecessary screening 
and treatment of ASB.1 7 Localising symptoms 
that are indicative of a UTI are outlined in 
the Regina Qu’Appelle Health Region’s (ie, 
local health region’s) UTI Diagnostic Criteria 
(box 1).

Despite the guidelines and recommenda-
tions, up to two-thirds of LTC facility residents 
with ASB receive inappropriate antibiotic 
treatment, which was internally reported 
to contribute $C20 000 in healthcare costs 
annually in the local health region.11 Previous 
studies have demonstrated the efficacy of 
educational interventions in decreasing 
inappropriate UC&S tests and antibiotic 
use.12 13 Adopting the methodologies of 
these studies, this project was conducted as a 
quality improvement and antimicrobial stew-
ardship initiative with the goal of decreasing 
inappropriate antibiotic use for LTC facility 
residents with ASB through an educational 
intervention.

MeThods
study subjects
This study was conducted at seven health 
region-affiliated LTC facilities in Regina, 
Saskatchewan, Canada, from May to July 
2017. Medical charts of all residents over 
18 years of age with a positive UC&S result 
were audited. Residents were excluded if 
they were pregnant or were scheduled for a 
urological procedure, as those populations 
are known to clinically benefit from treat-
ment of ASB.4 Residents were also excluded 
if they had an alternate site of infection, if 
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they were hospitalised, or if extensive clinical judgement 
was required due to their abnormal clinical presentation, 
making the indication for the use of antibiotics unclear.

Procedure
Research followed three phases: a preintervention audit 
to assess the baseline use of antibiotics and UC&S tests, an 
educational intervention and a postintervention audit to 
determine if there was a reduction in inappropriate use 
of antibiotics and UC&S tests.

Preintervention and postintervention audits
The audit phases occurred over a 5-week period before 
and after the educational intervention. During this time, 
all positive UC&S tests from participating sites were 
prospectively identified and relayed from the region’s 
laboratory service to the Antimicrobial Stewardship 
Program office. A member of the stewardship team (CL) 
then visited the corresponding LTC facility to perform a 
chart audit. The residents’ charts were reviewed for infor-
mation including: resident demographics, prescriber 

information, indication for the UC&S order and the type 
and dosage regimen of the antibiotic treatment (if appli-
cable). The Research Electronic Database Capture tool, a 
secure web-based data collection application, was used to 
collect data.14

The appropriateness of UC&S tests and antibiotic 
orders were assessed using the local health region’s diag-
nostic criteria for UTIs (box 1). A resident was consid-
ered symptomatic if they had a certain combination of 
localising UTI symptoms, such as: dysuria, costovertebral 
or suprapubic pain and an increase in frequency, inconti-
nence and urgency of urination. The resident was consid-
ered to have a UTI if they were symptomatic and the 
UC&S test indicated bacterial colonisation over 108 cfu/L 
with less than three organisms present. Clinical staff at 
the LTC facilities were asked follow-up questions if there 
was no documentation of indications for UC&S tests or if 
any information required clarification.

Educational intervention
The educational intervention was designed to include 
several behaviour change techniques as determined by 
the Behaviour Change Technique Taxonomy Version 
1.15 These techniques included: feedback and moni-
toring (feedback on behaviour), shaping knowledge 
(instruction on how to perform the behaviour), natural 
consequences (information about health consequences, 
salience of consequences) and comparison of behaviour 
(social comparison). Our hypothesis was that combining 
multiple behaviour change techniques into an educa-
tional intervention would provide many routes to effecting 
behaviour change in clinical staff, ultimately reducing 
unnecessary antibiotic use for residents with ASB.

An invitation to a 15 min educational session was sent out 
to all clinical staff (registered nurses, nurse practitioners, 
licenced practical nurses, registered psychiatric nurses, 
nursing students and continuing care assistants) at partic-
ipating LTC facilities through their directors of care and 

Table 1 Demographic characteristics of preintervention 
and postintervention groups

Preintervention 
(n=62)

Postintervention 
(n=50)

Statistical 
test*

Sex, n (%) 

  Male 18 (29) 20 (40) χ2=1.485

  Female 44 (71) 30 (60) P=0.223

Age 

  Mean age, 
years (SD)

76.4 (18.3) 77.9 (16.5) P=0.653

Catheterisation, n (%) 

  Catheterised 15 (24.2) 17 (34.0) χ2=1.304

  Non-
catheterised

47 (75.8) 33 (66.0) P=0.253

*χ2 tests performed for sex and catheterisation status and t-test for 
age showed no significant difference between preintervention and 
postintervention resident populations.

