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Objectives 

• To identify the barriers influencing inappropriate use of antibiotics to 
treat viral upper respiratory tract infections in primary care and 
urinary tract infections in Long-Term Care (LTC) 
• To explain the consequences of antibiotic overuse in primary care 

and the important role clinicians play to influence practice change 
• To integrate practical, evidence-based tools at the point of care that

engages patients in dialogue supporting antimicrobial stewardship 



 

          
 

   

   

Presentation Outline 

• Overview of the Choosing Wisely Canada (CWC) Using Antibiotics 
Wisely campaign 

• Case Scenarios & Clinical Practice Statements 

• Tips on antimicrobial stewardship 
• Evidence-based tools for Practitioners & Patients 



  
      

    

        
   

Choosing Wisely Canada 

• Launched April 2014 
• A national campaign to help clinicians and patients engage in 

conversations about unnecessary tests and treatments 
• 70 societies; 300+ recommendations (low value care) 
• Organized by the University of Toronto, Canadian Medical Association 

and St. Michael’s Hospital 



   
    

What are the barriers to not prescribing
antibiotics for viral URTIs in your practice? 



   

 

  
 

 

 

I’ve always 
done this 

The patient 
wants it 

Time 
constraints 

Better to do 
something than 

do nothing 



   

         
   
    

  
    

    
    
    

         

Linder JA et al., Clin Ther 2003 25(9):2419-30 

• Does antibiotic prescribing reduce office visit duration for patients
presenting with URTI symptoms? 
• 3764 visits (1995-2000); U.S. primary care practices 
• Dx: acute URTI, nasopharyngitis, bronchitis, sinusitis, pharyngitis, 

AOM; age 18-60 (mostly healthy patients) 
• Antibiotics prescribed 67% of the time 
• When antibiotic prescribed: 14.2 minutes 
• When antibiotic not prescribed: 15.2 minutes 
• Multivariate analysis : 42 sec less (CI : 0 sec – 78 sec less) 



   
 

   

      
   
      

    

 

       

Barriers to appropriate antibiotic
prescribing in Long-Term Care 
• Limited histories in cognitively impaired patients 

• Blunted febrile responses in older patients 

• difficulty distinguishing infection from comorbidity mimickers 
• eg, pneumonia VS congestive heart failure and COPD 
• eg, venous stasis VS cellulitis 
• eg, altered mental status from dementia VS sepsis 

• Off-site radiology and laboratory testing 

• Off-site physicians 
• up to half of antibiotic prescriptions called in by phone 

Nicolle ICHE 2000; Crnich Drugs Aging 2015; Katz Arch IM 1990 



  

    

Should we care about Antibiotic Overuse? 

• 23 million Rxs annually 

• Antibiotic resistance 

• WHO top ten threats for global health in 2019 



  Should we care about Antibiotic Overuse? 



  
  

      
          
         

 
  

       

Should we care about Antibiotic Overuse? 
• Drug resistant infections 

• MRSA 
• VRE 
• Gonorrhea 
• C. diff 
• TB 

• Cost 
• Adverse Drug Reactions – diarrhea, vomiting, candida infection, AKI, allergic reaction 
• Continued loss of effectiveness –> new drug development cannot keep up -> less 

effective/more toxic alternatives being used -> longer courses of treatment -> worse 
patient outcomes 

• ↓ Labour productivity (hospitality, transportation industry) 
• Reduced Canada’s GDP by $2 billion in 2018 



The socioeconomic impact of AMR in Canada 

2018 Projection for 2050 

 

   

 

       

  

    

29% antibiotic resistance to first-line 40% antibiotic resistance to first-line 
antibiotics antibiotics 

5,400 deaths 13, 700 deaths 

1.4 billion in additional healthcare costs 7.6 billion in additional healthcare costs 

Council of Canadian Academies, 2019 





       

         

         
    
    

    

Who are the prescribers of antibiotics in
Canada? 
• Physicians prescribe 90% of the antibiotics among health care 

providers. 

