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Figure 2. A three-page antibiotic education leaflet informed by themes
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URINARY TRACT INFECTIONS

We know that having symptoms and caring for other people with symptoms can be extremely difficult.

TALKING ABOUT ANTIBIOTICS
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TALKING ABOUT ANTIBIOTICS

To help you get the best care possible, we have worked with patients, caregivers, and healthcare
professionals to make this resource with information felt would important for people to know about
UTIs and their treatment. We hope this information will help you feel more confident and prepared to

Antibiotics are important medicines for bacterial infections.
However, antibiotics can also be harmful:

To help make treatment decisions that are right for you, it is important to know
) and discuss with your doctor or other healthcare professional about:

talk about your with our

Urinary tract infections (UTls) are common and usually caused by bacteria.
To confirm a UTI requires two things:

[ ] Burning, discomfort, or pain when urinating
Specific UTI
mptoms //4“ Blood in the urine

\@ Repeated strong urges to urinate
Needing to urinate more frequently

Pain in the lower abdomen or back

This is when bacterial
infections can’t be
treated by antibiotics.
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Itis important to have both to confirm that it is a UTI. Otherwise, it may be something else.

Possible short-term harms: Antibiotics may cause
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Antibiotic use also leads to antibiotic resistance

So, even when they are needed, antibiotics can have side effects and cause resistance.

- What is causing your symptoms
- The possible risks and benefits of potential treatment options
- Your preferences, values, and concerns
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superbugs and can cause
severe illness and death
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What am | still concerned or confused about?

could provide tailored content to help improve their knowledge and pre-
pare for future conversations with healthcare staff. From this feedback we
developed an educational leaflet (Figure 2). Conclusions: Involving
patients/caregivers in antibiotic treatment decisions represents an oppor-
tunity to intervene before patients experience antibiotic overuse. Our find-
ings offer important insights on patient/caregiver’ educational needs and
preferences as well as perceived barriers to engaging in antibiotic treatment
decisions for UTL. We used these insights to inform the development of
educational materials about UTIs, ASB, and antibiotics for patients/care-
givers and plan to test their use through multiple mediums with tailoring
for unique patient needs, experiences, and backgrounds.
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Background: Optimizing antimicrobial use (AU) among post-acute and
long-term care (PALTC) residents is fundamental to reducing the morbid-
ity and mortality associated with multidrug-resistant organism (MDROs),
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as well as unintended social consequences related to infection prevention.
Data on AU in PALTC settings remains limited. The U.S. Department of
Veteran Affairs (VA) provides PALTC to over 23,000 residents at 134 com-
munity living centers (CLCs) across the United States annually. Here, we
describe AU in VA CLCs, assessing both class and length of therapy.
Methods: Monthly AU between January 1, 2015 and December 31,
2019 was extracted from the VA Corporate Data Warehouse across 134
VA CLCs. Antimicrobials and administration routes were based on the
National Healthcare Safety Network AU Option protocol for hospitals.
Rates of AU were measured as the days of therapy (DOT) per 1,000 res-
ident-days. An antimicrobial course was defined as the same drug and
route administered to the same resident with a gap of < three days between
administrations. Course duration was measured in days. AU Rates were
measured as the days of therapy (DOT) per 1,000 resident-days.
Results: The most common class of antimicrobial course administered
during the study period was beta-lactam/beta-lactamase inhibitor
combinations (15%) followed by fluroquinolones (14%), extended-
spectrum cephalosporins (12%) and glycopeptides (11%; Figure 1).
Neuraminidase inhibitors had the longest median (IQR) course duration
(10 (IQR 8) days), followed by tetracyclines (8 (IQR 8) days), and then
folate pathway inhibitors, nitrofurans and 1st/2nd generation cephalospor-
ins (7 (IQR 7) days). Overall, 60% of antimicrobial courses were adminis-
tered orally, with fluroquinolones the most frequently administered orally
(20%). From 2015 - 2019, the annual rate of total antimicrobial use across
VA CLCs decreased slightly from 213.6 to 202.5 DOT/1,000 resident-days.
During the 5-year study period, fluroquinolone use decreased from 27.47
to 13.36 DOTSs/1,000 resident-days. First and 2nd generation cephalo-
sporin use remained relatively stable, but 3rd or greater generation cepha-
losporin use increased from 14.70 to 19.21 DOTs/1,000 resident-days
(Figure 2). Conclusion: The marked decrease in the use of fluoroquino-
lones at VA CLCs from 2015-2019 is similar to patterns observed for
VA hospitals and for non-VA PALTC facilities. The overall use of antibac-
terial agents at VA CLCs decreased slightly during the study period, but
other broad-spectrum agents such as 3rd or greater generation cephalo-
sporins increased over the same period. The strategies used to decrease
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Antimicrobial Classes Administered to VA CLC Residents 2015 - 2019
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fluroquinolone use may have application for other antibiotic classes, both
in VA and non-VA PALTC settings.

Disclosure: Robin Jump: Research support to my institution from Merck
and Pfizer; Advisory boards for Pfizer
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Background: Urinary tract infections (UTIs) represent a prevalent indica-
tion for outpatient antibiotic usage, yet limited data exist regarding anti-
biotic prescriptions within urology specialties. This study aimed to
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assess antibiotic prescribing patterns in urology offices over a four-year
period, providing insights for potential stewardship interventions.
Methods: The analysis focused on antibiotic prescribing trends in adults
between 2018 and 2021 during both visit and non-visit (e.g. telephone
and chart messages) encounters across 15 ambulatory Urology clinics in
an academic medical center in Western New York. Exclusions were made
for antivirals, antiparasitics, antifungals, oral suspensions, selected non-
UTI antibiotics, duplicate orders on the same day or week, and prescrip-
tions exceeding 28 days. Prescriptions were categorized into single doses
administered in the clinic and those prescribed for 2-28 days, with descrip-
tive statistics and trend analyses conducted using SAS v9.14. Results: Over
the four-year period, 54,282 prescriptions were analyzed. Of these, 26,944
(49.7%) were single doses administered in the clinic, predominantly for
pre-procedure prophylaxis. The most commonly prescribed antibiotics
for prophylaxis were fluoroquinolones (FQ) (47.5%), followed by ceftriax-
one (19.2%), nitrofurantoin (13.2%), trimethoprim/sulfamethoxazole
(8.6%), and gentamicin (4.2%). Among the 27,288 prescriptions for
2-28 days, 72.3% were from non-visit encounters, with 61.6% prescribed
by advanced practice providers (APPs) (Figure 1). The mean number of
prescriptions per patient was 2.07, with women receiving more prescrip-
tions than men (2.39 vs. 1.88, P < 0.001). FQ remained the most commonly
prescribed antibiotics during all encounters (23.7%), followed by nitrofur-
antoin (23.0%) (Figure 2). The antibiotic duration was longer for visit-
based compared to non-visit-based prescriptions (mean 10 vs. 7 days,
P < 0.001). Notably, there was a significant decrease in fluoroquinolone
use between Q1 2018 and Q4 2019 for both male and female patients, fol-
lowed by insignificant changes thereafter. Conclusions: Antibiotic use in
urology outpatient settings is substantially underestimated if only prescrip-
tions made during visit encounters are considered. More than two-thirds of
prescriptions for 2-28 days were from non-visit encounters, with the
majority originating from APPs. The average therapy duration exceeded
guideline recommendations. Moreover, approximately half of the

Figure 1: Comparing Antibiotics prescribed
during visit vs. non-visit encounters
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Figure 2: Comparing Antibiotics prescribed
during visit vs. non-visit encounters
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