Box 1 Regina Qu’Appelle Health Region’s urinary tract 
infection diagnostic criteria

Symptoms: patients without a catheter
One of the following…

 ► Acute dysuria.
 ► Acute pain, swelling or tenderness of the testes, epididymis or 
prostate.

 ► Fever* or leucocytosis† and 1+ of the symptoms list.
 ► 2+ of the symptoms list.

Symptoms list
 ► Acute costovertebral angle pain or tenderness.
 ► Suprapubic pain.
 ► Gross haematuria.
 ► New or marked increase in incontinence, urgency or frequency.

Symptoms: patients with a catheter
One of the following…

 ► Fever*, rigours or new-onset hypotension with no alternate site of 
infection.

 ► Acute change in mental status or acute functional decline with no 
alternate diagnosis and leucocytosis.†

 ► New-onset suprapubic pain or costovertebral angle pain or 
tenderness.

 ► Purulent discharge from around the catheter.
 ► Acute pain, swelling or tenderness of the testes, epididymis or 
prostate.

Urine culture and sensitivity
Both of the following…

 ► ≥108 cfu/L.
 ► ≤2 organisms.

Antibiotic treatment
Treat with appropriate antibiotics, as per sensitivity test and creatinine 
clearance values.

*Fever: single oral >37.8°C, repeated oral >37.2°C, repeated rectal >37.5°C or 
>1.1°C increase from baseline.
†Leucocytosis: >14 000 leucocytes/mm3.
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communication managers. The focus was on nursing staff 
as they were identified through conversations with infec-
tion prevention and control and other LTC facility staff 
as the main contributors in local facilities to documenta-
tion of symptoms and initiation of UC&S testing. From an 
antimicrobial stewardship perspective, the nursing staff 
focus also provided an opportunity to reinforce the role 
of nurses and other non-prescribing members of health-
care teams in antimicrobial stewardship.

The educational session was conducted by the first 
author of this study, and all sessions took place over an 
approximately 2-week period between the preinterven-
tion and postintervention audit periods. The session 
consisted of: (1) an overview of the evidence behind 
ASB treatment guidelines, (2) presentation of local 
findings from the preintervention audit and (3) diag-
nostic criteria for UTIs. Clinical staff were encouraged 
to perform a thorough assessment of residents to iden-
tify localising symptoms prior to sending a UC&S test. 
Staff were reminded that non-specific symptoms, such 
as confusion and cloudy, foul-smelling or dark-coloured 
urine, are not indicative of a UTI. They were also advised 
to collaborate with prescribers in not initiating antibiotic 
treatment in asymptomatic residents. Educational posters 
were displayed around the LTC facilities, and all clinical 
staff who attended the session received a pocket card with 
the diagnostic criteria for UTIs (online supplementary 
appendix 1, 2). The content of the educational session, 
pocket cards and posters was designed prior to the study’s 

initiation in collaboration with LTC facility and infection 
prevention and control staff.

Following the postintervention audit, a report 
summarising the final data analysis was sent to each 
facility to provide them with the results of the study for 
their facility and show comparative data for the other 
(anonymous) facilities.

data analysis
The primary outcome of interest was the number of resi-
dents who received inappropriate antibiotic treatment for 
ASB. The secondary outcomes included: the appropriate-
ness of UC&S tests, the total number of UC&S requests 
and costs associated with inappropriate UC&S tests and 
antibiotic treatments. χ2 tests were used to compare cate-
gorical data from preintervention to postintervention, 
namely the proportion of residents receiving antibiotics 
for ASB and the proportion of inappropriate UC&S 
tests sent. Paired t-tests were used to compare the total 
number of UC&S tests sent at each LTC facility, recog-
nising that the small sample size at each location would 
limit the meaningful interpretation of the result. The cost 
of UC&S tests and antibiotics were provided by the health 
region’s laboratory services and pharmacy department, 
respectively, to determine the cost associated with the 
inappropriate diagnosis and treatment of ASB.

resulTs
Baseline characteristics that may have an impact on the 
prevalence and treatment of UTIs were collected. Out 

Figure 1 Flow chart of the preintervention phase. ASB, 
asymptomatic bacteriuria; UTI, urinary tract infection.

