
Resident Name  


Date/Time  _______________

Nurse  

Physician/NP  
__     

Phone  _________________ 

S – Situation 
I am contacting you about a suspected UTI for above resident.

Current Assessment (check all that apply):
Increased or worsening:

 □ urgency

  
 □ frequency

 □ incontinence   
 □ Change in character of urine (e.g., hematuria)

 □ Rigors (shaking, chills)
 □ Delirium (sudden onset of confusion, disorientation, dramatic change in mental status)
             Vital Signs: BP  
/ 
 Pulse  
Resp. rate  
Temp. 

 
Resident complaints (check all that apply):
□  Dysuria (painful, burning, difficult urination)

□  Suprapubic pain
□  Costovertebral (CVA) tenderness or flank pain/tenderness (either side of spine below ribs)
B – Background
Indwelling catheter: 
□ NO  
□ YES
Active diagnoses (especially bladder, kidney / genitourinary conditions: 
Specify:      _______________________________________________________________________

LABS IF AVAILABLE: 

Recent urinalysis – date and results if available: _________________________________

Nitrate 


□ POSITIVE □ NEGATIVE
Pyuria WBC □  > 10 

Leukocyte esterase
□ POSITIVE □ NEGATIVE
Urine culture                   □ POSITIVE □ NEGATIVE
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Resident Name __________________________________
A – Assessment 
Resident with indwelling catheter:

Resident without indwelling catheter:

con







Staff: Please Check Box for Course of Action Recommended

 
R – Provider Recommendation 
 □  Order U/A if indicated
 □  Order C&S if  indicated
 □  Record fluid intake
         □  Assess vital signs, including temp; every  
 hours for  
 hours
         □  Notify Physician/NP if symptoms worsen or if unresolved in  
 hours
         □  Antibiotics if indicated at this time (include dose and duration): __________________________
        □  Other  (e.g., consider additional lab tests in indicated)   
______
 Information reviewed with (provider name)______________________date/time______________
Telephone order received by  
___________date/time ______________
Family/POA notified (name)  if needed  ______    
               ____date/time: 
______
*Added to original Loeb Criteria based on updated literature review[image: image1.emf] 


SBAR Protocol for Diagnosing UTI in Long Term Care*





 PRIOR TO TREATMENT


Advance directives for limiting treatment (especially antibiotics):     □ NO  □ YES


Medication Allergies:    □ NO  □ YES   Specify:________________________________________________________________


The resident is on Warfarin (Coumadin™)    □NO  □YES 


The resident is diabetic:           	     □NO   □YES


Multidrug resistant organism:              □NO  □YES  


Specify: ________________________________________________________________





* Adapted from Texas A&M Health Science Center  








At least one of the following that are new or increased


   □   Fever (> 100°F or 2.4°F > baseline)


   □   Costovertebral angle tenderness      


   □   Rigors (shaking chills)


   □  Delirium


   □  Flank pain* or pelvic discomfort* 


   □  Acute hematuria*


   □  Malaise or lethargy no other cause*











 














Acute dysuria alone   OR


Fever (> 100°F or 2.4°F > baseline)  AND


 at least one of the following that is new or increased


    □  Urgency 		    □    Frequency


    □  Suprapubic pain       □  Gross hematuria


    □  Costovertebral angle tenderness


    □  Urinary incontinence


     □  Change in mental status*


    □  Rigors (shaking chills)*





If accompanied only by fever, rule out other causes


        








YES





NO





YES





NO





 Protocol criteria are NOT met.


The information is insufficient to indicate an active urinary tract infection. The resident does NOT need an immediate prescription for an antibiotic, but may need additional observation.





 








         Protocol criteria ARE met.


The resident MAY have a urinary tract infection and need a prescription for an antibiotic agent.  

