• 92% of antibiotics are prescribed/dispensed in the community (2016) 

• Family physicians account for 65% of all antibiotic prescriptions
dispensed by community pharmacies in Canada (2016) 
• Respiratory infections > genito-urinary infections > skin & soft tissue 

infections 

Courtesy of Public Health Agency of Canada 



     
     

        
    

 
   

   

     
    

   
    

      

How much avoidable antibiotics for 
management of non-bacterial RTI in primary
care? 
• Retrospective analysis of linked administrative health care data – 2012 

• Older adults in Ontario (ODB) 

• 8990 primary care physicians; 185 014 patients with a nonbacterial RTI 
• Dx: common cold, acute bronchitis/sinusitis/laryngitis 
• 46% received an antibiotic prescription 

• Rate of antibiotic prescribing higher among: 
• Mid to late career physicians 
• Physicians trained outside of Canada 
• Physicians with large patient volumes 

Silverman M et al, Ann Intern Med, 2017; 166:765–774. 



About half of antibiotic prescriptions in LTC
are unnecessary or inappropriate 
Author Year Population N % inappropriate 

       
   

 

   

     

 

    

          

Zimmer 1986 42 U.S. NHs 1748 38% 

Jones 1987 2 Portland NHs 120 51% 

Loeb 2001 22 chronic care facilities in Canada 3656 51% 

Mitchell 2014 Patients with advanced dementia in 214 56% 

21 Boston NHs 

Rotjapanan 2011 Urinary tract infections 172 73% 

in 2 Rhode Island NHs 

Loeb JGIM 2001; Jones AJM 1987; Mitchell JAMA IM 2014; Rotjapanan JAMA IM 2011; Zimmer JAGS 1986 



   

            

      

     

     

• Retrospective open cohort study 

• All residents living in Ontario nursing homes at any time in Jan, 1 
2010 - Dec 31 2011 

• 110,656 residents in 607 long-term care homes 

• Antibiotic use: 10-fold variation across facilities 

Daneman et al, JAMA Intern Med 2015 



   
    

     
  

      
  

Priorities of Using Antibiotics Wisely Campaign 
Duration January 31, 2018 – March 31, 2020 

1. Acute respiratory infection in primary care 
30-50% of antibiotics are unnecessary 

2. Urinary tract infection in long-term care 
50-70% of antibiotics are unnecessary 



  
  

  
 

 

   Framework for Using Antibiotics Wisely 
• Describe drivers of overuse and barriers to change 
• Articulate prescribing practices we hope to change 
• Develop practice statements 

• Select nationally useful AMS tools 
• Assess how tools need to be adapted to ensure uptake 

• Determine how tools are best disseminated to front-line 
prescribers 
• Aligning tools with MD’s workflow key to ensure uptake 



 
   

Choosing Wisely Canada -
Using Antibiotics Wisely in Primary Care 

https://choosingwiselycanada 
.org/campaign/antibiotics-
primary-care 

https://choosingwiselycanada.org/campaign/antibiotics-primary-care


   
 

   
 

Clinical Case 1 

• 21-year-old woman 
• Presents with 3-day history of fever and sore throat 
• Not coughing; very mild coryza 

• Examination: 
• Temperature 39oC 

• No cervical lymphadenopathy 
• Erythematous oropharynx – but no tonsillar exudate 



        
         

    

  

Poll everywhere 

• Using the Modified Centor Scoring system for pharyngitis, which of 
the following scores alone is associated with empiric antibiotic 
treatment without the need for a throat swab? 
• (a) 2 
• (b) 3 
• (c) 4 
• (d) 5 
• (e) None of the above - answer 



            
  

 
    

 
 

Poll everywhere 

• How would you manage this patient? 

• (a) Give a Rx for Pen VK as they probably have strep throat 
• (b) Perform a rapid strep test and treat only if positive - answer 
• (c) Send a throat culture to the lab and instruct the patient to call for

the result in a couple of days 
• (d) Tell the patient it’s probably a viral infection and provide 

reassurance 



 
  

   
     
   

      

  
      

  

    
  

Uncomplicated Pharyngitis 
• Do not prescribe unless: 
• ‘M’ Centor score ≥ 2 AND 
• Throat swab culture (or rapid

antigen test) confirms GAS 

• Don’t even perform a throat swab 
if: 
• ‘M’ Centor score ≤ 1 or 
• Symptoms of a viral infection are 

present (rhinorrhea, oral ulcers, 
hoarseness) 

• Think symptom control, access to 
f/u & viral Rx 



 

  
 

 
 

  

