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Definitions 
Simple UTI/Cystitis- infection of bladder and 
lower urinary tract 
Complicated UTI- flank pain or CVA tenderness, or 
fever (100/37.8), or other systemic signs, (pelvic or 
perineal pain in men) suggests it has progressed 
beyond the bladder. 

History 
Pain at start of urination? Urethra 
Pain at end of urination? Bladder  
Flank pain? Fever/chills? Complic. UTI 
Hematuria? Cystitis more likely 
Recent sexual activity (60d)? 
New partner? 
Monogamous? 
Vaginal sxs- discharge, irritation, pain? 

Consider STI 
External genitalia lesions noted? 
Type of contraception used? 

Spermicides, diaphragms and 
spermicide coated condoms 
increase UTI risk. 

Chronic nocturia, dysuria, incontinence, 
and general sense of lack of well being 

Nonspecific for UTI 
Acute dysuria (<1week)- specific for UTI 
Cloudy or smelly urine in SNF pts- 

No benefit to treat without 
classic cystitis sxs or fever 

Treatment 
1. Cystitis-

First line 
• Nitrofurantoin 100mg BID x 5d (females) x7d

(males) 
• Bactrim DS i BID x 3d (females), x7d (males)

Second Line 
• Keflex 250-500 qid x 5-7d

Special Populations 
Men 
Indwelling Foley 
Pregnant women 
Renal transplant patients 
Recurrent simple cystitis 
UTI in infants/young children 

Higher Risk 
(not automatically complicated if no 
concerning sxs but watch more closely) 
Nephrolithiasis. Polycystic Kidney Dz 
Strictures, Stents, Urinary Diversions 
Immunocompromised- neutropenia, HIV, 

poorly controlled DM 

Diagnostic Process 
1. Women w/ dysuria + frequency + no vaginal discharge/irritation- treat/no test
2. Women w/ vag sxs or sterile pyuria- pelvic exam, KOH, wet mount, GC NAAT, UA,

HCG
3. Chronic nocturia, chronic incontinence, general malaise, cloudy or malodorous

urine- consider hydration, observe rather than routinely check UA unless fever.
4. Men- prostate and genital exam, GC NAAT of urine if sexually active
5. Indwelling foley-

• pyuria and bacteriuria common, not predictive of growth of >100,000
colonies of an organism.

• CVAT specific to UTI.  Falls, change in mentation, AP, pyuria, smell or
appearance of urine should not be used to diagnose a UTI in isolation.

• Vast majority of catheter-assoc UTI have counts>100,000 colonies
• Urine sample collected after replacing the catheter or if possible mid stream

6. E. coli shouldn’t be considered a contaminant if it grows in mixed flora since
almost any growth of E. coli in voided urine in symptomatic pt reflects growth.

7. Growth of organisms thought to be contaminants (lactobacilli, enterococci, grp b
strep, non-saprophyticus coag-neg staph) may be causative when found in
voided urine with high counts and pure growth.

8. Screen for asymptomatic UTI in renal transplant patients for first 3 months.
9. Recurrent UTI (defined as >1 infn in 6 months or >2 in 1 year.

Reinfection vs Relapse 
Relapse- if recurrent occurs within 2 weeks of completion of the original 
infn and the infecting uropathogen strain is the same. 
Reinfection- vast majority of recurrences are reinfections. 

Imaging (indications for CT or US to rule out obstruction): 
1. Relapsing infection (see above)
2. Repeated isolation of proteus (associated with struvite stones)
3. History of passing stones
4. Hematuria that persists after eradication of the infection

Prevention 
1. Increase fluid intake by an additional 1.5L.
2. Contraception modification- abstinence or eliminate spermicide
3. Postcoital voiding
4. Wiping front to back
5. Topical estrogen for postmenopausal women (refer to gyn to

dose)
6. Antibiotic prophylaxis guidelines in uptodate.

Lab Tests 
UA 

• Nitrites positive highly predictive of positive cx
o PV+=75%-95%

• More than trace leukocytes PV+= 65-85%
• Presence of both is almost conclusive (PV+=95%)
• WBCs without bacteria, consider STI

Positive Culture 
• If asymptomatic, must have>100k colonies
• Colonies may be <100k If:

o symptomatic female (as low as 100), 
asymptomatic male, on abx or certain 
org. (Klebsiella, Pseudomonas,
Enterobacter, Serratia, Moraxella)
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