Figure 2 Flow chart of the postintervention phase. ASB, 
asymptomatic bacteriuria; UTI, urinary tract infection. 
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of the 62 residents whose charts were audited preinter-
vention, 18 (29%) were women and 44 (71%) were men. 
This was similar in the postintervention phase where 20 
(40%) were women and 30 (60%) were men out of 50 
residents. The mean age of residents was 76.4 years in 
the preintervention period and 77.9 years postinterven-
tion. Fifteen (24.2%) residents in the preintervention 
group were catheterised, while 17 (34.0%) residents were 
catheterised in the postintervention group. Resident 
demographics are summarised in table 1; no statistically 
significant differences were identified between the demo-
graphics of preintervention and postintervention groups 
based on χ2 and t-tests for sex, age and catheterisation 
status.

Preintervention
During the preintervention period, a total of 172 UC&S 
tests were performed, of which 71 (41.3%) were posi-
tive and audited. Of the 71 residents with positive UC&S 
results, nine (12.7%) did not meet the inclusion criteria 
and were excluded from analysis. Of the 62 residents who 
had positive UC&S results and met the inclusion criteria, 
50 (80.6%) were classified as having ASB. Finally, 45/50 
(90.0%) residents with ASB were inappropriately treated 
with antibiotics (figure 1).

Postintervention
During the postintervention period, a total of 151 UC&S 
tests were performed, of which 56 (37.1%) were posi-
tive and audited. Of the 56 residents with positive UC&S 
results, six (10.7%) did not meet the inclusion criteria 
and were excluded from analysis. Of the 50 residents who 
had positive UC&S results and met the inclusion criteria, 
35 (70.0%) were classified as having ASB. Lastly, 22/35 
(62.9%) residents with ASB were inappropriately treated 
with antibiotics (figure 2).

educational intervention
Out of 1454 clinical staff members who were invited 
to participate in an educational session, 212 (14.6%) 
attended; attendance ranged among LTC facilities from 
9.3% to 29.0%. Among the attendees were registered 

nurses, nurse practitioners, licenced practical nurses, 
registered psychiatric nurses, nursing students, contin-
uing care assistants, unit clerks, managers, administrators 
and directors of care. The staff who attended the educa-
tional sessions were generally receptive to the informa-
tion and evidence presented and were engaged in the 
presentation of both the audit results and the information 
regarding appropriate use of antibiotics. Several sessions 
sparked discussions about connections with physicians 
and resident family members surrounding UTIs and anti-
biotic prescriptions. The attendees generally thought the 
posters and pocket cards would be helpful reminders for 
appropriate care regarding UTIs, although some staff 
considered the pocket cards too large.

The educational intervention was associated with a statis-
tically significant decrease in the number of inappropriate 
antibiotic prescriptions for residents with ASB (χ2=9.087, 
p=0.003). In the preintervention period, 45/50 (90.0%) 
residents with ASB received an antibiotic treatment, while 
in the postintervention period, 22/35 (62.9%) residents 
received treatment. All facilities (except for one which 
showed no change) showed a decrease in inappropriate 
ASB treatment. An OR indicated that residents were five 
times more likely to receive an antibiotic treatment for 
ASB in the preintervention period compared with the 
postintervention period (OR=5.32, 95% CI 1.68 to 16.81).

The educational intervention was also associated with 
a decrease in the proportion of inappropriate UC&S 
orders, although it was not statistically significant. The 
proportion of residents presenting with localising UTI 
symptoms increased from 21/62 (33.8%) preintervention 
to 22/50 (44.0%) postintervention (χ2=1.201, p=0.273). 
The total number of UC&S orders decreased preinter-
vention to postintervention from 13.2 UC&S/100 beds 
to 11.6 UC&S/100 beds in the seven LTC facilities, a 
decrease of 12% (although not statistically significant). 
The decrease in inappropriate antibiotic treatment and 
UC&S tests resulted in a decrease in associated healthcare 
costs (all costs in CAD). The cost of antibiotic treatment 
for residents with ASB dropped 63.6% from $285.10 
preintervention to $103.78 postintervention (table 2). 

