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Urinary tract infection (UTI) is arguably the most common infection in the long term care (LTC) setting.
Making the diagnosis of UTI and deciding when to initiate treatment with antimicrobial therapy is a
challenge to all LTC providers. Widespread prevalence of asymptomatic bacteriuria, lack of an accepted
clinical or laboratory gold standard to start antibiotics for UTI, and a high prevalence of cognitive
impairment in the LTC population all contribute to this challenge. Several consensus based criteria for
diagnosing UTI have been published, though these vary from each other owing to different intended
purposes. The McGeer and updated Stone criteria are intended for surveillance and benchmarking
purposes. The 2005 Loeb criteria represent minimal criteria for the initiation of antimicrobial therapy.
Our review focuses on residents without a urinary catheter. The Loeb criteria should be updated, by
inclusion of isolated fever in those with profound cognitive impairment as well as scrotal or prostate
swelling tenderness to be consistent with the updated McGeer criteria by Stone et al. Urine testing and
antimicrobial therapy should not be ordered in those with isolated nonspecific signs or noninfectious
symptoms such as fatigue or delirium. Both cavalier urine testing and unnecessary antimicrobial therapy
contribute to direct patient harm as well as the rapidly escalating threat of antimicrobial resistance.
Observation and monitoring of residents in whom the diagnosis of UTI is unclear is a best practice that
should be implemented. Facilities should consider addressing UTI management as part of their quality
assurance and performance improvement process.

© 2014 - American Medical Directors Association, Inc. All rights reserved.

There are few clinical problems in long term care (LTC) that prove
more controversial than the approach to the resident with suspected
urinary tract infection (UTI)."~ Urinary tract infections are the most
common type of infection identified in LTC residents. While we can
rest assured that LTC residents have been diagnosed with UTI since
opening of the first nursing facilities, no gold standard has emerged
for diagnosing UTI in this population. Each clinician is left relying on

her or his own clinical judgment to decide whether a UTl is present or
absent. To explore this controversy in greater detail, consider the
following case which should be familiar to all LTC providers.

Case

Mrs Smith is a 92-year-old female with stage 5 Alzheimer's disease.
She resides in a nursing facility because of severe knee arthritis, which
has prevented her from walking for the past year. In addition to the

Support for this project was provided by the Pitisburgh Claude D. Pepper Older
Americans Independence Center (NIH P30 AG024827) and the Agency for Health-
care Research and Quality (AHRQ RO1HS018721).

The primary author currently receives grant support from Sanofi Pasteur as
principle investigator for an investigator initiated study evaluating the impact of
regular versus high dose influenza vaccine in long term care residents. There are no
other conflicts for any of the authors.

* Address correspondence to David A. Nace, MD, MPH, CMD, Division of Geriatric
Medicine, Department of Medicine, University of Pittsburgh, 3471 Fifth Ave, Ste
500, Pittsburgh, PA 15213.

E-mail address: naceda@upmc.edu (D.A. Nace).

arthritis and dementia, she suffers from depression and advanced
glaucoma. The nursing home staff contacts the on-call physician
1 weekend after noting the resident’s urine is dark and concentrated.
The nursing staff also reports the resident is slightly more confused.
The resident is afebrile with normal vitals and has no urinary catheter
in place. The nursing staff verbalizes a request to “send off a urine.” The
on-call physician complies by ordering a urine analysis and culture. No
antibiotic is started. Two days later the primary attending is called
with the urine results, having little knowledge of the clinical situation
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surrounding the original test order. The resident has been stable with
no fever or urinary symptoms. The urine analysis is remarkable for
moderate pyuria and 14 nitrites. The culture grows greater than
100,000 CFU of a gram negative rod for which an antibiotic is ordered.