 VIRAL PRESCRIPTION 

Available languages: 
English, French, Arabic, Chinese 
(Traditional and Simplified), Farsi 
(Persian), German, Hindi, 
Romanian, Russian, Spanish, 
Ukrainian, Urdu 
Available via EMR (loot bag) 

Satisfaction linked to 
reassurance, info, and 

symptom relief 



   
 

  
  

  
 

  

Clinical Case 2 

• 52-year-old healthy man with 8-day history of: 
• Nasal obstruction 
• Frontal headache & facial pressure 
• Productive cough with green phlegm each morning 

• Patient does not appear very sick, but is clearly
annoyed by his symptoms 
• Reports that his symptoms are not improving 



 

 

Poll everywhere 

• Would you treat this patient with antibiotics for acute bacterial 
sinusitis? 
• (a) Yes 
• (b) No - answer 



 

  
  

 
    

 

  

  
 

        

Uncomplicated Sinusitis 

• Do not prescribe unless: 
• Symptoms persist 7-10 days 
• No improvement 

• At least 2 PODS symptoms: 
• Facial Pain/Pressure 
• Nasal Obstruction 
• Purulent nasal Discharge 
• Hyposmia/anosmia (Smell) 

• Plus 1 of: 
• Severe; or 
• Mild to moderate w/ no response to 72

hr. trial of nasal steroids 



   
  

 

       
   

    

Clinical Case 2 
• He fits all criteria except for severity 
• Recommended management: nasal corticosteroids

and consider antibiotic therapy only if he does not 
respond 
• Option 1 : nasal corticosteroids and a viral prescription 

with follow up as needed 
• Option 2: nasal corticosteroids and a delayed prescription 



 

 DELAYED ANTIBIOTIC PRESCRIPTION 

• Decreases antibiotic 
use 

• No difference in  
satisfaction 



   
  

 

   

ABX Use & Patient Satisfaction 
100 

80 
83 

60 

40 

20 

0 
0 

No Prescrition Use Delayed Prescription Immediate Prescription 
% ABX Use % Pt. Satisfaction 

35 

9087 92 

Cochrane Database of Systematic Reviews 2013 



  
    

 

 
 

Clinical Case 3 

• 40 y.o. healthy woman presents 
to clinic because she is tired of 
coughing for the last 2 weeks 

• Mainly at night, disturbs her
sleep 

• Also started with runny nose and
sore throat, but now resolved 



 
  

  

  
 

Clinical Case 3 

• Physical examination: 
• Looks tired, but well 
• Temperature 37.4 
• Respiratory rate - normal, not 

tachycardic 
• Lung examination: wheezes and

inspiratory crackles heard in RLL 



        

         
 

Poll everywhere 

• Which of the following statements about cough is false? 
• (a) Can last up to 3 weeks in 50% of patients with a viral URTI 
• (b) Can last up to 1 month or more in 25% of patients with a viral URTI 
• (c) Green sputum usually correlates with a bacterial infection - answer 
• (d) Antibiotics are not helpful for symptom relief in acute bronchitis 
• (e) Coughing in someone’s face can spread germs 



   
  

               

            
          

Poll everywhere 

• How would you manage this patient? 

• (a) Her RLL crackles indicates pneumonia – treat her with antibiotics 
• (b) Order a CXR to r/o pneumonia - answer 
• (c) Give her a Rx for cough syrup and tell her to avoid coughing on

others 
• (d) Give her a Rx for inhaled corticosteroids + short acting beta 

agonist prn and advise f/u if no improvement in 2 weeks 



 

   
     

   
    

      
 

   
  

Pneumonia – need objective evidence 

• Do not prescribe unless: 
• CXR confirms presence of new

consolidation 
• Physical exam alone not sufficient 
• e.g. Presence of respiratory crackles 

• Normal vital signs & no findings
on physical exam 
• Unlikely to be pneumonia 
• No CXR needed 



   

    

   
  

   

AECOPD 

• Do not prescribe unless: 

• Clear increase in sputum purulence
AND 
• Increase in sputum volume

AND/OR increased dyspnea 

• Consider steroids and SABD 



    

     
  

Asthma/Bronchitis/Bronchiolitis 
• Do not prescribe antibiotics for 

exacerbations 

• Consider steroids and SABD for 
asthma; SABD for bronchitis 



 

 
 

 

    
   

  

