
average percentage of residents on antimicrobials before the pandemic was
16.3%, which decreased to 11.5% during the pandemic period (P = .04).
During the prepandemic period, 40.2% of antibiotics prescribed were in
the common for SSTI category and 38.3% were in the common for respi-
ratory infections category (P = .01); during the pandemic period, 64.3% of
antibiotics prescribed were in the common for SSTI category and 45.8%
were in the common for respiratory infections category (P = .01). The 3
most prescribed antibiotics in the prepandemic period were amoxicillin
(148 prescriptions), doxycycline (140 prescriptions), and levofloxacin
(135 prescriptions). The 3most prescribed antibiotics during the pandemic
were doxycycline (141 prescriptions), levofloxacin (125 prescriptions), and
trimethoprim–sulfamethoxazole (115 prescriptions). Conclusions: Survey
results revealed that antibiotic prescriptions commonly used for respira-
tory infections increased 7.5% during the pandemic study period.
Additionally, the average percentage of residents on antimicrobials fell
4.8% during this period. Both statistics reflect what has been seen nation-
ally with a decrease in antibiotic use with an increase in respiratory anti-
biotics. This could be due tomultiple factors including decreased reporting,
a change in healthcare delivery during the pandemic, and facilities seeing
an increase of respiratory tract infections. These data will be used to guide
future TDH antibiotic stewardship efforts in the long-term care setting.
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Antibiotic-prescribing practices and associated outcomes after
common urologic procedures in an integrated healthcare system
Daniel Livorsi; Bibiana Ruiz Granado; Bruce Alexander; Ryan Steinberg;
Vignesh Packiam and Brian Lund

Background:Many urologists continue antibiotics after common urologic
procedure beyond the timeframes recommended by professional guide-
lines. In this study, we sought to evaluate the association between postpro-
cedural antibiotic use and patient outcomes. Methods: We identified all
patients who underwent 1 of 3 urologic procedures (transurethral resection
of bladder tumor [TURBT], transurethral resection of prostate [TURP],
and ureteroscopy) within the Veterans’ Health Administration (VHA)
between January 1, 2017, and June 30, 2021. A postprocedural antibiotic
was any antibiotic potentially used for a urinary tract–related indication
that was prescribed for administration after the day of the procedure.
Outcomes were captured within 30 days of the procedure and included
(1) return visits, defined as any emergency department or urgent care
encounter or hospital readmission, and (2) Clostridium difficile infection
(CDI), defined as a positive test for C. difficile and the prescription of
an anti-CDI antibiotic. We used log-binomial models with risk adjustment
to determine the association between postprocedural antibiotic use and
outcomes. We constructed hospital-level observed-to-expected ratios for
postprocedural antibiotic use, and we used these models to calculate the
probability of each patient receiving postprocedural antibiotics. Results:
Overall, we identified 74,629 patients; 98% were male; the mean age was
70 years (SD, 10). Among them, 50% underwent TURBT, 28% underwent
TURP, and 23% underwent ureteroscopy. A postprocedural antibiotic was
prescribed to 25,738 (35%) cases for a median duration of 3 days (IQR, 3–
6). Return visits occurred in 13,489 patients (18%), and CDI occurred in
104 patients (0.1%). Patients exposed to postprocedural antibiotics had
16% more return visits (RR, 1.16; 95% CI, 1.13–1.20) and more than twice
as much CDI (RR, 2.22; 95% CI, 1.51–3.26) than patients not exposed to
postprocedural antibiotics. In log-binomial risk-adjusted analysis, the
risk of return visits did not differ between the 2 groups (RR, 1.00; 95%
CI, 0.97–1.04) but the risk of CDI was higher in patients who received
post-procedural antibiotics (RR, 1.87; 95% CI, 1.00–3.51). Hospitals
(n = 105) varied widely in their observed-to-expected ratios for prescribing
postprocedural antibiotics, and the frequency of return visits was similar

regardless of the frequency at which postprocedural antibiotics were pre-
scribed (Table 1).Conclusions: Postprocedural antibiotics were prescribed
beyond recommended intervals after more than one-third of common uro-
logic procedures, with a large degree of variability across hospitals. The use
of postprocedural antibiotics was not associated with fewer return visits but
was associated with a nonsignificant increase in CDI risk. Efforts to reduce
postprocedural antibiotics are needed.
Funding: Yes
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Development Award (DJL) from the VA Health Services Research and
Development Service (CDA 16-204) and by the Iowa City VA Health
Care System, Department of Pharmacy Services.
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Penicillin allergy reinstatement in a cohort of patients previously dela-
beled following formal allergy assessment
Lea Monday; Ravitej Goteti; Jaclyn Michniak; Edward Zoratti and
Allison Weinmann

Background: Penicillin allergies are frequently reported and are associated
with adverse clinical and antimicrobial stewardship outcomes. Allergy
delabeling, either by patient history or skin testing and oral challenge
can facilitate removal of penicillin allergy label. However, penicillinaller-
gies are often reinstated in the medical record and data is limited about
how and why this occurs. In our center, the departments of allergy and
infectious diseases utilize an allergist nurse practitioner for penicillin
allergy delabeling. We investigated the prevalence of penicillin allergy
reinstatement following removal and associated factors thereof.
Methods: We performed a retrospective observational study of patients
who previously had penicillin allergy removed by the allergist nurse practi-
tioner between August 2020 and May 2021 (250 days). Patients were fol-
lowed for a minimum of 8 months and up to 16 months after penicillin
allergy removal. We then assessed whether the allergy was reinstated.
Clinical characteristics were compared between patients with penicillin
allergy reinstated and not reinstated using the χ2 and Mann-Whitney U
test. The primary end point was prevalence of penicillin allergy reinstate-
ment following removal. Results:During the study period, 81 patients had
penicillin allergy removed, but it was later reinstated in 19 patients (23%)
(Fig 1). Median time to reinstatement was 94 days. Allergies were
reinstated most frequently by nurses (53%) and medical assistants
(37%). Reinstatement occurred in both outpatient (53%) and inpatient
(47%) settings. In 18 of 19 cases, there was no acknowledgment that a prior
assessment had determined the patient was not allergic to penicillin. Only 1
patient experienced a reaction prompting reinstatement of penicillin
allergy. Once the allergy was redocumented, it was subsequently men-
tioned in a median of 17 notes per patient. Comorbidities did not differ
between patients with allergy reinstated versus those without (Table 1).
Patients with penicillin allergy reinstated were more often originally dela-
beled via history rather than skin test followed by oral challenge and were
more likely to have been readmitted subsequently. Conclusions: Penicillin
allergies were redocumented in almost one-quarter of patients, most fre-
quently by a nonphysician teammember and without acknowledgement of
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