At the next quality improvement (QI) meeting, the facility infec-
tion control practitioner expresses concern over the rate of UTIs
within the facility. In particular, the infection control practitioner
notes this case did not meet the McGeer criteria for UTI and feels the
resident should not have been treated. One week later, the patient
continues to have dark urine but remains stable with no fever or
urinary symptoms. The resident’s family now requests “a repeat urine
to make sure the infection has resolved.”

This case highlights several important questions that LTC clini-
cians confront and for which there is a controversial evidence base.

(1) Are there minimal criteria that should be considered prior to
initiating antimicrobial treatment for suspected UTI in a LTC
resident?

(2) Is there a potential for harm when ordering urine tests for LTC
residents in the setting of non-specific symptoms?

(3) Should clinicians order a urine culture to perform a test of
cure?

(4) Is withholding an antibiotic in the presence of nonspecific
symptoms the same as failure to treat?

(5) What is the role of the facility's infection control program and
the medical director in reducing over-diagnosis and treatment
of UTI?

Are There Minimal Criteria That Should Be Considered Prior to
Initiating Antimicrobial Treatment for Suspected UTI in a LTC
Resident?

Despite being recognized as the most commonly diagnosed
infection in LTC settings, there is no universally accepted definition of
UTI used for initiating treatment. Several consensus based definitions
of UTI have been promulgated and revised over time to improve their
performance.® ! While differing in the precise criteria applied, all of
these definitions require the presence of urinary tract signs and
symptoms. Urinary tract signs and symptoms include dysuria, new
onset frequency, urgency, incontinence, flank pain/tenderness, su-
prapubic pain, gross hematuria, or focal tenderness or swelling of the
testis, epididymis, or prostate. Recent catheter trauma, obstruction, or
purulent drainage around the catheter also provides evidence of
localization in the face of systemic infectious illness in addition to the
localizing signs and symptoms described above. These consensus
definitions have gained wide spread acceptance among infection
control experts. In practice, however, many clinicians consider the
presence of nonspecific symptoms such as fever alone, functional
decline, behavioral changes, and mental status changes when diag-
nosing UTI in older adults."*'>!* This is due to wide appreciation that
diseases frequently present atypically in frail older adults, particularly
those with cognitive impairment."* '” Unfortunately, nonspecific
symptoms are just that: nonspecific. They can be present in any
number of other infectious or noninfectious conditions and, there-
fare, have low positive predictive value.”'® For example, Orr et al
estimated UTI to be present in less than 10% of nursing facility resi-
dents with positive urine cultures and in whom the only symptom
present was fever."” Boscia et al found no association between mal-
aise, anorexia or fatigue and the presence of bacteriuria.”’ Studies
exploring the association between mental status changes or delirium
and UTI are very limited. Available evidence does not support a clear
association of mental status changes or delirium with uncomplicated
UTL>?'*? The role of fever and leukocytosis in diagnosing UTI is
imprecise in frail older adults. Studies evaluating the association

between fever and UTI have not used consistent definitions. In
2 studies looking at hospitalized patients with bacteremic UTI, typical
urinary symptoms were absent; however, fever, defined several ways,
was present in the vast majority.”>?* Leukocytosis (>11,000 leuko-
cytes/mm?) was also present in the majority of these patients. These
studies only evaluated hospitalized patients with bacteremic in-
fections; whether the findings apply to patients with typical non-
bacteremic UTI remains to be proven. Patients with significantly
advanced cognitive impairment present a challenge in that they may
not be able to report any symptoms. In this group of selected patients,
the presence of fever, peripheral leukocytosis, or hemodynamic
instability alone may be adequate to warrant antimicrobial treat-
ment.*'* Thus, nonspecific symptoms in the absence of urinary
symptoms should not be used alone to rule in a UTI, with the possible
exception of isolated fever or leukocytosis in patients with signifi-
cantly advanced cognitive impairment.'*"

A number of investigators have attempted to refine the consensus
UTI definitions in the hopes of creating a stronger evidence base and
resolving the contentious role of nonspecific findings."””~'* Unfortu-
nately, these studies have suffered from a key methodological flaw:
the absence of a uniformly applied and accepted UTI definition for
case finding purposes.” In all of these studies, the outcome definition
used was “suspected UTI,” which simply amounts to whatever criteria
the clinician decided to use at the time.

