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1. Purpose 

1.1. This document sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines for appropriate microbiological investigation and antimicrobial 
prescribing in adult patients with urinary tract infections (including post-
surgical and prostatitis).  

1.2. This guideline applies to all adults except pregnant patients and must be 
adhered to. Special considerations exist for breastfeeding patients; liaise with 
specialist clinicians as appropriate in these cases. See separate guidance for 
pregnant or paediatric patients. 

1.3. Non-compliance with this guideline may be for valid clinical reasons only.  The 
reason(s) for non-compliance must be documented clearly in the patient’s 
notes.   

1.4. This guideline is primarily aimed at all prescribing teams but other staff (e.g. 
nursing staff, pharmacists) may need to familiarise themselves with some 
aspects of the guideline.  

1.5. Implementation of this guideline will ensure that: 

 Urinary tract infections (including post-surgical and prostatitis) are 
managed according to current evidence and standards of practice in the 
wider healthcare community. 

 A standard of care is specified to facilitate a consistent approach 
between urology, microbiology and pharmacy in terms of patient 
management, specimen processing and drug availability. 

 Non-urology clinicians recognise symptoms which require referral to 
urology for specialist management. 

2. Responsibilities  

2.1. Responsibility for education and training lies with the Lead Consultant 
Microbiologist for Antibiotic Stewardship.  It will be provided through formal 
study days and informal training on the ward.   

2.2. The author will be responsible for ensuring the guidelines are reviewed and 
revisions approved by the Drug and Therapeutics Group in accordance with 
the Document Control Report. 

2.3. All versions of these guidelines will be archived in electronic format by the 
author within the Antibiotic Stewardship policy archive. 

2.4. Any revisions to the final document will be recorded on the Document Control 
Report.  

2.5. To obtain a copy of the archived guidelines, contact should be made with the 
author.  
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2.6. Monitoring of implementation, effectiveness and compliance with these 
guidelines will be the responsibility of the Lead Clinician for Antibiotic 
Stewardship.  Where non-compliance is found, the reasons for this must have 
been documented in the patient’s medical notes. 

Role of Antibiotic Working Group (AWG) 

2.7. The AWG is responsible for: 

 Leading antibiotic guideline development and review within 
Northern Devon Healthcare Trust 

 Involving all relevant stakeholders in guideline development and 
review 

3. Contacts 

3.1. Contact numbers: 

 Microbiologist    Bleep 193. Via switchboard out of hours. 

 Antibiotic Pharmacist    Bleep 029 (Mon-Fri only) 

4. Definitions 

 Asymptomatic bacteriuria - presence of bacteria in urine revealed by 
quantitative culture or microscopy in a sample taken from a patient without 
any typical symptoms of lower or upper urinary tract infection. In contrast with 
symptomatic bacteriuria, the presence of asymptomatic bacteriuria should be 
confirmed by two consecutive urine samples. 

 Bacteraemia - presence of bacteria in the blood diagnosed by blood culture. 

 Bacteriuria - presence of bacteria in urine revealed by quantitative culture or 
microscopy. 

 Classic symptoms of urinary tract infection (UTI) - dysuria, frequency of 
urination, suprapubic pain, urgency, , haematuria, strangury 

 Empirical treatment - treatment based on clinical symptoms or signs 
unconfirmed by urine culture. 

 Haematuria - blood in the urine either visible (macroscopic) haematuria or 
nonvisible (microscopic) haematuria. 

 Long term catheter - an indwelling catheter left in place for over 28 days. 

 Lower urinary tract infection (LUTI) - evidence of urinary tract infection with 
symptoms suggestive of cystitis (dysuria or frequency without fever, chills or 
back pain). 

 Medium term catheter - an indwelling catheter left in place for 7-28 days. 

 Near patient testing - tests that are done at the point of consultation and do 
not have to be sent to a laboratory. 

 Pyelonephritis - Kidney infection, usually non-communicable bacterial 
aetiology, characterised by flank/ lower back pain and fevers. Maybe caused 
by ascent of bacteria from the bladder via the ureters, or foreign body 
insertion (e.g.stent) into renal pelvis. 
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 Pyuria  - occurrence of ≥104 white blood cells (WBC)/ml in a freshly voided 
specimen of urine. Pyuria is present in 96% of symptomatic patients with 
bacteriuria of >105 colony forming units (cfu)/ml, but only in <1% of 
asymptomatic, abacteriuric patients. Pyuria in the absence of bacteriuria may 
be caused by the presence of a foreign body, for example, a urinary catheter, 
urinary stones or neoplasms, lower genital tract infection or, rarely, renal 
tuberculosis. 