Influenza-Like Illness 
• Symptoms can include: 
• Fever 
• Cough 
• Sore throat 
• Runny nose 
• Myalgia 
• Headache 
• Chills 
• Malaise 

• Do not prescribe antibiotics
unless clear evidence of 
secondary bacterial infection 



 
     

       
 

  
  

 
  

 

Don’t routinely prescribe antibiotics for acute
respiratory infection in primary care settings 
• Otitis Media – vaccinated patients older than 6 months 
• Pharyngitis – modified Centor score 
• Sinusitis – PODS symptoms 
• Pneumonia – objective evidence 
• AECOPD – inhalers 
• Bronchitis/Asthma - inhalers 
• URTI - “common cold” 
• ILI – Influenza-Like Illness 



vaccinated patients older than 6 months 

• ILI Influenza Like Illness 

 
     

       
 

  
  

 
  

 

          

           
 

 

• Pharyngitis – modified Centor score
• Sinusitis – PODS symptoms
• Pneumonia – objective evidence
• AECOPD – inhalers
• Bronchitis/Asthma - inhalers
• URTI - “common cold”

– -

Don’t routinely prescribe antibiotics for acute
respiratory infection in primary care settings 
• Otitis Media – 

MYTH: All patients coming to clinic with an URTI want 
antibiotics 

FACT: Most patients want a diagnosis and a way to relieve 
their symptoms 

JGIM 2003 



 
 

 
  

  

• Information posters (CWC-CFPC) 

USING 
ANTIBIOTICS 
WISELY 
CAMPAIGN 
RESOURCES 

• Viral prescription (Rx files-CWC-CFPC) 

• Delayed prescription pad (CWC-CFPC) 

• Patient resources (CWC) 

• RTI Toolkit (CWC-CFPC) – NEW !! 

• Practice statements (CWC-CFPC) 



POSTERS 





CFPC website 

•https://www.cfpc.
ca/choosingwisely
canada/ 

https://www.cfpc.ca/choosingwiselycanada/




 PATIENT 
RESOURCES 





  
  

     
  

     
  

    
    

    
     

Can we do something to improve this? 
• 2017 – NL Family physicians 
• Audit & feedback program 
• Access to 2015/16 personal &

peer comparison data on 
antibiotic Rx for adults 65 y.o. 
with public drug plan coverage 
• Patient pamphlets and viral 

prescription pads were sent to 
those interested in receiving
tools to help improve practice 



    Family MD Antibiotic Rx ordering/year 

9% ↓ 



Choosing Wisely Canada -
Using Antibiotics Wisely in LTC 

   
   

https://choosingwiselycanada 
.org/campaign/antibiotics-ltc/ 

https://choosingwiselycanada.org/campaign/antibiotics-ltc/


   Long-Term Care Campaign Support 



 
         

       

 

Poll everywhere 
• A LTC patient with dementia has cloudy urine with a foul odour for 

two days. The SDM requests a urine culture be ordered. No other 
clinical concerns. 

• Would you order a urine C&S based on the above information? 

• (a) Yes 
• (b) No - answer 



 
         

        

  

Poll everywhere 
• Which of the following symptoms in a non-catheterized LTC resident 

are not part of the Modified Loeb criteria for a UTI? 
• (a) acute dysuria 
• (b) fever > 37.9 C 
• (c) suprapubic pain 
• (d) confusion/behavior change - answer 
• (e) flank pain 



 
         

        

  

Poll everywhere 
• Which of the following symptoms in a non-catheterized LTC resident 

are not part of the Modified Loeb criteria for a UTI? 
• (a) acute dysuria 
• (b) fever > 37.9 C 
• (c) suprapubic pain 
• (d) confusion/behavior change - answer 
• (e) flank pain 





 
          
             

      

 

Poll everywhere 
• True or False – A urine culture result comes back negative 3 days 

after a LTC patient was started on antibiotics for a suspected UTI. The 
patient’s condition has improved. One should therefore stop the
antibiotics. 