The McGeer criteria are perhaps the most widely quoted
consensus criteria. The McGeer criteria were first composed over
2 decades ago and have recently been updated by Stone and col-
leagues (Table 1)."%"" Confusion over the role of these criteria exists,
and many clinicians are unfamiliar with the criteria.'>*® The role of
the McGeer, and now Stone, criteria for UTI are for surveillance pur-
poses, not determining if antimicrobials should be used. Surveillance
definitions are designed to be highly specific, so that rates can be
reliably benchmarked across facilities. Surveillance criteria are not
meant to be highly sensitive and, therefore, may miss cases of disease
when truly present. The McGeer and Stone criteria for UTI are, thus,
intended to compare rates of UTI within a facility over time and be-
tween facilities for benchmarking purposes. These criteria are often
determined retrospectively following a full assessment over time.
Given their intended purpose, the McGeer criteria should not be
considered the standard for minimal criteria for initiating antimi-
crobial therapy for UTIL

In contrast, clinicians must make treatment decisions in real time,
often during a phone contact on the night of disease onset.”®~2%
Criteria used in this situation must be designed to be applied pro-
spectively. The Loeb criteria for UTI were specifically designed for this
purpose (Table 1).2 These criteria were updated in 2005. Building on
evidence from randomized controlled trials, observational studies,
and qualitative studies, algorithms incorporating minimum criteria for
ordering a urine culture and initiating antimicrobial treatment for UTI
were developed.””*" These criteria were supported by a cluster ran-
domized controlled trial of an educational intervention, The trial led to
a 31% reduction in prescriptions for UTI without any increase in hos-
pitalizations or mortality.” Reduction in UTI treatment rates and
overall antibiotic use were also found in a separate single facility study
using very similar criteria.”’ Two Agency for Healthcare Research and
Quality funded studies attempting to implement the Loeb criteria
were recently conducted.*”* In a QI study conducted by the American
Institutes for Research, antimicrobial utilization for UTI improved in
facilities demonstrating adherence to the Loeb criteria.’? A separate
study conducted by Abt Associates failed to find an association be-
tween the Loeb criteria and antibiotic utilization. However, in the Abt
study, adherence to the Loeb criteria was determined by retrospective
chart review, was exceptionally low, and was determined only for a
subsample of residents in which an antimicrobial was prescribed.***¢



Table 1

D.A. Nace et al. { JAMDA 15 (2014) 133-139

135

Comparison of Criteria for Diagnosing and/or Treating Noncatheter-Related Urinary Tract Infection (UTI) in Long Term Care (LTC) Settings

1991 McGeer'?

2012 Stone (Updated McGeer)''

2005 Loeb Diagnostic”

2005 Loeb Trearment™!

Intended Surveillance and Benchmarking
Purpose
of Criteria

Criteria Resident has at least 3 of the

following signs and symptoms:

» Fever >=38°C or chills

« New or increased burning pain
on urination, frequency, or
urgency

= New flank or suprapubic pain
or tenderness

« Change in character of the
urine

« Worsening of mental or func-
tional status

Surveillance and Benchmarking

Both criteria 1 and 2 must be met.
1. At least 1 of the following
signs and symptoms:
a. Dysuria OR acute pain,
swelling, tenderness of
the testes, epididymis, or

prostate
b. Fever® or leukocytosis
AND at least 1 of the
following:
i. CVAT

ii. Suprapubic pain
iii. Gross hematuria
iv. New or increased
incontinence
v. New or increased
urgency
vi. New or increased
frequency
c. If no fever or leukocy-
tosis, then 2 or more of
the following:
i. Suprapubic pain
ii. Gross hematuria
ili. New or increased