 Short term catheter - an indwelling catheter left in place for 1-7 days. 

 Significant bacteriuria - For laboratory purposes the widely applied definition 
in the UK is 104 cfu/ml. For some specific patient groups there is evidence for 
lower thresholds: women with symptomatic UTI ≥102 cfu/ml,  men ≥103 cfu/ml 
(if 80% of the growth is due to a single organism). 

 Symptomatic bacteriuria - presence of bacteriuria in urine revealed by 
quantitative culture or microscopy in a sample taken from a patient, with 
typical symptoms of lower or upper urinary tract infection. The presence of 
symptomatic bacteriuria can be established with a single urine sample. 

 Upper urinary tract infection (UUTI) - evidence of urinary tract infection with 
symptoms and signs suggestive of pyelonephritis (loin pain, flank tenderness, 
fever, rigors or other manifestations of systemic inflammatory response). 

 Urethritis - Infection (may be communicable via sexual contact) of lower 
urinary system, typically asymptomatic but symptoms can include dysuria, 
discharge or local irritation. 

5. Management of Urinary Tract Infections in Secondary 
Care 

 Possible urinary tract infection, vague symptoms, no sepsis – see 
Appendix 1 

 Lower urinary tract infection, no sepsis, no catheter – see Appendix 2 

 Lower urinary tract infection, no sepsis, catheter associated – see 
Appendix 3 

 Pyelonpehritis – see Appendix 4 

 Urosepsis – see Appendix 5 

 Infection after urological procedures / surgery – see Appendix 6 

 Prostatitis – see Appendix 7 

 Epididymo-orchitis – separate guideline document (mentioned in appendix 
8) 

 Urethritis (including PID in females) – see Appendix 9 

6. Monitoring Compliance with and the Effectiveness of 
the Guideline 

Suggested audit criteria 

6.1. Suggested audit criteria include (based on NICE quality standard draft): 
UTI 
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 Proportion of patients with urinary catheters receiving antibiotics for 
infection diagnosed using dipstick testing 

 Proportion of patients not responding to first line treatment for UTI who 
have had a urine culture sent 
 

In hospitalised patients, and according to these protocols, it is reasonable to 
audit: 
 
 Proportion of patients being treated for UTI who have had a urine culture 

sent 
 Length of antibiotic course in hospital setting 

 
We should know whether our treatment regimens are working – we should 
monitor: 
 
 Antibiotic failure rates leading to admission with urosepsis. Percentage 

of patients with bacteraemia secondary to UTI prescribed an antibiotic 
for more than 24 hours before admission; divided into those with 
evidence of resistance to that antibiotic / no evidence of resistance 

 28 day mortality and length of stay for patients admitted with a diagnosis 
of urinary tract infection 

Process for Implementation and Monitoring Compliance and 
Effectiveness 

6.2. Incidents involving urological infection should be reported according to 
the Trust’s Incident Reporting Policy. Critical incident reports relating to 
urological infection will be collated by the Antibiotic Pharmacist. Results 
will be reported on an annual basis to the Drug and Therapeutics 
Group. 

7. Equality Impact Assessment  

7.1. The author must include the Equality Impact Assessment Table and 
identify whether the policy has a positive or negative impact on any of 
the groups listed.  The Author must make comment on how the policy 
makes this impact.  

Table 1: Equality impact Assessment 

Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age X   Separate guidance 
for paediatrics 

Disability   X  

Gender   X  

Gender Reassignment   X  

Human Rights (rights 
to privacy, dignity, 
liberty and non-
degrading treatment) 

  X  
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Marriage and civil 
partnership 

  X  

Pregnancy X   Separate guidance 
exists for this 
group. 

Maternity and 
Breastfeeding 

 X  Some treatments 
may be excreted in 
breast milk. 
Discuss on a case-
by-case basis with 
Paediatricians and 
Pharmacy for 
advice. 

