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Sign guidelines uti in adults
Bacteriuria - this refers to the presence of bacteria in the urine. This may be symptomatic or asymptomatic. Asymptomatic bacteriuria should be confirmed by two consecutive urine samples.Urinary tract infection (UTI) - this implies the presence of characteristic symptoms and significant bacteriuria from kidneys to bladder. Many laboratories regard
105 colony-forming units per millilitre (cfu/ml) as the threshold for diagnosing significant bacteriuria. Bacteriuria does NOT equate to a UTI, especially in the population aged over 65.Lower UTI - this is generally considered to be infection of the bladder (cystitis).Upper UTI - this includes pyelitis and pyelonephritis.Recurrent UTI - this may be due to
relapse or re-infection. The number of recurrences regarded as clinically significant depends on age and sex.Uncomplicated UTI - this refers to infection of the urinary tract by a usual pathogen in a person with a normal urinary tract and with normal kidney function.Complicated UTI - this occurs where anatomical, functional, or pharmacological
factors predispose the person to persistent infection, recurrent infection or treatment failure - eg, abnormal urinary tract.Several micro-organisms are known to cause UTI but the majority of infections will be produced by Escherichia coli. Other causative organisms are:Staphylococcus saprophyticusProteus mirabilisEnterococciInfection with less
common organisms is more likely to occur in patients who have underlying pathology and/or frequent infections, are immunosuppressed, or who are catheterised. Organisms which may produce infection under these circumstances include:Klebsiella spp.Proteus vulgarisCandida albicansPseudomonas spp.UTIs are common in general practice,
accounting for 1-3% of all consultations. UTI is the second most common clinical indication for empirical antibiotic treatment in primary and secondary care, and urine samples constitute the largest category of specimens examined in most medical microbiology laboratories. Around one in three women have had a UTI by the age of 24 and around half
of all women report at least one UTI sometime during their lifetime.UTIs occur much less frequently in men at all ages, although they occur more commonly in older men.Prevalence of bacteriuria increases over the age of 65 and does not equate to a diagnosis of a UTI. Alone it is not usually an indication for treatment. In the population aged over 65,
bacteriuria may be so high that urine culture ceases to be a diagnostic test.Apart from age and gender, risk factors associated with UTI include:Recent instrumentation of the renal tract.Abnormality of the renal tractIncomplete bladder emptying - particularly by prostatic obstruction in men.Antibiotic use changes the vaginal flora and promotes
colonisation of the genital tract with E. coli, resulting in subsequent increased risk of UTI.Sexual activity.New sexual partner.Use of spermicide.Diabetes.Presence of catheter.Institutionalisation.Pregnancy.Immunocompromise.Genetic component to risk - increased incidence of UTI in the immediate female relatives of women with recurrent UTI, and
associated genes have been identified[4].A UTI can present with a range of symptoms, or may be totally asymptomatic and diagnosed only on routine dip testing. The presenting symptoms will vary with the age and sex of the patient and also with the severity and site of the infection but may include:Urinary frequency.Painful frequent passing of only
small amounts of urine.Dysuria.Haematuria.Foul-smelling ± cloudy urine.Urgency.Urinary incontinence.Suprapubic or loin pain.Rigors.Pyrexia.Nausea ± vomiting.Acute confusional state - particularly elderly patients.The differential diagnosis will depend on the presenting symptoms:Many of the symptoms of a UTI can be seen in women with urethral
syndrome who have no bacterial infection or in postmenopausal women with atrophic vaginitis and urethritis.Other infections of the genital tract such as with C. albicans, herpes simplex, Chlamydia trachomatis and Gardnerella spp. may also produce similar symptoms in some women.In men, an enlarged or inflamed prostate may also present in a
similar manner to a UTI.Investigation of a patient with symptoms suggestive of a UTI may include:History - eg, any previous UTI, sexual history, antibiotic use, any history of renal tract abnormality or diabetes, use of immunosuppressant agents such as steroids, family history of UTI.Examination of the bladder and kidneys.Dipstick analysis of urine may treat as bacterial if there are positive results for nitrite and/or leukocytes. It is advised that dipstick testing is not used to diagnose UTIs in adults with indwelling urinary catheters[5].Urine microscopy - leukocytes indicate presence of infection.Urine culture - to exclude the diagnosis, or if high-risk (eg, pregnant, immunosuppressed, renal tract