incontinence

iv. New or increased
urgency

v. New or increased
frequency

2. One of the following:

a 2105 CFU/mL of no more
than 2 organisms in a
voided urine

b. >10° CFU/mL of any

Minimum Criteria for
Ordering a Urine Culture

Fever =37.9°Cand 1 or more of the

following, order a urine culture:
e Dysuria
e Urgency
e Flank pain
» Shaking chills
= Urinary incontinence
= Frequency
= Gross hematuria
« Suprapubic pain
OR
If no fever, order urine culture if
there is new onset burning on
urination, or 2 or more of the
following:
= Urgency
Flank pain
Shaking chills,
Urinary incontinence
Frequency
» Gross hematuria
= Suprapubic pain
OR
If fever =37.9°C but 2 or more

symptoms of non-UT] infection, DO

NOT ORDER A URINE

Minimal Criteria for Initiating
Antimicrobials

Positive urine culture
(=107 CFU/mL) and dysuria,
OR
Positive urine culture
(>10° CFUfmL) and 2 or more of
the following;:
= Fever
Urgency
Flank pain
Urinary incontinence
Shaking chills
Frequency
= Gross hematuria
» Suprapubic pain

number of organisms in
an infout catheter sample

CVAT, costovertebral angle tenderness.

*Single oral temperature >37.8°C(=100°F) OR repeated oral temperatures >37.2°C (99°F] or rectal temperatures >37.5°C (99.5°F) OR single temperature ==1.1°C(2°F) over

baseline from any site.

'D'Agata, Loeb, and Mitchell recently stated “The original SHEA (Loeb) criteria were developed for the general NH population and did not take into consideration the unique
characteristics of residents with profound cognitive impairment who are nonverbal. fever alone may be adequate evidence to justify antimicrobial initiation for a suspected
UTI, so long as there are no additional symptoms (eg, new cough) to suggest an alternative source of infection.” Clinicians must be diligent to stop antimicrobials if urine testing

is negative.'*

Lack of an association is not surprising given the known challenges
with incomplete documentation of infections and infectious symp-
toms in LTC resident charts, and the insufficient power in this study.”’
Ongoing adherence with the Loeb criteria remains a challenge for fa-
cilities and future research is critically needed in this area. Taken
together, these studies provide some support, albeit limited, of the
feasibility and effectiveness of the Loeb criteria.

In the case presented, the clinician should not rely on the McGeer
criteria for deciding whether to initiate antimicrobial therapy. The
clinician could consider using the Loeb criteria which have been
developed for this purpose. The resident in question would not have
met the Loeb criteria for either obtaining a urine culture, or initi-
ating antimicrobial therapy once the culture results had returned.
The lack of urinary symptoms and stability of this resident’s clinical
course over time would argue against the diagnosis of UTI. As al-
ways, clinical judgment should be exercised. In this case where not
only are the Loeb criteria not fulfilled, but there is no documented
fever, leukocytosis, or hemodynamic instability, there is little to
suggest a serious infection or to support treatment with an anti-
microbial agent. The resident in this case would be best managed by

continued observation. The recent McGeer revision by Stone et al
includes the most extensive list of potential diagnostic criteria for
infections in long term care facilities constructed to date. The revi-
sion includes additional, more precise surveillance criteria for
constitutional illness that include a complete blood count with dif-
ferential as well as the addition of scrotal or prostate tenderness or
swelling, purulent urethral drainage, and recent catheter trauma or
obstruction. These additional signs and symptoms could be included
in a facility’s assessment protocols to determine if antibiotic treat-
ment is needed.

Is There a Potential for Harm When Ordering Urine Tests for
LTC Residents in the Setting of NonspeciCic Symptoms?