Race (ethnic origin)   X  

Religion (or belief)   X  

Sexual Orientation   X  

 

8. References and Supporting Evidence 

Urinary Tract Infection  

 
 NICE. 2018. NICE Guideline NG109: Urinary tract infection (lower): 

antimicrobial prescribing. https://www.nice.org.uk/guidance/ng109  
  Urinary tract infections in adults NICE quality standard QS90. June 

2015 

 

 Adults aged 65 years and over have a full clinical assessment 
before being diagnosed with a urinary tract infection. 

 Adults with catheters are not diagnosed with a urinary tract 
infection by dipstick testing. 

 Adults with a urinary tract infection not responding to initial 
antibiotic treatment have a urine culture 

 Non-pregnant women and adults with catheters who have 
asymptomatic bacteriuria are not offered antibiotics. 

 Adults with catheters are not offered antibiotic prophylaxis to 
prevent symptomatic urinary tract infections 

 Men who have upper urinary tract infection are referred for 
urological investigation. 

 

 SIGN guidelines. http://www.sign.ac.uk/pdf/sign88.pdf  

Single doses of antibiotics are often effective 
 
A single dose of any antibiotic is an effective treatment for UTI in most patients. 
Therapeutic concentrations will be reached for at least 12-24 hours. This is 
sufficient to achieve cure in over two thirds of patients.  
 
This has been shown for acute cystitis using the following agents: 
 
Amoxicillin  Harbord RB et al (1981) BMJ 283, 1301-2 

https://www.nice.org.uk/guidance/ng109
http://www.sign.ac.uk/pdf/sign88.pdf
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Septrin   Harbord RB et al (1981) BMJ 283, 1301-2; Gossius G (1984) 
Scand J Infect Dis 16, 373 
Quinolones  Saginur R et al. (1992) Arch Intern Med152 1233-7 
Tetracycline  Rosenstock J et al (1985) Antimicrob Agents Chemother. 27 
652-4 
Nitrofurantoin   Gossius G (1984) Curr Ther Res 35, 925-31 
Cefaclor   Greenberg RN (1981) Am J Med 71, 841-5 
 
A single dose of an antibiotic, initiated by the patient when first symptomatic, is 
effective in recurrent UTI 
   Wong ES (1985) Ann Intern Med 102, 302-7 
 
UTI symptoms may resolve spontaneously 
 
Up to 50% of women with UTI symptoms recover spontaneously within a week 
   Mody L (2014) JAMA 311, 844-54 
 
What do others do when trying to diagnose infection in elderly patients with 
vague symptoms? 
 
A negative dipstick (no nitrites or pyuria) effectively rules out infection in elderly 
women 
   Mody L (2014) JAMA 311, 844-54 
 
It is reasonable to observe elderly patients with non-specific symptoms, while 
correcting hydration and reviewing medication. If, after 24 hours, an infection 
remains possible, then a dipstick may help in deciding whether to send an MSU, 
and this result may then guide treatment. 
   Mody L (2014) JAMA 311, 844-54 
 
What is wrong with using dipsticks in catheterised patients? 
 
Dipsticks are competely pointless in catheterised patients.  Even with the best 
catheter care, 1 in 20 catheters will become colonised with bacteria every day. 
Long term catheters are almost all colonised with bacteria. Culture is only 
useful in detecting resistant bacteria, not in making the diagnosis. 

Breitenbucher RB (1984) Arch Intern Med144 1585-8 
 
What are the best antibiotics to treat UTI? 
 
It is not necessary to cover enterococci in empirical UTI treatment protocols. 
Cephalosporins and quinolones do not treat enterococci, but are well 
researched options to treat pyelonephritis as single agents. Gentamicin has 
been shown to be a good single agent option to treat pyelonephritis. 

Wie SH (2014) Clin Microb Infect 20, 1211-8 
 

Cefalexin is an effective treatment for UTI in North Devon and is relatively low 
risk for causing C. difficile. Sensitivity data shows approximately 9 out of 10 
UTIs in North Devon are sensitive. It is not associated with C difficile (unlike 2nd 
and 3rd generation cephalosporins, co-amoxiclav or ciprofloxacin) 

Clostridium difficile infection: risk with broad-spectrum 
antibiotics. NICE 2015 

 
What are the downsides of prescribing abx? 
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Antibiotic resistance is a predictable and very common adverse drug reaction. 
Resistant pathogenic bacteria can be detected in one third of patients after 
antibiotic treatment in hospital.  