anomaly), or if failed to respond to earlier empirical treatment. Urine culture should always be performed in men with a history suggestive of UTI regardless of the results of the dipstick test. Urine culture is not required for symptomatic lower UTI in non-pregnant women.An ultrasound evaluation of the upper urinary tract should be considered to
rule out urinary obstruction or renal stone disease in acute uncomplicated pyelonephritis. Further imaging may be required in those who remain febrile following 72 hours of treatment[6].Further investigations are rarely necessary in otherwise healthy females with lower tract infections, as underlying renal tract abnormalities are uncommon even in
those patients with recurrent infections.Referral for imaging or cystoscopy should be considered in patients who:Have persistently not responded to treatment.Have a history of renal tract disease or anomaly.Have haematuria.Are women with recurrent infections who are not responding to preventative measures, or men with two or more episodes in
three monthsIn addition to the above criteria, referral should be considered for men who have any suggestion of obstruction along the urinary tract - eg, enlarged prostate, or who have had signs of upper UTI.Guidelines from the National Institute for Health and Care Excellence (NICE) for suspecting cancer in 2015 advise[7]:Consider a prostate
specific antigen (PSA) test and digital rectal examination (DRE) to assess for prostate cancer in men with lower urinary tract symptoms (such as nocturia, urinary frequency, hesitancy, urgency or retention) or visible haematuria.Refer under the two-week wait rule if a person aged 45 or over has:Unexplained visible haematuria without UTI; orVisible
haematuria which persists or recurs after successful treatment of UTI.Refer under the two-week wait rule if a person aged 60 or over has unexplained non‑visible haematuria and either dysuria or a raised white cell count on a blood test.Consider non-urgent referral to exclude bladder cancer in those aged 60 or over with recurrent or persistent
unexplained UTI.Dr Sarah Jarvis, 12th February 2021In September 2020 and again in January 2021, NICE released updated guidance on suspected cancer recognition and referral. However, no changes in these updates relate to those suspected cancers mentioned in this article[7].Clinical Editor's notes (August 2017) Dr Hayley Willacy would like to
draw your attention to the useful patient information produced this year by Public Health England[8]. This includes information for your patient on recognising when they have an infection, self-help advice, when to seek help from a healthcare professional and how they may be treated.General measuresSome women may find it helpful to be made
aware of the risk factors for recurrent infection. These include:Use of spermicideFrequent sexual intercourseNew sexual partnerCranberry juice has been traditionally advised as being helpful in the prevention and treatment of UTI; however, latest Cochrane reviews suggest the benefit is limited[9]. A Cochrane review also found insufficient evidence
to comment on the use of probiotics in preventing UTIs[10].Also traditionally, a number of measures have been advised, such as increasing fluid intake and personal hygiene behaviours (for example, avoiding delay in urination, wiping from front to back after defection, avoiding douching), but there is no evidence to support these[6].Trimethoprim or
nitrofurantoin remains the drug of first choice for the empirical treatment of uncomplicated UTI. 10-20% of E. coli infections may be resistant. Current recommendations suggest that the treatment period should be no longer than three days in women with uncomplicated UTI, although should remain at seven days for the treatment of UTIs in
men[1].First-line therapy in mild cases of uncomplicated pyelonephritis is oral ciprofloxacin for 7-10 days[11]. Co-amoxiclav and cefalexin usually feature as alternatives in local guidelines.Studies suggest the use of topical oestrogen in postmenopausal women reduces recurrence of UTI[12]. However, the Scottish Intercollegiate Guidelines Network
(SIGN) states it should not be used for prevention[1].Prophylactic low-dose antibiotics may be helpful in certain circumstances[2]:In women, for recurrent cystitis associated with sexual intercourse, trimethoprim 100 mg may be taken within two hours of intercourse. This is an off-label use.In women, for recurrent infection not associated with sexual
intercourse, a six-month course of a low-dose antibiotic may be used (such as trimethoprim 100 mg nocte or nitrofurantoin 50-100 mg nocte).Paracetamol and/or non-steroidal anti-inflammatory drugs (NSAIDS) are of use for symptomatic relief.Asymptomatic bacteriuria should not be treated in adults with catheters or in non‑pregnant women.