Table 2 Cost and usage of common antibiotics for the treatment of asymptomatic bacteriuria

Antibiotic Cost per treatment
Number of cases:
preintervention (cost)

Number of cases:
postintervention (cost)

Amoxicillin $4.24 3 ($12.71) 1 ($4.24)

Amox-Clav $6.05 2 ($12.10) 2 ($12.10)

Ampicillin $15.65 4 ($62.59) – 

Cephalexin $3.13 6 ($18.78) 3 ($9.39)

Ciprofloxacin $0.95 10 ($9.45) 7 ($6.62)

Fosfomycin $18.75 2 ($37.50) –

Nitrofurantoin $11.57 11 ($127.31) 6 ($69.44)

Trimethoprim/sulfamethoxazole $0.67 7 ($4.67) 3 ($2.00)

Total: $285.10 Total: $103.78
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The cost of UC&S tests, determined as $42.80 by labora-
tory services, dropped 30% from $2140 preintervention 
to $1498 postintervention.

dIscussIon
The Centers for Disease Control and Prevention (CDC) 
reports that up to 70% of residents in LTC facilities 
receive one or more courses of antibiotics in a year, 
and 40%–75% of those may be unnecessary or inappro-
priate.16 The inappropriate use of antibiotics is dangerous 
for residents as it can lead to the emergence of antibiotic 
resistant organisms and adverse drug reactions.10 17 For 
this reason, the implementation of antimicrobial steward-
ship initiatives in LTC facilities is highly recommended 
by health organisations such as the CDC and Infectious 
Diseases Society of America.4 16 One of the core elements 
of antimicrobial stewardship outlined by the CDC is 
education, including face-to-face interaction or distribu-
tion of educational tools (eg, posters, pocket cards and 
flyers).16 Education is considered a relatively resource-ef-
ficient method that bridges knowledge gaps surrounding 
clinical guidelines, which is considered one of the main 
factors in inappropriate antimicrobial use for ASB.18 The 
educational approach employed here also allowed for the 
incorporation of multiple behaviour change techniques. 
Audit and feedback of UC&S tests and antibiotic use for 
residents with ASB allowed for both feedback on behav-
iour and social comparison (between facilities) to be 
used. Information about health consequences and their 
salience were included by discussing the potential harms 
of unnecessary antibiotic use and providing examples of 
poor outcomes in mock patients. Finally, the information 
in the presentation and handouts provided knowledge 
shaping by instructing how to perform the desired behav-
iours (ie, a clear, step-by-step guide to performing appro-
priate assessment and treatment of ASB).

Despite research findings and guidelines, inappro-
priate diagnosis and treatment of ASB with antibiotics is a 
common clinical practice in LTC facilities. Walker et al,19 
in a qualitative study of physicians’ and nurses’ percep-
tions, speculated that the emergence of non-specific 
signs and symptoms as well as pressure from residents 
and their families contributes to such practice. Further-
more, Zabarsky et al13 emphasised the role of nursing staff 
in decreasing the inappropriate screening of ASB. This 
study suggested that nurses often ordered UC&S tests for 
non-specific signs and symptoms such as cloudy, dark or 
foul-smelling urine, following catheter changes and with 
increased resident falls, even prior to a prescriber order.13 
The prescriber often received a positive UC&S result and 
initiated antibiotics without a thorough reassessment of 
the resident, as positive tests results are hard to ignore.11 
A similar process had been indicated in the LTC facilities 
included in this study. Thus, this initiative concentrated 
on the education of clinical staff, including licenced 
practical nurses and continuing care assistants who 
largely contribute to monitoring and reporting changes 

in residents. In the educational sessions, misconceptions 
about the association of non-specific symptoms and UTIs 
were addressed, and clinical staff were advised not to send 
UC&S tests unless residents show localising symptoms as 
outlined in the diagnostic criteria for UTIs.

Following the educational intervention, there was a 
statistically significant decrease in the overtreatment of 
ASB from 90.0% to 62.9% of cases. Considering that only 
15% of staff participated in the educational intervention 
and the study duration was only 10 weeks, it is likely that 
an even greater decrease could be observed with higher 
participation rates and a longer audit and feedback 
period. This decrease in ASB treatment led to a decrease 
in several associated healthcare costs (ie, drug and labora-
tory costs) from $2425.10 to $1601.78; annual cost avoid-
ance can be extrapolated to $4281.26 from these seven 
LTC facilities alone.