Gorska et al (2015) ECCMID O001 oral session 
 
Your normal flora might be worth looking after. They may prevent more serious 
infection : 
Mice challenged with S. aureus a week before being given influenza are MORE 
like to survive 

Guery et al (2015) ECCMID O001 oral session 
 

 
Your normal flora might be worth looking after, particularly in children. They 
may promote a more normal inflammatory response to allergens in the lung, 
perhaps reducing the risk of asthma. Guery et al (2015) ECCMID O001 oral 
session 

 
Your normal flora might be worth looking after. Abnormal bacteria in the gut 
have been associated with many diseases, from obesity to Crohns disease.  
Antibiotic treatment induces profound effects in metabolism. Perez-Cobas (2013) 
Gut 62, 1591 

 
Every dose of antibiotic is a roll of the dice - there is a chance that beneficial 
bacteria may be lost; and harmful bacteria may be gained. The effects of 
ciprofloxacin are unpredictable, and may sometimes be profound and long 
lasting, and of unknown physiological relevance Dethlefeson (2011) PNAS108, 
4554 

 Prostatitis 
NICE CKS. 2019. Acute Prostatitis [online] via 
https://cks.nice.org.uk/prostatitis-acute  
 Urethritis including PID 
BASHH Urethritis and Cervicitis guidance [online] 
https://www.bashhguidelines.org/current-guidelines/urethritis-and-cervicitis/  
BASHH. 2019. PID [online] https://www.bashhguidelines.org/current-
guidelines/systemic-presentation-and-complications/pid-2019/  
 Urosepsis 
NICE. 2016. NG51: Sepsis: recognition, diagnosis and early management 
[online] via https://www.nice.org.uk/guidance/ng51  
 Pyelonephritis 
NICE CKS. 2019. Acute Pyelonephritis [online] via 
https://cks.nice.org.uk/pyelonephritis-acute  
 NICE. 2018. NG113: Catheter Associated UTI [online] via 

https://www.nice.org.uk/guidance/ng113  
 NHS Improvement / PHE. 2019. Antimicrobial Resistance CQUIN: Part 

CCG1a – Improving the management of lower urinary tract infections in 
older people [online] via 
https://improvement.nhs.uk/resources/antimicrobial-resistance-cquin-
2019-20/ 

 NICE. 2018. NG109: Urinary tract infection (lower): antimicrobial 
prescribing [online] via https://www.nice.org.uk/guidance/ng109  

  
 General information 

https://cks.nice.org.uk/prostatitis-acute
https://www.bashhguidelines.org/current-guidelines/urethritis-and-cervicitis/
https://www.bashhguidelines.org/current-guidelines/systemic-presentation-and-complications/pid-2019/
https://www.bashhguidelines.org/current-guidelines/systemic-presentation-and-complications/pid-2019/
https://www.nice.org.uk/guidance/ng51
https://cks.nice.org.uk/pyelonephritis-acute
https://www.nice.org.uk/guidance/ng113
https://improvement.nhs.uk/resources/antimicrobial-resistance-cquin-2019-20/
https://improvement.nhs.uk/resources/antimicrobial-resistance-cquin-2019-20/
https://www.nice.org.uk/guidance/ng109
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 British National Formulary [online] via 
www.new.medicinescomplete.com  

 BASHH Sexual History Taking Guideline [online] via 
https://www.bashhguidelines.org/current-guidelines/sexual-history-
taking-and-sti-testing/  

 Contact information for Exeter Sexual Assault Referral Centre 
[online] https://sarchelp.co.uk/exeter-sarc/  

 North and East Devon Formulary and Referral [online] 
https://northeast.devonformularyguidance.nhs.uk/  

9. Associated Documentation  

 Antimicrobial Prescribing Policy 
 Incident reporting policy 
 Antibiotic guidelines for management of severe sepsis and septic shock 

http://www.new.medicinescomplete.com/
https://www.bashhguidelines.org/current-guidelines/sexual-history-taking-and-sti-testing/
https://www.bashhguidelines.org/current-guidelines/sexual-history-taking-and-sti-testing/
https://sarchelp.co.uk/exeter-sarc/
https://northeast.devonformularyguidance.nhs.uk/