Antibiotic prophylaxis is not required to prevent UTI in adults with long‑term indwelling catheters unless there is a history of recurrent or severe UTI[5].Ascending infection can occur leading to:Men with UTI may also have infection of the prostate. Between 52% and 90% of men with a UTI have been reported to have prostatic involvement in the
infection, which can result in prostatic abscesses or prostatitis[1].Complications of untreated asymptomatic bacteriuria in pregnancy include[13]:See also the separate Recurrent Urinary Tract Infection, Urinary Tract Infection in Children, Lower Urinary Tract Symptoms in Men and Lower Urinary Tract Symptoms in Women articles for further
information.Management of suspected bacterial urinary tract infection in adults; Scottish Intercollegiate Guidelines Network - SIGN (updated July 2012)Urinary tract infection (lower) - women; NICE CKS, July 2015 (UK access only)Urinary tract infection (lower) - men; NICE CKS, October 2014 (UK access only)Zaffanello M, Malerba G, Cataldi L, et
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Immunization Practices (ACIP) of the Centers for Disease Control and Prevention has issued its annual guideline on vaccination against influenza. This year's guideline contains few significant changes from the 2010–2011 recommendations. It includes information on a newly licensed intradermal vaccine, a change in the number of vaccine doses
required in children six months to eight years of age, and recommendations on vaccination in persons allergic to eggs.The 2011–2012 seasonal influenza vaccine virus strains are the same ones contained in the 2010–2011 vaccine: A/California/7/2009 (H1N1)-like, A/Perth/16/2009 (H3N2)-like, and B/Brisbane/60/2008-like antigens. The influenza A
(H1N1) vaccine virus strain is derived from a 2009 pandemic influenza A (H1N1) virus. Although the vaccine strains are unchanged, vaccination is recommended even in persons who were vaccinated last season because postvaccination antibody titers decrease over the course of a year.Ideally, vaccination should occur before the onset of influenza
activity in the community to allow time for antibodies to reach protective levels. Table 1 lists the available vaccines for the 2011–2012 influenza season. Physicians should offer vaccination as soon as vaccine is available.A new intradermally administered trivalent inactivated vaccine (TIV), Fluzone Intradermal, was licensed in May 2011 for use in
adults 18 to 64 years of age. It contains less antigen than intramuscular TIV preparations (9 mcg of each strain compared with 15 mcg of each in intramuscular vaccines). The vaccine is given via a single-dose, prefilled microinjection syringe, preferably in the deltoid. The most common adverse reactions are injection-site erythema, induration,
swelling, pain, and pruritus; these occur more often with the intradermal vaccine than with intramuscular TIV vaccines (except for pain), but generally resolve within three to seven days.VACCINATION IN CHILDREN SIX MONTHS TO EIGHT YEARS OF AGEChildren six months to eight years of age should receive two doses of influenza vaccine
(administered at least four weeks apart) if this is the first season they have been vaccinated against influenza. Those who have received influenza vaccine previously should receive one dose this season. In previous influenza seasons, children six months to eight years of age who received only one dose of vaccine in their first year of vaccination
required two doses the following season. However, because the vaccine strains are unchanged from last season, only one dose of vaccine is required in children who received a single dose in 2010–2011.VACCINATION IN PERSONS WITH EGG ALLERGYInfluenza vaccine should always be administered in settings with personnel and equipment for
rapid recognition and treatment of anaphylaxis. Although severe allergic and anaphylactic reactions are rare, they can occur in response to influenza vaccine components. A previous severe allergic reaction to influenza vaccine, regardless of the component suspected to be responsible, is a contraindication to influenza vaccination.Allergy to eggs must
be distinguished from allergy to influenza vaccine. All currently available influenza vaccines are prepared by inoculation of virus into chicken eggs. Hypersensitivity to eggs has been considered a contraindication to influenza vaccination, but because TIV has been administered safely in persons with egg allergy, some TIV package inserts now note that
only a severe allergic reaction (e.g., anaphylaxis) to egg protein is a contraindication. In studies that reported the ovalbumin content of the administered vaccine, up to 1.4 mcg per mL of ovalbumin was tolerated without serious reactions. However, a safe maximal threshold is not known.Some persons who report that they are allergic to eggs actually
may not be. Those who are able to eat lightly cooked eggs without a reaction are unlikely to be allergic. Conversely, those who are allergic may be able to tolerate eggs in baked goods; tolerance to egg-containing foods does not exclude the possibility of egg allergy. Allergy can be confirmed by a consistent medical history of adverse reactions to eggs
and egg-containing foods, in addition to skin or blood testing for immunoglobulin E antibodies to egg proteins.ACIP recommends that persons who have experienced only hives after exposure to eggs should receive influenza vaccine with the following additional measures (Figure 1): TIV should be given instead of live attenuated vaccineVaccine should
be administered by a health care professional who is familiar with potential manifestations of egg allergyPatients should be monitored for a reaction for at least 30 minutes after vaccine administrationOther measures, such as skin testing with vaccine and dividing and administering the vaccine in two steps, are not necessary.Persons who report a
