

Executive Summary: Dysuria CPG 

TITLE:  USNH Okinawa Dysuria Clinical Practice Guideline

PROBLEM:  Dysuria management varies considerably between practitioners and may inadvertently include unnecessary prolonged antibiotic therapy and the ordering of unnecessary laboratory studies. There is considerable evidence showing that carefully selected women between the ages of 18-55 with dysuria can be safely managed without a physical examination provided they meet certain exclusionary criteria. 

OBJECTIVES:  Promote the use of evidence-based medicine and patient education, attempt to decrease the incidence of clinic visits for uncomplicated cases of dysuria and reduce the frequency of unnecessary lab testing. In addition, decrease the antibiotic course to 3 days to increase patient compliance, improve patient satisfaction, reduce the likelihood of promoting antibiotic resistance due to patient non-compliance, and decrease unnecessary costs. Lastly, prevent the likelihood of future emergency room visits.

TARGET POPULATION: All women between the ages of 18-55 with symptoms of acute dysuria.

MAJOR RECOMMENDATIONS:

· Exclusionary criteria are key to the management of uncomplicated dysuria. A well-selected patient population between the ages of 18 to 55 who meet all exclusionary criteria may be safely managed without a physical exam. 

· Therapy should focus on the use of inexpensive but effective first line agents.  Trimethoprim-Sulfamethoxazole is as effective as more expensive broad-spectrum alternatives. Strategically prescribing the broad-spectrum agents to treat initial treatment failures or those with complicating factors preserves the usefulness of these agents by limiting the emergence of resistance. 

· Elimination of initial screening exams and laboratory tests. Most women with acute dysuria have acute bacterial cystitis and no laboratory tests have been shown to predict clinical outcome in this population. Symptoms of dysuria and urgency are not associated with an increased incidence of sexually transmitted disease.

· Increased patient satisfaction. Based on previous studies, patients are extremely satisfied with phone-based care and there have not been any significant differences in recurrence rates or complications. Consequently, the benefits include a more convenient and timely treatment of patients resulting in better access for patients without compromising quality of care.

· Improved compliance is associated with a short antibiotic course as opposed to the frequently prescribed 10-day regimen. Incomplete courses of antibiotic therapy may lead to the emergence of antibiotic resistance.

· Emphasis on adequate follow-up instructions may uncover those patients who need further evaluation due to treatment failure. 

PRIMARY OUTCOMES CONSIDERED:

1. More convenient and timely treatment of patients

2. Use of the most effective, narrow spectrum, first line agent possible

3. Reduction in the number of needless urinalyses and urine cultures

4. Delivery and documentation of standardized patient education

5. Better access for patients resulting in improved patient satisfaction

SECONDARY OUTCOMES CONSIDERED:

1. Options for preventing and managing recurrent urinary tract infections

2. Reduction in clinic visits without compromising quality of care

ADAPTATION:  This CPG was adapted from a combination of existing clinical practice guidelines listed in the reference section.
RELEASE DATE: May 2002

GUIDELINE STATUS: This is the current release of the guideline. 

DEVELOPERS:  USNH Okinawa CPG Committee

GROUP COMPOSITION: The USNH CPG Committee was convened in response to the need for an evidence-based management of dysuria.  Included among its members are Physicians (representing Urology, Internal Medicine, Family Practice, Pediatrics, and Emergency Medicine), Pharmacists, PI/UM specialists, Nurse Practitioners, and Nurses.

DESCRIPTION OF METHODS TO COLLECT EVIDENCE: NLM database search; DOD-VA CPG website search; National Guideline Clearinghouse database search.  

DESCRIPTION OF REVIEW METHODS: The CPG Committee, the medical staff, the Executive Committee of the Medical Staff, and the Executive Steering Committee have reviewed this guideline.
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