The educational intervention also resulted in a decrease 
in the total number of UC&S tests and the proportion 
of inappropriate UC&S tests ordered, although this was 
not statistically significant. From the preintervention to 
postintervention phase, the total UC&S tests ordered 
decreased 12.1% from 13.2 UC&S/100 beds to 11.6 
UC&S/100 beds. The proportion of UC&S tests that 
were sent due to localising symptoms of a UTI increased 
10.2%. It is possible that other factors could have affected 
the ordering of UC&S tests, including orders for anti-
microbial-resistant organism screening (if the original 
positive site was the urine), as part of the referral process 
to other geriatric programmes. Also, as the intervention 
took place over the summer, there is a greater chance 
of residents being dehydrated and having UC&S tests 
ordered, despite concentrated urine not being an indica-
tion to do so. These factors could contribute to increased 
UC&S tests, thus limiting the effects of the intervention 
and reducing the statistical significance of the reduction 
we observed.

It is also interesting to note that, while physicians (who 
perform the majority of prescribing) were not part of 
the intervention, we did see a decrease in the number of 
antibiotic prescriptions for ASB. One possibility is that, 
following the education session, nurses may feel more 
confident in discussing the appropriateness of treat-
ment with physicians for residents without localising UTI 
symptoms.

It should be noted that, while the educational sessions 
were the most direct intervention occurring in the LTC 
facilities at the time of this study, we cannot rule out the 
potential impact of other general antimicrobial steward-
ship education initiatives occurring at the same time. 
However, we would expect the impact to be negligible 
as there were no concurrent initiatives directly involving 
physicians or other prescribers outside of LTC.

Our study results are in line with other studies that 
also implemented an educational intervention to 
decrease inappropriate antibiotic treatment of ASB.12 13 
However, unlike previous studies, our intervention was 
not associated with a statistically significant reduction in 
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inappropriate usage of UC&S tests: Chowdhury et al saw 
a decrease in UC&S test use from 3419 to 3127 (p<0.001) 
and Zabarsky et al saw a reduction in inappropriate UC&S 
tests ordered from 2.6 UC&S/1000 patient days to 0.9 
UC&S/1000 patient days (p<0.0001).12 13 The difference 
may be a result of the limitations of our study, as described 
below.

limitations
The primary limitation of this study was the short time 
frame (10 weeks) that led to a small sample size. The 
small sample size limits the significance of statistical anal-
yses and the ability to generalise findings to the larger 
population. Furthermore, due to shift changes and vaca-
tion schedules, only 14.6% of all LTC facility clinical staff 
attended an educational session. Also lacking among the 
attendees were residents, residents’ families and physi-
cians, people who are considered to have a major role in 
driving UC&S testing and antibiotic use. Due to the short 
time frame of this study, we were also unable to deter-
mine a base level of awareness among LTC facility staff 
regarding the educational content as well as whether the 
intervention increased this knowledge base among staff. 
We were also unable to determine which part(s) of the 
intervention (eg, presentation, posters and pocket cards) 
or which specific behaviour change technique may have 
had the greatest effect on behaviour. It was noted during 
the postintervention chart audits that the posters were 
visible throughout each facility, indicating that the infor-
mation was being shared.

Importantly, without appropriate follow-up measures in 
place, the effect of an educational intervention may wane 
over time. Even for staff who attended an educational 
session, frequent follow-up may be required to instil a 
lasting change in practice behaviour. Unfortunately, due 
to lack of personnel and other financial constraints, the 
Antimicrobial Stewardship Program has been unable 
to devote sufficient resources to continue a dedicated 
follow-up with the involved LTC facilities beyond the time 
frame of this project.

Another important limitation is that there is still a lack 
of a universally accepted gold standard for diagnosing a 
UTI, despite the high prevalence of this condition in LTC 
facilities. Specifically in the elderly population, frequent 
emergence of non-specific symptoms is a known difficulty 
in the correct diagnosis of a UTI. The local health region 
uses a modified version of the McGeer criteria, which 
some argue should only be used for surveillance purposes 
as they are highly specific.20 These criteria outline specific 
symptoms that must be present prior to UC&S testing, 
which may lead to missed cases of UTI when one is 
truly present. In contrast, other studies have used more 
lenient diagnostic criteria, which may explain the higher 
rates of ASB in this study compared with others (81% vs 
46%–83%).12 13 21

strengths
This study was conducted in seven LTC facilities, each with 
different levels of care. There were both large and small 

facilities with residents that require different levels of 
care; these factors contribute to the generalisability of the 
results. Unlike other studies that include only nurses and 
physicians in the educational intervention, this study was 
open to all clinical staff at LTC facilities (even non-clinical 
staff were present). As continuing care assistants have an 
increasing role in caring for residents, especially in docu-
menting and reporting resident symptoms, their inclu-
sion could have had an impact on the positive outcome. 
Lastly, this study assessed the appropriateness of both the 
UC&S test and antibiotic treatment for suspected UTIs 
unlike other studies that mostly focus on antibiotic treat-
ment. This allowed for assessing the adherence to guide-
line recommendations to not order UC&S in the absence 
of localising symptoms.