history of angioedema, respiratory distress, lightheadedness, or recurrent emesis after exposure to eggs, and those who required epinephrine or other emergency medical intervention, are more likely to have a serious systemic or anaphylactic reaction to influenza vaccine. These patients should be referred to a physician with expertise in the
management of allergic conditions for further risk assessment.Page 7 Please note: This information was current at the time of publication. But medical information is always changing, and some information given here may be out of date. For regularly updated information on a variety of health topics, please visit familydoctor.org, the AAFP patient
education website. Am Fam Physician. 2011 Oct 1;84(7):815. See related article on bariatric surgery.Weight loss surgery (also called bariatric surgery) includes several different procedures designed to make the stomach smaller. The two most common procedures are gastric banding and Roux-en-Y (ROO-en-Y) bypass. The goal of these surgeries is
for you to feel satisfied with less food, so you eat less and lose weight.A silicone band is placed around the upper part of the stomach. Your doctor can adjust the band after the surgery to control weight loss.A small pouch is created in the stomach that “skips” some of the small intestine. After this surgery the body absorbs less calories from food,
which leads to weight loss.People with a body mass index (BMI) of 40 or higher, or people with a BMI of 35 who have at least one weight-related medical problem, are usually eligible for weight loss surgery if they have not been able to lose weight in other ways.There are strict food recommendations that need to be followed after weight loss surgery.
You will never be able to eat the way you used to, but you also will not be as hungry as you used to be.Many insurance plans cover weight loss surgery. Check with your insurance provider for details about your plan.To see the full article, log in or purchase access. This handout is provided to you by your family doctor and the American Academy of
Family Physicians. Other health-related information is available from the AAFP online at . This information provides a general overview and may not apply to everyone. Talk to your family doctor to find out if this information applies to you and to get more information on this subject. Copyright © 2011 by the American Academy of Family Physicians.
This content is owned by the AAFP. A person viewing it online may make one printout of the material and may use that printout only for his or her personal, non-commercial reference. This material may not otherwise be downloaded, copied, printed, stored, transmitted or reproduced in any medium, whether now known or later invented, except as
authorized in writing by the AAFP. Contact afpserv@aafp.org for copyright questions and/or permission requests. Want to use this article elsewhere? Get Permissions Page 8 Please note: This information was current at the time of publication. But medical information is always changing, and some information given here may be out of date. For
regularly updated information on a variety of health topics, please visit familydoctor.org, the AAFP patient education website. Am Fam Physician. 2011 Oct 1;84(7):778. See related article on acute uncomplicated cystitis.Cystitis (sis-TIE-tis) is an infection in your bladder that is caused by bacteria. If you have a bladder infection, you may feel pain
when you urinate or have an unusually strong need to urinate. You may also urinate more often and have pain in your lower stomach.Bladder infection usually happens in healthy women of reproductive age. It is normal to have bacteria that live around your urethra (yoo-REE-thruh), which is where urine comes out. These bacteria usually are not
harmful. However, sometimes they can get into your bladder. You may be more likely to get a bladder infection if you hold your urine for a long time, if you have sex often, or if you are pregnant.See your doctor as soon as possible. You will need to give a urine sample. Most doctors will be able to tell you right away if you have an infection. Sometimes
a urine culture is needed, which means your urine sample will be sent to a laboratory. It takes about three to five days to get the results.Your doctor will usually prescribe three to five days of antibiotics. Many women begin feeling better within 36 hours of starting an antibiotic. It may be helpful to drink more water. You can also take over-the-counter
pain medicine. Drinking cranberry juice and taking cranberry tablets have not been shown to help.See your doctor if your symptoms get worse, or if you have nausea, vomiting, or a fever higher than 100.1° F. Rarely, some people will need to go to the hospital because of complications from a bladder infection.To see the full article, log in or purchase
access. This handout is provided to you by your family doctor and the American Academy of Family Physicians. Other health-related information is available from the AAFP online at . This information provides a general overview and may not apply to everyone. Talk to your family doctor to find out if this information applies to you and to get more
information on this subject. Copyright © 2011 by the American Academy of Family Physicians. This content is owned by the AAFP. A person viewing it online may make one printout of the material and may use that printout only for his or her personal, non-commercial reference. This material may not otherwise be downloaded, copied, printed, stored,
transmitted or reproduced in any medium, whether now known or later invented, except as authorized in writing by the AAFP. Contact afpserv@aafp.org for copyright questions and/or permission requests. Want to use this article elsewhere? Get Permissions
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