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Introduction
 Urinary tract infection (UTI) remains a widely over diagnosed condition.
Although asymptomatic bacteriuria (ASB) is a common finding in many
populations, screening and/or treatment for ASB is only recommended
during pregnancy or prior to a urologic procedure1. Despite these
recommendations, patients with ASB often receive antibiotics2,3.

Results
Figure 2. Patient Inclusion Pre and Post Samplings

Figure 4. Rates of Empiric and Definitive Treatment of PUCs in Pre and Post Samplings

 Atrium Health (AH), formerly Carolinas HealthCare System, is a large,
diverse healthcare system with a system-wide collaborative for
antimicrobial stewardship (ASP) within 28 acute care hospitals.
 In February 2017, we conducted a retrospective sampling of positive
urine cultures (PUCs) from 26 hospitals across AH4.
 25% of PUCs were obtained in patients with no UTI symptoms [i.e. no
specific (SUS), non-specific (NSS) urinary symptoms] or compelling
indications for ASB treatment.
 62% of patients with no UTI symptoms received empiric
antimicrobials, and antibiotic use in patients with no symptoms was
more frequent in rural hospitals vs. urban (75 vs. 50%, respectively).
 A large portion had altered mental status (AMS) as their only
presenting symptom, with most having multiple potential causes
other than UTI.
 In Fall 2017 we conducted a multifaceted educational campaign (EC)
across all AH acute care facilities.

Table 1. Baseline Characteristics Pre and Post Samplings

 To measure the impact of our EC, we repeated the previously
conducted survey of PUCs in February 2018.

Figure 5. Rates of Treatment in Patients with No Symptoms
in Rural and Urban Hospitals Pre and Post EC

Conclusions
•
•

 The primary objective of this study was to compare the number of
patients with no UTI symptoms treated before and after EC.
 Secondarily, we sought to compare rates of treatment for patients who
presented with AMS only before and after EC.

Methods
•

 A multifaceted toolkit (MTK) of flyers, a urinary testing algorithm, and
narrated slides (Figure 1) was distributed in Fall 2017, and
implementation was customized by each hospital’s ASP.
 An inpatient retrospective sampling of PUCs (any result other than no
growth) was collected during February 2018, identically to the pre-EC
sample. The same 21 hospitals were compared pre and post.
 Patients were excluded if: pregnant, undergoing urologic procedure,
aged < 18 years, neutropenic, or were admitted on active UTI therapy
or with nephrolithiasis (Figure 2).

Table 2. MTK Survey

•
•

 A CDC UTI assessment form was adapted to collect demographic,
clinical, and laboratory data, presence of UTI symptoms,
microbiological results, and antimicrobial therapy and duration.

•

Figure 1. MTK Components
Figure 3. Presenting Symptoms Pre and Post Samplings

•

ASB represents an ongoing challenge for ASP.
Our EC, supported by a MTK resulted in modest improvements in
key areas of ASB management:
• Slightly less patients with no symptoms had a PUC postEC, while slightly more had SUS (Figure 3).
• Less patients with no symptoms received empiric and
targeted therapy, and patients who presented with AMS as
the only presenting symptom received less empiric therapy
post EC (Figure 4).
Prior to EC, patients in rural hospitals were more likely to be
treated in the absence of symptoms vs those in urban (71.4 vs
41.5%). Post EC, rates declined and were similar to those in
urban hospitals (47.2 vs 45.2%).
• Improvement in rural hospitals and relative stability in urban
hospitals may suggest enhanced uptake of more passive
educational strategies in smaller hospitals with fewer
numbers of providers.
Flyers were the most utilized MTK component and were
perceived as the most useful (Table 2).
Despite wide distribution of the urinary algorithm, rates of
confirmed provider use were low and the tool was rarely
perceived as useful (Table 2). This may indicate a need for
simplification.
Hospitals who implemented all or some components of the MTK
showed declines in the rate of empiric treatment of patients with
no UTI symptoms following EC.
More data are needed to determine the most effective
components of the MTK and the settings in which it will prove
most beneficial.
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