conclusIon
Our results suggest that an educational intervention may 
contribute to decreasing inappropriate treatment of ASB 
for residents of LTC facilities. The impact of an educa-
tional intervention on decreasing inappropriate UC&S 
testing was not statistically verified, although a decrease 
was observed. Locally, continued efforts should be made 
in each LTC facility in collaboration with the Antimicro-
bial Stewardship Program to build on and sustain the 
reduction in the inappropriate screening and treatment 
of ASB.

Acknowledgements We would like to thank the Regina Qu’Appelle Health Region 
Infection Prevention and Control staff, directors of care and staff at participating 
long-term care facilities and Michelle Degelman and Ali Bell for their roles in the 
design, execution and analysis of this study. 

Contributors All authors contributed to the conception and design of the study. 
CL performed chart audits, educational interventions and data analysis. All authors 
contributed to the final manuscript.

Funding This work was supported by the Regina Qu’Appelle Health Region – 
Regina Summer Student Programme. 

Competing interests None declared.

Patient consent Not required.

Ethics approval This study received ethics approval from the Regina Qu'Appelle 
Health Region Research Ethics Board (REB-17–40).

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

references
 1. Guidelines for the Prevention and Treatment of Urinary Tract 

Infections (UTIs) in Continuing Care Settings. Regina. 2013 https://
www. ehealthsask. ca/ services/ resources/ Resources/ UTI- guidelines- 
april2013. pdf.

 2. Loeb M, Brazil K, Lohfeld L, et al. Optimizing antibiotics in residents 
of nursing homes: protocol of a randomized trial. BMC Health Serv 
Res 2002;2:17.

 3. Colgan R, Nicolle LE, McGlone A, et al. Asymptomatic bacteriuria in 
adults. Am Fam Physician 2006;74:985–90.

http://creativecommons.org/licenses/by-nc/4.0/
https://www.ehealthsask.ca/services/resources/Resources/UTI-guidelines-april2013.pdf
https://www.ehealthsask.ca/services/resources/Resources/UTI-guidelines-april2013.pdf
https://www.ehealthsask.ca/services/resources/Resources/UTI-guidelines-april2013.pdf
http://dx.doi.org/10.1186/1472-6963-2-17
http://dx.doi.org/10.1186/1472-6963-2-17
http://www.ncbi.nlm.nih.gov/pubmed/17002033


 7Lee C, et al. BMJ Open Quality 2018;7:e000483. doi:10.1136/bmjoq-2018-000483

Open access

 4. Nicolle LE, Bradley S, Colgan R, et al. Infectious Diseases Society of 
America guidelines for the diagnosis and treatment of asymptomatic 
bacteriuria in adults. Clin Infect Dis 2005;40:643–54.

 5. Choosing Wisely Canada - Geriatrics. 2017 https:// 
choosingwiselycanada. org/ geriatrics/ (accessed 1 Mar 2018).

 6. Choosing Wisely Canada - Urology. 2014 https:// 
choosingwiselycanada. org/ urology (accessed 19 Feb 2018).

 7. Choosing Wisely Canada - Internal Medicine. 2018 https:// 
choosingwiselycanada. org/ internal- medicine (accessed 28 Feb 
2018).

 8. Nicolle LE, Mayhew WJ, Bryan L. Prospective randomized 
comparison of therapy and no therapy for asymptomatic bacteriuria 
in institutionalized elderly women. Am J Med 1987;83:27–33.

 9. Boscia JA, Kobasa WD, Knight RA, et al. Therapy vs no therapy for 
bacteriuria in elderly ambulatory nonhospitalized women. JAMA 
1987;257:1067–71.

 10. Loeb M, Simor AE, Landry L, et al. Antibiotic use in Ontario facilities 
that provide chronic care. J Gen Intern Med 2001;16:376–83.