To answer this question, the clinician must consider several is-
sues: whether urine testing can accurately identify a UTI, what harms
are associated with unnecessary antibiotic usage, and whether urine
testing drives overtreatment of UTI (ie treatment of asymptomatic
bacteriuria).
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In interpreting the value of a clinical test, clinicians are trained to
consider the pre-test probability of a disease in a given population.
The problem in the case of UTI, though, is that while LTC residents are
frequently treated for UTI, many of the “infections” identified are
actually cases of asymptomatic bacteriuria.'*1%2527313739 Agymp-
tomatic bacteriuria is extremely common among nursing home
residents, with prevalence rates of between 15% and 50%."" " Asymp-
tomatic bacteriuria is simply the presence of bacteria in the urine,
regardless of the quantity present, in a person without any symptoms.
Studies have consistently documented the futility of antimicrobial
therapy in residents with asymptomatic bacteriuria.”*> *® Thus, there
is a high likelihood of obtaining a positive urine analysis or culture in any
LTCresident regardless of whether a UTl is present or not. This translates
into a very high false positive rate (ie, low positive predictive value).
Urine analyses and urine cultures do not rule in the diagnosis, they can
only rule out the diagnosis of UTI when negative,”'#4%—2

Unnecessary antimicrobial therapy poses serious threats. Anti-
biotic use is one of the largest risk factors for having an adverse
drug event, many of which may be preventable.”® > In a study of 2
Rhode Island nursing homes, inappropriate antibiotic prescribing
for asymptomatic bacteriuria was associated with a 12% incidence
of Clostridium difficile colitis within 3 weeks and an 8-fold
increased risk of Clostridium difficile colitis within 3 months of
treatment.”” In another study of 234 antibiotic courses for pre-
sumed UTI in 5 New Haven nursing homes, adverse outcomes
included drug rash as well as Clostridium difficile infection.”” More
importantly, there is the growing crisis of antimicrobial resistance
across the healthcare system which threatens to return healthcare
to the pre-antibiotic era.'"**~®* For example, Klebsiella pneumnonia
resistance to third generation cephalosporins has increased by
more than 2-fold in LTC residents from 1999—2010, and the rate of
carbapenem resistance is rapidly increasing.”” Antibiotic exposure
and poor antibiotic stewardship are major drivers of this growing
resistance.'"®%?~7! What is alarming is that LTC facilities play a
significant part in the spread of antimicrobial resistance to other
parts of the healthcare system.”””” Unfortunately, in the setting of
uncertainty clinicians tend to overestimate the benefit of treatment
for a given person, while simultaneously overlooking the potential
for adverse outcomes.' ™"

What is clear from the literature is that urine tests drive treatment
decisions. If a urine test is ordered, there is a high likelihood the
resident will receive antibiotic treatment, regardless of whether a UTI
is present or not.”> 2 In a study that included asymptomatic older
adults presenting to the emergency department for reasons unrelated
to possible infection, urine cultures were positive in 14%. Seventy-one
percent of these asymptomatic, noninfected individuals received
antibiotics unnecessarily.”> Two LTC intervention trials seeking to
reduce overtreatment of asymptomatic UTI have been conducted. As
a central component, both of these trials incorporated algorithms to
reduce unnecessary urine testing with the consideration that urine
testing drives overtreatment.””"*! Both trials were successful in
reducing overtreatment. The first study included information about
mortality and hospitalizations and found no negative outcomes re-
sulting from the reduced treatment of UTL?

Thus, by ordering a urine test not only does the clinician gain
very little information, shef/he also increases the risk of treating
asymptomatic bacteriuria, and by extension, increases the risk of
adverse drug events, Clostridium difficile infection, and antimicrobial
resistance. The risks, then, of obtaining a urine analysis or urine
culture are essentially the risks posed by unnecessary antibiotic
treatment. Unnecessary urine testing not only can, but does lead to
harm. Urine testing should only be performed when there is a
reasonable likelihood the resident may have a UTI, as judged by
meeting at least minimal criteria for initiating antibiotics.