• (a) True - answer 
• (b) False 



      

 Supporting Materials 

www.ChoosingWiselyCanada.org | @ChooseWiselyCA 

60 
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Take Home Points 
• Antibiotics are being overused for viral URTIs in primary care and 

UTIs in LTC 

• Most patients want a proper diagnosis & advice on symptom 
management – as opposed to antibiotics 



  
     

    
    
    

         
           

Take Home Points 
• CWC Using Antibiotics Wisely campaign tools can: 
• Help educate patients about AMS 
• Promote consistency in clinical practice 
• Increase ease re: culture change 

• Further research on the impact of the Using Antibiotics Wisely
campaign is underway and will help determine the scalability of such
initiatives 



Questions and 
Discussion 

To learn more about the campaign or download resources, please visit: 
www.choosingwiselycanada.org/antibiotics (EN) 

www.choisiravecsoin.org/campaign/antibiotiques (FR) 

PPS@CFPC.CA 
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	‘M’ Centor score ≥ 2 AND 

	• 
	• 
	Throat swab culture (or rapidantigen test) confirms GAS 



	• 
	• 
	• 
	Don’t even perform a throat swab if: 

	• 
	• 
	• 
	‘M’ Centor score ≤ 1 or 

	• 
	• 
	Symptoms of a viral infection are present (rhinorrhea, oral ulcers, hoarseness) 



	• 
	• 
	Think symptom control, access to f/u & viral Rx 


	Figure
	VIRAL PRESCRIPTION 
	VIRAL PRESCRIPTION 
	Available languages: 
	Available languages: 
	English, French, Arabic, Chinese (Traditional and Simplified), Farsi (Persian), German, Hindi, Romanian, Russian, Spanish, Ukrainian, Urdu 
	Available via EMR (loot bag) Satisfaction linked to reassurance, info, and symptom relief 
	Figure
	Clinical Case 2 
	Sect
	Figure

	• 
	• 
	• 
	• 
	52-year-old healthy man with 8-day history of: 

	• 
	• 
	• 
	• 
	Nasal obstruction 


	• 
	• 
	Frontal headache & facial pressure 

	• 
	• 
	Productive cough with green phlegm each morning 



	• 
	• 
	Patient does not appear very sick, but is clearlyannoyed by his symptoms 

	• 
	• 
	Reports that his symptoms are not improving 


	Figure
	Poll everywhere 
	• 
	• 
	• 
	Would you treat this patient with antibiotics for acute bacterial sinusitis? 

	• 
	• 
	(a) Yes 

	• 
	• 
	(b) No -
	answer 



	Figure
	Uncomplicated Sinusitis 
	• 
	• 
	• 
	• 
	Do not prescribe unless: 

	• 
	• 
	• 
	Symptoms persist 7-10 days 

	• 
	• 
	No improvement 



	• 
	• 
	• 
	At least 2 PODS symptoms: 

	• 
	• 
	• 
	Facial Pain/Pressure 

	• 
	• 
	Nasal 
	Obstruction 


	• 
	• 
	Purulent nasal 
	Discharge 


	• 
	• 
	Hyposmia/anosmia (Smell) 



	• 
	• 
	• 
	Plus 1 of: 

	• 
	• 
	• 
	• 
	Severe; or 


	• 
	• 
	Mild to moderate w/ no response to 72hr. trial of nasal steroids 




	Figure
	Clinical Case 2 
	Sect
	Figure

	• 
	• 
	• 
	He fits all criteria except for severity 

	• 
	• 
	• 
	Recommended management: nasal corticosteroidsand consider antibiotic therapy only if he does not respond 

	• 
	• 
	• 
	Option 1 : nasal corticosteroids and a viral prescription with follow up as needed 

	• Option 2: nasal corticosteroids and a delayed prescription 
	Figure




	DELAYED ANTIBIOTIC PRESCRIPTION 
	• Decreases antibiotic use • No difference in  satisfaction 
	Figure
	ABX Use & Patient Satisfaction 
	100 80 
	100 80 
	100 80 
	83 

	60 
	60 

	40 
	40 

	20 0 
	20 0 
	0 No Prescrition Use 
	Delayed Prescription Immediate Prescription % ABX Use % Pt. Satisfaction 


	35 9087 92 
	Cochrane Database of Systematic Reviews 2013 
	Clinical Case 3 
	• 
	• 
	• 
	Mainly at night, disturbs hersleep 

	• 
	• 
	Also started with runny nose andsore throat, but now resolved 


	Figure
	• 
	• 
	• 
	40 y.o. healthy woman presents to clinic because she is tired of coughing for the last 2 weeks 



	Clinical Case 3 
	• Physical examination: 
	• 
	• 
	• 
	• 
	Looks tired, but well • Temperature 37.4 

	• 
	• 
	Respiratory rate -normal, not tachycardic 

	• 
	• 
	Lung examination: wheezes andinspiratory crackles heard in RLL 



	Figure
	Poll everywhere 
	• 
	• 
	• 
	Which of the following statements about cough is false? 

