EDITORIAL

Asymptomatic Bacteriuria: For How Long Will
We Keep Swimming Against The Current?
“The chains of habit are too weak to be
felt until they are too strong to be
broken.”
dSamuel Johnson

U

nderstanding the dynamics of medical
practice today is a complex issue.
However, one thing is widely known:
changing clinical conduct is not easy.1 An
example of this is the impressive 17-year time
lag from an idea appearance to its application
in the clinical setting.2 Multiple behavioral
models have addressed this problem, pointing
out that there are barriers in the process of
learning and in the implementation of new
knowledge; however, this knowledge is not
“written in a blank sheet,” but has to be
overwritten in pre-existing concepts that may
have been memorized for decades. This process is called de-innovation, de-adoption, or
de-diffusion.3 Recent research has pointed out
that this process of unlearning old manners
may be the most signiﬁcant limitation for the
new knowledge to thrive in current clinical
practice. Becker et al4 proposed one of the
most accepted deﬁnitions of unlearning,
deﬁning it as “the process by which
individuals and organizations acknowledge
and release prior learning (including assumptions and mental frameworks) in order to
incorporate new information and behaviors.”
There are many examples of how the lack of
unlearning represents a problem for innovation. For example, Eisenberg et al5 3 decades
ago observed that even when having new
techniques such as brain computed tomography (CT) and oral cholecystograms, old and
outmoded diagnostic tests such as nuclear
medicine brain scans and ultrasounds were
still used as a supplement.
Nonetheless, this problem is not restricted
to imaging techniques. In this issue of Mayo
Clinic Proceedings: Innovations, Quality & Outcomes, a study by Hellinger et al6 assessed the
impact of cessation of screening urine cultures
(UCs) on the surgical site infection (SSI)
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incidence in clinical practice. The researchers
analyzed all patients (a total of 2754) undergoing hip replacement, knee replacement,
spinal fusion, and laminectomy 12 months
before and after cessation of preoperative UC
screening at their institution. They observed
an 86.6% (988 of 1141) reduction in
screening cultures over a 12-month period, a
condition that was associated with a reduction
of 988 unnecessary UCs and an 82.8% (29 of
35) decline in inappropriate antimicrobial
treatment of asymptomatic bacteriuria (ASB)
without an increase in SSI incidence. This
study adds valuable information to the existing literature and is in accordance with the
conclusions of most of the studies and
guidelines published until now.7-11
Since 2005, several studies have shown the
lack of beneﬁt of systematic screening and
antimicrobial treatment of ASB in populations
different from pregnant women.9,10,12,13
Moreover, multiple scientiﬁc entities, such as
the Infectious Diseases Society of America
(IDSA) and the US Preventive Services Task
Force (USPSTF), have published clinical
guidelines addressing the issue of ASB management, all concluding that treatment could
be justiﬁed only in gravid women.8,11 Then, it
is reasonable to ask ourselves: after more than
ten years of existing literature that discourages
systematic screening and treatment for ASB,
why do we keep seeing studies evaluating ASB
screening and treatment published in medical
journals and with this high relevance?
The answer is simple: we keep doing the
same, as it was evidenced in a recent systematic
review and meta-analysis that evaluated the rate
of inappropriate ASB treatment based on the
IDSA guideline recommendations. The result
was worrisome; 45% (95% CI, 39e50; s2,
0.08) of the total cases that did not require
treatment by guidelines were prescribed with
antimicrobials, identifying gram-negative
pathogens, nitrite positivity, and female sex as
risk factors for this inappropriate prescription.14 However, these results are deﬁnitely not
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Feedback strategies
• The feedback sandwich
• "Situation - Behaviour - Impact"
• Pendleton's model

Provide
feedback

Educate

Education strategies
• Seminars
• Short courses
• Workshops
• Journal clubs
• Competitions

Audit

Steps for an optimal clinical audit:
• Optimal preparation (defining clear purposes and guarantee the staff and resources)
• Selection of indicators, criteria and standards and definition of intervention strategies
• Data collection (prospective vs retrospective; define the variables and the type of analysis)
• Comparison of collected data with the standards and design of improvement actions

FIGURE. Graphical summary of the process of Education-Audit-Feedback to promote evidence-based
practices among clinicians and health professionals.

due to rebel physicians that prescribe antibiotics just to oppose clinical guidelines; instead,
most of the clinicians are still concerned of the
possibility of complications potentially derived
from withholding antibiotic prescription,
arguing that their patients have had so far good
results with their systematic antibiotic prescription strategy or that their patients are more
ill or just different from those covered by the
IDSA and the USPSTF statements.15 This status
quo remained even after the publication of the
2005 IDSA guideline and the 2008 USPSTF
statement (both clearly against systematic ASB
screening and treatment in most clinical
scenarios) due to the lack of multi-level implementation programs, and it will remain in the
future even after the 2019 guidelines unless an
implementation plan closes the gap between
guidelines and clinical practice.
The solution to this issue relies on a clinician behavioral change, which can be achieved
through a process of education, audit, and
feedback (Figure).16,17 This education process
must start by demystifying ASB as an exclusively pathological condition, as today we
know it represents a condition of stable bacterial colonization of the urinary tract with some
characteristics of commensalism as in other
mucosal sites.18 Furthermore, some studies
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have even suggested that ASB may be beneﬁcial, as it may prevent superinfection with other
strains by a phenomenon called bacterial
interference, a condition that derives from the
interactions between microorganisms that
result in competition for nutrients and the
production of toxic molecules, leading ﬁnally
to a microbial balance on colonized surfaces.19
Secondly, there is an urgent need for discouraging systematic UC screenings in asymptomatic patients, which was the focus of the
successful Kicking CAUTI campaign.20 Finally,
a de-implementation initiative is crucial to
reduce incorrect antibiotic use for ASB. One of
the most successful examples of this is the
ABCs of ASB, a campaign that taught physicians alternative strategies for the management
of ASB instead of antimicrobial therapy while
discouraging systematic screening for this
condition. This initiative achieved a 50%
reduction in unnecessary antimicrobial use in
preoperative settings and nursing home facilities.21 Similar to the mentioned ones, multiple
strategies have been proposed and carried out
worldwide to prevent unnecessary antibiotic
treatment for ASB (multifaceted education,
antimicrobial stewardship education, phone
call requirement for results, case-based audit
and feedback, among others), all of them
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showing a positive impact in the chosen
outcome.14
The crucial point is to create a strategy that
ﬁts into the local and regional context of our
clinical practice, capable of delivering the
guidelines recommendations in a ﬂexible,
structured, and user-friendly manner, allowing
the audit process to identify “weak points” and
ﬁnally providing complete feedback. By doing
this, we may have a chance to prevent the
history of the failed implementation of the
2005 and 2008 guidelines from repeating itself
and ﬁnally promote this long-needed change
in current clinical practice, which consists of
shifting the culture of systematic culturing and
treatment of ASB to more individualized and
precise interventions for the beneﬁt of this
population.
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