Should Clinicians Order a Urine Culture to Perform a Test of
Care ?

As noted in the discussion above, there is absolutely no evidence
to support the ordering of urine cultures in asymptomatic residents.
Current guidelines from the Infectious Disease Society of America
strongly recommend against testing of asymptomatic residents, and
this is a core message of the AMDA and American Geriatric Society's
(AGS) Chaosing Wisely Campaigns.”*”® Repeat urine testing in the
case above is never indicated and should not be done.

Is Withholding an Antibiotic in the Presence of NonspeciCc
Symptoms the Same as Failure to Treat?

When contacted regarding a resident’s change in condition, the
clinician is generally expected to take some tangible action. In the
case presented, the symptoms are nonspecific and do not meet
accepted diagnostic or surveillance criteria.” ''*' The symptoms in
this case could easily be due to dehydration, a new medication, acute
renal failure, worsening heart failure, depression with reduced oral
intake, or any number of other conditions. Likewise, while urine
cultures can facilitate choice of the antibiotic agent, their positive
predictive value are so low that positive results should not impact
decisions to initiate antibiotics.”'®*~5? By not formulating a wide
differential diagnosis, blithely focusing on the resident’s urine, and
initiating potentially unnecessary antimicrobial treatment, the clini-
cian risks misdiagnosis and the potential for adverse drug events,
Clostridium difficile infection, and antimicrobial resistance as dis-
cussed above.

Owing to the unique nature of the LTC setting, clinicians rarely
evaluate residents personally before diagnosing UTIL*%*’ Remaining
options then are to prescribe an antimicrobial agent, or to simply
observe and monitor. Clinicians faced with this dilemma frequently
opt for antimicrobial therapy citing concerns over missing an infec-
tion, delaying treatment, or not meeting a resident’s or family's ex-
pectations.'”™ In doing so, clinicians overvalue the benefits of
immediate antimicrobial therapy to the patient and undervalue the
strong likelihood of negative outcomes. This was elegantly captured
in a qualitative study evaluating the use of clinical pathways for UTI
management where a facility staff member reported, “we go along
with what the family wants most of the time unless not possible or
may be dangerous.””® This comment poignantly illustrates how
adverse drug events, Clostridium difficile, and antimicrobial resistance
are frequently not considered likely possibilities in an individual
resident.

On the other hand, clinicians may not consider observation and
monitoring, or “watchful waiting,” as taking action. This cannot be
further from the truth. Uncertainty and observation are part of
medicine. Watchful waiting is a skilled service and a cornerstone of
clinician practice. In a study evaluating the impact of an educational
intervention to reduce antimicrobial prescribing, Pettersson et al
demonstrated an increase in the rate of observation and monitoring
interventions (where antimicrobial therapy was held or delayed)
without any increase in hospitalizations.”” In the case above, the
absence of urinary symptoms and the absence of progression of
symptoms from initial presentation would suggest that antimicrobial
initiation is not warranted. The clinician should support continued
monitoring. Such a decision is supported from the experience of
multiple randomized controlled trials showing no benefit to treat-
ment of asymptomatic bacteriuria.”*"*>~* Facilities should develop
and implement observation protocols that include monitoring vital
signs, attention to hydration status, repeated physical assessments by
nursing home staff, and prompt communication of any changes in
condition. Informing residents and family members about
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mRecord fluid intake each shift for

1 Offer resident

0 Obtain the following blood work

1 0btain vital signs (BP, Pulse, Resp Rate, Temp, Pulse Ox) every ___ hoursfor ___ days.
days.
o Notify physician if fluid intake is less than

ounces of water / juice every

o Motify physician, NP, or PA if condition worsens, or if no improvement in

cc daily.
hours.

hours.

1 Consult pharmacist to review medication regimen.

o Contact the physician, NP, PA with an update on the resident’s condition on

Fig. 1. Example of an observation order set.

observation protocols can also be naassuring,"J # Fizure 1 provides an
example of an observation order set clinicians can use to standardize
the observation process.