	• 
	• 
	(a) Can last up to 3 weeks in 50% of patients with a viral URTI 

	• 
	• 
	(b) Can last up to 1 month or more in 25% of patients with a viral URTI 

	• 
	• 
	(c) Green sputum usually correlates with a bacterial infection -
	answer 


	• 
	• 
	(d) Antibiotics are not helpful for symptom relief in acute bronchitis 

	• 
	• 
	(e) Coughing in someone’s face can spread germs 


	Figure
	Poll everywhere 
	• 
	• 
	• 
	How would you manage this patient? 

	• 
	• 
	(a) Her RLL crackles indicates pneumonia – treat her with antibiotics 

	• 
	• 
	(b) Order a CXR to r/o pneumonia -
	answer 


	• 
	• 
	(c) Give her a Rx for cough syrup and tell her to avoid coughing onothers 

	• 
	• 
	(d) Give her a Rx for inhaled corticosteroids + short acting beta agonist prn and advise f/u if no improvement in 2 weeks 
	Figure



	Pneumonia – need objective evidence 
	• 
	• 
	• 
	• 
	Do not prescribe unless: 

	• CXR confirms presence of newconsolidation 
	• CXR confirms presence of newconsolidation 


	• 
	• 
	• 
	Physical exam alone not sufficient 

	• e.g. Presence of respiratory crackles 

	• 
	• 
	• 
	Normal vital signs & no findingson physical exam 

	• 
	• 
	• 
	Unlikely to be pneumonia 

	• 
	• 
	No CXR needed 




	Figure
	AECOPD 
	• 
	• 
	• 
	Do not prescribe unless: 

	• 
	• 
	Clear increase in sputum purulenceAND 

	• 
	• 
	Increase in sputum volumeAND/OR increased dyspnea 

	• 
	• 
	Consider steroids and SABD 


	Figure
	Asthma/Bronchitis/Bronchiolitis 
	• 
	• 
	• 
	Do not prescribe antibiotics for exacerbations 

	• 
	• 
	Consider steroids and SABD for asthma; SABD for bronchitis 


	Figure
	Influenza-Like Illness 
	• 
	• 
	• 
	• 
	Symptoms can include: 

	• 
	• 
	• 
	Fever 

	• 
	• 
	Cough 

	• 
	• 
	Sore throat 

	• 
	• 
	Runny nose 

	• 
	• 
	Myalgia 

	• 
	• 
	Headache 

	• 
	• 
	Chills 

	• 
	• 
	Malaise 



	• 
	• 
	Do not prescribe antibioticsunless clear evidence of secondary bacterial infection 


	Figure
	Don’t routinely prescribe antibiotics for acuterespiratory infection in primary care settings 
	• Otitis Media – vaccinated patients older than 6 months 
	• 
	• 
	• 
	Pharyngitis – modified Centor score 

	• 
	• 
	Sinusitis – PODS symptoms 

	• 
	• 
	Pneumonia – objective evidence 

	• 
	• 
	AECOPD – inhalers 

	• 
	• 
	Bronchitis/Asthma -inhalers 

	• 
	• 
	URTI -“common cold” 

	• 
	• 
	ILI – Influenza-Like Illness 


	Figure
	Don’t routinely prescribe antibiotics for acuterespiratory infection in primary care settings 
	• Otitis Media – 
	MYTH: All patients coming to clinic with an URTI want antibiotics 
	FACT: Most patients want a diagnosis and a way to relieve their symptoms 
	JGIM 2003 
	JGIM 2003 

	• Information posters (CWC-CFPC) 


	USING ANTIBIOTICS WISELY CAMPAIGN RESOURCES 
	USING ANTIBIOTICS WISELY CAMPAIGN RESOURCES 
	• 
	• 
	• 
	Viral prescription (Rx files-CWC-CFPC) 

	• 
	• 
	Delayed prescription pad (CWC-CFPC) 

	• 
	• 
	Patient resources (CWC) 

	• 
	• 
	RTI Toolkit (CWC-CFPC) – NEW !! 

