Supplementary material. Shared Decision-Making Tool for rUTI Prevention

This aims to support structured, patient-centred discussions about non-antibiotic prophylaxis options for rUTI in primary care or outpatient settings. This tool is designed to be used during consultations to facilitate conversation regarding risks, benefits, feasibility, and patient preferences when developing an individualised prophylactic strategy.

All patients
Discuss Modifiable Risk Factors
· Hydration patterns, sexual triggers, menopausal status, contraception, urinary habits, constipation, diabetes control, hygiene practices.
· Discuss behavioural adjustments (e.g., increasing fluids, adjusting spermicide use).

Clarify the diagnosis
Rule out red flag symptoms and upgrade referral where appropriate
Confirm and record ≥2 culture-proven UTIs in 6 months or ≥3 in 12 months.
Explore how rUTIs affect the patient’s quality of life, work, sexual activity, continence, and psychological wellbeing.
Assess about the patient’s primary goals: fewer infections, fewer antibiotics, less discomfort, improved predictability, avoiding hospital visits, etc.

Male
Rule out specific red flag symptoms: back pain, nocturnal enuresis and painless, palpable bladder distension.
Assess for causes of infection:
Thorough LUTS assessment including adjuncts such as international prostate symptom score (IPSS) to assess voiding or storage LUTS
History of prostatitis/epididymo-orchitis
History of retention (previous medication/BOO surgery/catheter usage)

Female
Present Evidence-Based Non-Antibiotic Options. For each intervention, explain:
· What it is / how it works
· Effectiveness – relative risk reduction based on best-available evidence
· Safety considerations
· Practicality and cost
· Suitability for patient’s sex, age, menopausal status, comorbidity profile

First-line therapies:
· Methenamine hippurate
· Vaginal estrogen (postmenopausal women)
· Cranberry extract (standardised proanthocyanidin [PAC] content)

Adjunct therapies:
· D-mannose
· Probiotics
Second line therapies after specialist urology referral:
· Immunoactive prophylaxis
· Intravesical therapies

Exploring Patient Preferences
Questions to facilitate preference-sensitive care:
· Would daily low-burden treatments be beneficial or are event-driven options more suitable (eg. Patients who get post-coital infections)?
· How consistent will the patient be with treatment?
· Are there any accessibility issues? Eg. Being able to get to hospital for bladder instillations/availability of vaccines in the local trust
· Is the patient motivated to try multiple combination therapies

Agree on a Plan and Monitoring
· Choose first line intervention(s)
· Define expected timeframe for benefit (usually 3–6 months) and schedule follow-up accordingly
· Agree on actions if infections recur (e.g. urine culture to be sent, rescue-pack antibiotics and possibly urology referral if refractory to treatment)

