
Antibiotics increase the risk for C. difficile infection and other patient harms. Antibiotics also

can affect the body’s microbiome and contribute to antibiotic resistance.

Many patients are given antibiotics unnecessarily, primarily for misdiagnosed urinary tract

infections or pneumonia. Antibiotics should never be given to a patient who does not need them.

Antibiotics can cause adverse drug reactions, disrupt the body’s microbiome, increase antibiotic

resistance, and increase the risk for a patient to get Clostridioides (formerly Clostridium)

difficile (C. difficile) infection. C. difficile infection is a life-threatening illness that can occur

when antibiotics kill normal bacteria in the intestine. Patients recovering from C. difficile

infections are three times more likely to have a recurrence of C. difficile infection if they take an

antibiotic within a month. 

Antibiotic resistant bacteria are a rising cause of death of hospitalized patients. Some studies

have linked exposure to antibiotics to other medical problems even beyond the period when a

person has an infection, such as asthma in childhood. 

5 Things Medical Professionals

Should Question 

for Infection Prevention and

Antimicrobial  Stewardship

Do not start antibiotics without evaluating the patient for bacterial
infection and determining that antibiotics are needed to treat the
infection. 
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Stop antibiotics in patients whose diagnostic culture(s) are negative
unless there is clear evidence of bacterial infection. 

Patients often receive antibiotic treatment when bacterial infection is suspected but not yet

confirmed. Usually, laboratory and radiology information are available after 3 days.

Based on test and culture results, antibiotics should be deescalated to a narrow-spectrum

antibiotic or discontinued if there is no further evidence of infection.

Reducing antibiotic exposure decreases the risk of infections with C. difficile and antibiotic-

resistant bacteria. Medical professionals should use their local antibiogram to develop guidance

for narrow empiric choices to limit patient exposures to unnecessary antibiotics.
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All invasive medical devices pose a major risk for infection. Invasive medical devices,

including central venous catheters, endotracheal tubes, indwelling urinary catheters, and

peripheral IVs, may be necessary for patient support, but they also increase the patient’s

risk for healthcare-associated infection (HAI).

Often, invasive devices can be avoided. If they are used, they can be removed quickly with

the help of clinical reminders and protocols. Invasive devices should never be used for

convenience. Medical professionals should consider using alternatives to invasive medical

devices when they are appropriate for the patient, such as external urinary catheters, and

implement protocols that facilitate prompt removal.

Avoid giving patients unnecessary invasive medical devices. 
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Do not perform diagnostic tests unless the patient has signs or
symptoms of infection. 

A positive diagnostic test result without a correlating clinical picture may represent

colonization rather than infection, leading to overdiagnosis and overtreatment. 

Although diagnostic tests such as urine, blood, sputum cultures, and PCR and/or NAAT 

tests are important for diagnosing disease when used in patients with appropriate signs or

symptoms, if the patient does not have signs or symptoms test results can return positive when

infection is not present. A positive blood culture may be due to contamination, a positive urine

culture may represent asymptomatic bacteriuria, and a positive test for C. difficile may be from

colonization. Treating patients who do not have infections exposes them to the risks of

antibiotics without the benefit of treatment.

Medical professionals should consider implementing a tiered approach to diagnostic testing (for

example, urinalysis with reflex urine culture) for infections that are difficult to diagnose.
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After wound closure, do not continue antibiotics that were used for
routine surgical prophylaxis. 

Prophylactic antibiotics can significantly decrease the risk of surgical site infections, but they

are beneficial only when used intraoperatively. No evidence exists that they provide

additional benefit after the surgical incision has been closed. 

Unnecessary antibiotic use can cause harms, including antibiotic-resistant bacteria

colonization and infection, C. difficile infection, and acute kidney injury.
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Disclaimer

These items are provided solely for informational purposes and are not intended as a

substitute for consultation with qualified medical professionals. 

This list is managed by the SHEA Guidelines Committee. It originally was developed for the

ABIM Choosing Wisely campaign. 

Since it was first published in 2016, the Guidelines Committee has reviewed and updated it

biennially, with the most recent revision in March 2024, published in July 2024. 

In 2015, a SHEA task force compiled a list of approximately 40 recommendations of medical

tests or treatments to avoid, collected from members of the SHEA Guidelines, Public Policy

and Government Affairs, Antibiotic Stewardship, Education, and Publications Committees.

From those suggestions, the group reviewed removed duplicates and electronically ranked

them. The top 15 recommendations were sent to the SHEA Research Network for a separate

ranking. The Guidelines Committee reviewed the top 8 recommendations for their

appropriateness for the Choosing Wisely campaign, and five final recommendations were

formally approved by the SHEA Guidelines Committee and the SHEA Board of Trustees. The

method for the development of the first SHEA Choosing Wisely list is published in Infection

Control and Hospital Epidemiology: https://doi.org/10.1017%2Fice.2016.61. 
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