 11. Leis JA, Rebick GW, Daneman N, et al. Reducing antimicrobial 
therapy for asymptomatic bacteriuria among noncatheterized 
inpatients: a proof-of-concept study. Clin Infect Dis 2014;58:980–3.

 12. Chowdhury F, Sarkar K, Branche A, et al. Preventing the 
inappropriate treatment of asymptomatic bacteriuria at a community 
teaching hospital. J Community Hosp Intern Med Perspect 
2012;2:17814.

 13. Zabarsky TF, Sethi AK, Donskey CJ. Sustained reduction in 
inappropriate treatment of asymptomatic bacteriuria in a long-term 
care facility through an educational intervention. Am J Infect Control 
2008;36:476–80.

 14. Harris PA, Taylor R, Thielke R, et al. Research electronic data capture 
(REDCap)–a metadata-driven methodology and workflow process for 
providing translational research informatics support. J Biomed Inform 
2009;42:377–81.

 15. Michie S, Richardson M, Johnston M, et al. The behavior change 
technique taxonomy (v1) of 93 hierarchically clustered techniques: 
building an international consensus for the reporting of behavior 
change interventions. Ann Behav Med 2013;46:81–95.

 16. Core Elements of Antibiotic Stewardship for Nursing Homes, Atlanta. 
2015 https://www. cdc. gov/ longtermcare/ pdfs/ core- elements- 
antibiotic- stewardship. pdf.

 17. Wiener J, Quinn JP, Bradford PA, et al. Multiple antibiotic-
resistant Klebsiella and Escherichia coli in nursing homes. JAMA 
1999;281:517–23.

 18. Trautner BW, Petersen NJ, Hysong SJ, et al. Overtreatment of 
asymptomatic bacteriuria: identifying provider barriers to evidence-
based care. Am J Infect Control 2014;42:653–8.

 19. Walker S, McGeer A, Simor AE, et al. Why are antibiotics prescribed 
for asymptomatic bacteriuria in institutionalized elderly people? 
A qualitative study of physicians' and nurses' perceptions. CMAJ 
2000;163:273–7.

 20. Nace DA, Drinka PJ, Crnich CJ. Clinical uncertainties in the approach 
to long term care residents with possible urinary tract infection. J Am 
Med Dir Assoc 2014;15:133–9.

 21. Irfan N, Brooks A, Mithoowani S, et al. A controlled quasi-
experimental study of an educational intervention to reduce the 
unnecessary use of antimicrobials for asymptomatic bacteriuria. 
PLoS One 2015;10:e0132071–11.

http://dx.doi.org/10.1086/427507
https://choosingwiselycanada.org/geriatrics/
https://choosingwiselycanada.org/geriatrics/
https://choosingwiselycanada.org/urology
https://choosingwiselycanada.org/urology
https://choosingwiselycanada.org/internal-medicine
https://choosingwiselycanada.org/internal-medicine
http://dx.doi.org/10.1016/0002-9343(87)90493-1
http://dx.doi.org/10.1001/jama.1987.03390080057030
http://dx.doi.org/10.1046/j.1525-1497.2001.016006376.x
http://dx.doi.org/10.1093/cid/ciu010
http://dx.doi.org/10.3402/jchimp.v2i2.17814
http://dx.doi.org/10.1016/j.ajic.2007.11.007
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1007/s12160-013-9486-6
https://www.cdc.gov/longtermcare/pdfs/core-elements-antibiotic-stewardship.pdf
https://www.cdc.gov/longtermcare/pdfs/core-elements-antibiotic-stewardship.pdf
http://www.ncbi.nlm.nih.gov/pubmed/10022107
http://dx.doi.org/10.1016/j.ajic.2014.02.003
http://www.ncbi.nlm.nih.gov/pubmed/10951723
http://dx.doi.org/10.1016/j.jamda.2013.11.009
http://dx.doi.org/10.1016/j.jamda.2013.11.009
http://dx.doi.org/10.1371/journal.pone.0132071

	Educational intervention to reduce treatment of asymptomatic bacteriuria in long-term care
	Abstract
	Introduction
	Methods
	Study subjects
	Procedure
	Preintervention and postintervention audits
	Educational intervention

	Data analysis

	Results
	Preintervention
	Postintervention
	Educational intervention

	Discussion
	Limitations
	Strengths

	Conclusion
	References


