SUPPLEMENT


Supplement A. Memorandum shared with physicians and nurses.
[image: A paper with text on it

Description automatically generated]
Supplement B. Signage posted in nursing units and areas where urine collection cups were stored. 
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Supplement C. Table with patient days, urine cultures and urine cultures per 1000 patient days for each year before and after our intervention.
	Year
	Patient days
	Total urine cultures
	Urine cultures from urinary catheters
	% TOTAL
	Urine cultures from urinary catheters collected >72 hours
	% urine cultures from urinary catheters
	% of IUC form UC both >72h
	Urine cultures/patient days  x 1000

	2016
	2545
	215
	59
	27%
	26
	12%
	35%
	10.21611

	2017
	2431
	316
	37
	12%
	12
	4%
	32%
	4.93624023

	2018
	2339
	222
	38
	17%
	10
	4%
	32%
	4.27533134

	2019
	2352
	203
	28
	13%
	8
	4%
	19%
	3.40136054

	2020
	2791
	175
	36
	20%
	12
	7%
	40%
	4.29953422

	2021
	2724
	158
	18
	11%
	5
	3%
	25%
	1.83553598
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Urinalysis and Urine Cultures: Limitations and Indications

- Diagnostic limitations of Urinalysis and Urine Cultures: Indwelling catheters inevitably get colonized
bacteria. Thus, urine cultures will likely yield a positive culture. The catheter itself is known to cause
abrasions and inflammation to the urinary tract, manifesting as pyuria and hematuria on urinalysis.
These facts show how a positive urine culture or positive urinalysis typically represent colonization and
microscopic inflammation and does not necessarily mean infection. These tests can be confounding in
patients without appropriate risk factors or clinical signs.

- IDSA/SCCM Recommendations: Because of the limitations described above, critical care and infectious
diseases societies recommend that “urine cultures should only be evaluated in patient populations at

high risk of invasive infection: (1) those who are kidney transplantation recipients, (2) those who are
neutropenic, (3) those who have recently had genitourinary surgery, and (4) those who demonstrate
evidence of obstruction.” Here’s a summary reference for that:

Prior studies have shown that catheter-associated urinary tract
infections (CAUTIs) are common and that they prolong hospital
stays and increase overall healthcare costs.'” The importance of
this issue is reflected in the mandate to publicly report CAUTI
rates to National Health and Safety Network (NHSN) to
participate in the Centers for Medicaid and Medicare Services
payment system and the inclusion of intensive care unit (ICU)
CAUTI rates in an institution’s value-based purchasing score.

In contradistinction, there is increasing recognition that most
positive urine cultures in patients with a bladder catheter are

College of ical Care Medicine (ACCCM) and the Infectious
Diseases Society of America (IDSA) note that catheter-associated
bacteriuria is typically indicative of colonization, is rarely
symptomatic, and is an infrequent cause of fever or secondary
bloodstream infection. Their joint guidance recommends that
when evaluating fever in the critically ill, urine cultures should
only be evaluated in patient populations at high risk of invasive
infection: (1) those who are kidney transplantation recipients,
(2) those who are neutropenic, (3) those who have recently had
genitourinary surgery, and (4) those who demonstrate evidence

asymptomatic and should not be treated.** The American of obstruction.®

- What does this mean clinically: the test is not useful and should only be used in select cases with risk
factors and symptoms as per above. The test should not be done when patients have a known source of
fever.

- What this can mean for patients and the hospital: For patients, testing without guidance has been
shown to lead to excessive antimicrobial use, prolonged hospital stay and other variables. For the
hospital, testing leads to bad patient quality variables and decreased reimbursement. Surveillance
definitions for CAUTI are lax. A positive urine culture, a fever and a catheter may be enough to make a
case reportable, regardless of whether it is a true UTI or if the test was indicated in the first place. This
means that, for example, a critically ill patient with an inflammatory condition or known infection
(pancreatitis, alcohol withdrawal, pneumonia, etc), ongoing fevers, a foley and a positive urine culture,
may meet the surveillance definition despite the lack of a true urinary tract infection. This reduces re-
imbursement and affects our quality indicators dramatically, and will likely expose the patient to
unneeded antibiotics.
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Does your patient have a foley? If so, do not collect sample yet.

Contact Dr Mena Lora via text message. He will review the case and discuss
appropriateness with physicians.

Help us stop unnecessary cultures: indiscriminate cultures may lead clinicians down the wrong
diagnostic path and promote excess length of stay and excess antibiotic use. For more information,
ask Dr Mena Lora or read memo in the nursing station wall.