	• 
	• 
	Practice statements (CWC-CFPC) 


	POSTERS 
	Figure

	CFPC website 
	CFPC website 
	•https://www.cfpc.ca/choosingwiselycanada/ 
	•https://www.cfpc.ca/choosingwiselycanada/ 

	Sect
	Figure

	Figure
	Figure
	PATIENT RESOURCES 
	Figure
	Figure
	Can we do something to improve this? 
	• 
	• 
	• 
	2017 – NL Family physicians 

	• 
	• 
	Audit & feedback program 

	• 
	• 
	Access to 2015/16 personal &peer comparison data on antibiotic Rx for adults 65 y.o. with public drug plan coverage 

	• 
	• 
	Patient pamphlets and viral prescription pads were sent to those interested in receivingtools to help improve practice 
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	Family MD Antibiotic Rx ordering/year 
	Sect
	Figure

	9% ↓ 
	Choosing Wisely Canada 
	-



	Using Antibiotics Wisely in LTC 
	Using Antibiotics Wisely in LTC 
	Figure
	https://choosingwiselycanada .org/campaign/antibiotics-ltc/ 
	https://choosingwiselycanada .org/campaign/antibiotics-ltc/ 

	Long-Term Care Campaign Support 
	Long-Term Care Campaign Support 
	Figure
	Poll everywhere 
	Poll everywhere 
	Poll everywhere 

	• 
	• 
	• 
	A LTC patient with dementia has cloudy urine with a foul odour for two days. The SDM requests a urine culture be ordered. No other clinical concerns. 

	• 
	• 
	Would you order a urine C&S based on the above information? 

	• 
	• 
	• 
	(a) Yes 

	• 
	• 
	(b) No -
	answer 
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	Poll everywhere 
	Poll everywhere 
	Poll everywhere 

	• 
	• 
	• 
	Which of the following symptoms in a non-catheterized LTC resident are not part of the Modified Loeb criteria for a UTI? 

	• 
	• 
	• 
	(a) acute dysuria 

	• 
	• 
	(b) fever > 37.9 C 

	• 
	• 
	(c) suprapubic pain 


	• 
	• 
	(d) confusion/behavior change -
	answer 


	• 
	• 
	• 
	(e) flank pain 
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	Poll everywhere 
	Poll everywhere 
	Poll everywhere 

	• 
	• 
	• 
	Which of the following symptoms in a non-catheterized LTC resident are not part of the Modified Loeb criteria for a UTI? 

	• 
	• 
	• 
	(a) acute dysuria 

	• 
	• 
	(b) fever > 37.9 C 

	• 
	• 
	(c) suprapubic pain 


	• 
	• 
	(d) confusion/behavior change -
	answer 


	• 
	• 
	• 
	(e) flank pain 



	Figure
	Figure

	Poll everywhere 
	Poll everywhere 
	Poll everywhere 

	• 
	• 
	• 
	True or False – A urine culture result comes back negative 3 days after a LTC patient was started on antibiotics for a suspected UTI. The patient’s condition has improved. One should therefore stop theantibiotics. 

	• 
	• 
	• 
	(a) True -
	answer 


	• 
	• 
	(b) False 
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	Supporting Materials 
	Supporting Materials 
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	www.ChoosingWiselyCanada.org | @ChooseWiselyCA 
	Figure
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	Take Home Points 
	Take Home Points 
	Take Home Points 

	• 
	• 
	• 
	Antibiotics are being overused for viral URTIs in primary care and UTIs in LTC 

	• 
	• 
	Most patients want a proper diagnosis & advice on symptom management – as opposed to antibiotics 


	Figure

	Take Home Points 
	Take Home Points 
	Take Home Points 

	• CWC Using Antibiotics Wisely campaign tools can: 
	• 
	• 
	• 
	• 
	Help educate patients about AMS 


	• 
	• 
	Promote consistency in clinical practice 

	• 
	• 
	• 
	Increase ease re: culture change 



	• Further research on the impact of the Using Antibiotics Wiselycampaign is underway and will help determine the scalability of suchinitiatives 
	Figure
	Questions and Discussion To learn more about the campaign or download resources, please visit: www.choosingwiselycanada.org/antibiotics (EN) (FR) PPS@CFPC.CA 
	www.choisiravecsoin.org/campaign/antibiotiques 