What Is the Role of the Facility's Infection Control Program
and the Medical Director in Reducing Over-Diagnosis and
Treatment of UTI?

Under federal nursing home licensure regulations, all nursing fa-
cilities must have an infection control program that “investigates,
controls, and prevents infections in the facility.””” Moreover, it is
expected that the medical director be actively involved in oversight of
the program, and that the facility communicates information about
infection control to the attending physicians. Since UTI is the most
commonly diagnosed infection in LTC settings, and since the preva-
lence of UTI is one of the publically reported nursing facility quality
measures,”” facilities have a strong incentive to ensure they track and
manage UTI appropriately. UTI management should be considered as
a quality assurance and performance improvement (QAPI) initiative
by all nursing facilities. Appropriate QAPI targets are ones that are
prevalent, pose significant safety and liability risks, are associated
with significant costs, and have the potential to significantly impact
resident quality of life.®' The role of the medical director in facili-
tating the QAPI process cannot be overstated, especially given the
limited skills and experience of nursing home staff in implementing
QI interventions.”” The medical director should review any unnec-
essary drug citations. The medical director might also review resi-
dents being frequently treated for UTI, collaborate with practitioners
and nursing staff to establish minimum criteria for ordering urine
diagnostics, communicate findings from the facility’s urinary anti-
biogram with clinicians, or promote the use of decision support tools
such as standardized communication forms for reporting changesin a
resident condition (e.g. Situation, Background, Assessment, Response
or SBAR forms). The infection control program should track the
incidence of UTI within a facility using a standard definition such as
the ones described above. It should be understood the definition used
for surveillance may differ from that used to initiate antimicrobial
therapy. The facility should also track the rate of antimicrobial starts
when minimal criteria for antimicrobial therapy are not met. This
information should be shared with the medical director and perfor-
mance feedback provided to individual clinicians. The medical di-
rector should also work with the infection control program to
establish continuous training for staff regarding symptoms of UTI and

criteria that should be met before consideration is given to urinary
testing. Resident and family education are also important. AMDA's
and the American Geriatrics Society's Choosing Wisely Campaigns are
tools that can be used to educate residents, families, as well as staff
and physicians.”>’® Another potential educational tool specifically
designed for LTC is the recently developed Agency for Healthcare
Research and Quality pamphlet, Not All OnfectionsC Need Antibiotics!,
expected to be released in the near future (personal communication
American Institutes for Research to DN, 10/29/2013).

Conclusions

Practitioners must rely on consensus based criteria for the diag-
nosis of UTI. Identifying signs and symptoms localized to the urinary
tract is an important though controversial prerequisite to avoiding
overtreatment of asymptomatic bacteriuria. For patients with signif-
icantly advanced cognitive impairment who cannot reliably report
symptoms, presence of fever, leukocytosis, or hemodynamic insta-
bility alone may be adequate to justify initiation of antimicrobial
therapy. However, the use of other nonspecific symptoms such as
fatigue or mental status changes alone in diagnosing or treating UTI,
especially in the absence of a urinary catheter, is not recommended.
The McGeer criteria have been designed for surveillance and bench-
marking purposes, but meeting these specific criteria should not be a
prerequisite for initiation of antimicrobial therapy. Over reliance on
urinary tests such as urine analyses and urine cultures leads to un-
necessary treatment of asymptomatic bacteriuria as well as adverse
drug events, Clostridium difficile infection, and antimicrobial resis-
tance and should be avoided. There is no role for ordering urine tests
in asymptomatic residents as tests of cure. Observation and moni-
toring of residents in whom the diagnosis of UTI is unclear is a best
practice that allows for further data gathering, can provide reassur-
ance to residents and family members, may optimize antimicrobial
therapy, and minimizes the chance of misdiagnosis. Facilities should
consider addressing UTI management as part of their QAPI process.
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