Antibiotic Guidelines for UTI   
    

Microbiology   
  Page 12 of 39 

10. Appendix 1: Vague symptoms (no sepsis) 

10.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

10.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 
      Lower Urinary Tract Infection 
         Vague symptoms (no 
sepsis) 
    

10.3.  Header 

Bacteriuria and pyuria is common in the frail, elderly and long-term care 
populations – unnecessary antibiotic treatment for these harmless conditions has 
a number needed to harm of only 3 patients. Other causes of delirium or sources 
of infection must be excluded before a working diagnosis of UTI is made. 

10.4. Diagnosis and Differentials [open] 

Diagnose urinary tract infection (UTI) in patients with 3 or more symptoms in total, 
which must include at least one of the highlighted symptoms: 

 Dysuria — discomfort, pain, burning, tingling or stinging associated with urination. 
 Frequency 
 Urgency  
 Incontinence. 
 Urinary retention 
 Changes in urine appearance or consistency: Urine may appear cloudy to the 

naked eye, or change colour or odour. 

 Haematuria may present as red/brown discolouration of urine or as frank 
blood. 

 Nocturia 
 Suprapubic discomfort 
 Fever 
 Raised inflammatory markers 

Atypical – generalized non-specific clinical features more usual in elderly patients with 
underlying cognitive impairment or indwelling urinary catheter (particularly if more 
than 7 days) in situ — consider UTI if the patient presents with: 

 Acute delirium / behavioural change 
 Lethargy 
 Resistance to care activities being carried out 
 Reduced ability to independently carry out activities of daily living 
 Falls 
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 Temperature 1.5ºC above normal twice in 12 hours 
 Anorexia. 
 
Differentials include: 
 
 Delirium: drug-induced, dehydration, disturbed sleep 
 Lower abdominal pathology: constipation, diverticular disease, appendicitis 
 Cystitis (inflammatory, non-infectious), caused by:  

 Trauma due to genitourinary procedures incl. traumatic catheter 
insertion/removal, sexual intercourse, sexual abuse or physical activity (such 
as cycling). 

 Adverse drug effects — some drugs such as cyclophosphamide, opioids, and 
nifedipine can cause urinary tract symptoms. 

 Irritant contact dermatitis 

 Thrush 
 Gender-specific:  

 Women: Fibroids, atrophic vaginitis, lichen sclerosis, lichen planus, PID, 
cervicitis, gynaecological malignancy (for example ovarian cancer) may 
present with persistent or frequent increased urinary urgency and/or 
frequency. 

 Men: benign prostatic hyperplasia (BPH), acute prostatitis, epididymitis, 
testicular torsion 

 Urolithiasis 
 Urological malignancy 
 Other infections such as sexually transmitted infections (for example Chlamydia, 

Gonorrhoea, genital herpes simplex), intestinal worms 

10.5. Always Remember To… [open/closed] 

 2 sets x blood cultures if rigors or high fevers 
 Females under 65 years no catheter, when the patient displays 2 or less typical 

clinical symptoms or signs of UTI - Use a dipstick urine test to detect leukocytes 
and nitrites. If other signs on dipstick positive, ensure these are followed up. 

 NEGATIVE FOR LEUKOCYTES AND NITRITES – No MSU required for 
infection diagnosis, do not treat with antibiotics. Consider alternative diagnosis 

 POSITIVE FOR LEUKOCYTES AND NITRITES – poor specificity – no better 
than 50%. Send MSU with full clinical details on the request form, observe 
patient whilst awaiting test results…  

 Other patients - send an MSU/CSU straightaway, DO NOT urine dipstick test for 
diagnosis of infection with leukocytes and nitrites: 

 Recent instrumentation of the urinary or genital tract.  
 Currently catheterised or recently TWOC’ed 
 Male patients 
 Female patients 65 years and over 
 Pregnant females – see separate guideline 

 Optimise general care whilst awaiting MSU/CSU results, hold off antibiotics 
unless systemically unwell –  
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 Think kidney: hold nephrotoxics if creatinine raised, adequate hydration 
 Delirium awareness: review ±hold deliriogenic drugs, laxatives if BNO, 

promote normal sleep-wake pattern 
 Infection prevention and control: good hygiene for patient and ward 

environment 
 Reconsider differentials  

 Revisit in 24 hours and assess clinical picture when MSU/CSU results are 
back from the lab. 

 NEGATIVE CULTURE: Almost rules out UTI 
 POSITIVE CULTURE: Poor specificity, especially in the elderly as high 

prevalence of bacteriuria. If clinical signs/symptoms have resolved, UTI can 
be ruled out 

 Catheters are highly likely to be contaminated with bacteria. Ideally, CSU samples 
should only be sent from freshly inserted catheters  

 Take catheter urine straight from the tube – not the bag 
 Bacterial growth in the absence of symptoms is more likely to be 

asymptomatic bacteriuria than active infection. 

10.6. Watch Out For (red flags)… [open/closed] 

 Worsening infection signs and symptoms off antibiotics 
 Fever / rigors - temperature excursions more than 1.5ºC above or below tympanic 
 Loin or back pain 
 Nausea, vomiting, diarrhoea 
 Recent failed course of UTI treatment 
 Previous multiple drug resistance reported on Labcentre 
 Known or suspected kidney or bladder stones  
 Bladder outflow obstruction / urinary retention 
 Known urological structural abnormality 
 Recent urological or gynaecological surgery 
 Acute kidney injury, or upwards trending change in serum creatinine 
 Immunosuppressed (medication or co-morbidities) 
 Discharge (penile or vaginal) 

10.7. General Interest [closed] 

 Evidence that optimising hydration for patients leads to less antibiotic use in care 
homes by reducing delirium associated with dehydration (To Dip or Not To Dip, 
Bath and North East Somerset Care Homes Pharmacy Team, 2016) 

 Encourage patients to drink adequate amounts of fluids during the day – 
ensure drinks are presented in suitable container and within reach 

 Support toilet demands, without resorting to catheterisation as far as possible 
 Good toilet hygiene – always empty the bladder fully, avoidance of perfumed 

toiletries for washing, clean underwear, wipe from front to back (for women) 

 Bacteriuria and pyuria are more common in elderly, frail and catheterised patients. 
Therefore, urine specimens are less likely to be specific for UTI in these patient 
groups without accompanying signs and symptoms of active infection. 

10.8. Treatment [closed] 
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 Withhold antibiotics initially until urine specimen 
results known 

 If symptomatically better by the time urine 
specimen results known, do not prescribe 
antibiotics even if bacteria have been isolated 

 If no improvement, nor any UTI specific symptoms, infection markers remain 
raised:  

 Review sensitivities and if isolates are sensitive consider: single treatment 
dose of gentamicin as per protocol  

 Reassess clinical condition after 24 hours. 

 If no improvement, patient is clinically presenting as UTI, infection markers 
remain raised: 

 Prescribe oral antibiotics according to Labcentre sensitivities,  
 Course length of oral antibiotics in non-catheterised patients is 3 days for 

women, 7 days for men. 
 Course length of oral antibiotics for catheterised patients is 7 days (all 

patients) 

10.9. If No Better… [closed] 

 Consider using the Peezee® device to obtain higher quality specimens for MC+S if: 

 Previous samples have been contaminated or rejected and, 
 Patient remains unwell with clear signs of lower UTI. 

 If patient remains unwell with penile/vaginal discharge in addition to non-specific 
symptoms, simple lower UTI is less likely to be the source of the problem. Consider 
involving urology/gynaecology as appropriate. 

 Scan of urological structures should be considered for all patients 
 Pelvic exam should be considered for female patients,  
 Testicular and prostate exam should be considered for male patients.  

10.10. Other Relevant Guidelines [closed] 

10.11. Organisms and Sensitivities [closed] 

10.12. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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11. Appendix 2 - Lower urinary tract infection, no sepsis, no 
catheter 

11.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

11.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 
      Lower Urinary Tract Infection 
        LUTI – no sepsis, no catheter 

11.3.  Header 

Classic signs and symptoms of uncomplicated lower UTI in a patient who is 
otherwise systemically well: 

 Dysuria, frequency, urgency, urinary incontinence, changes in urine appearance or 
consistency (cloudy/turbid, haematuria), nocturia, suprapubic discomfort, low-grade 
fever, raised inflammatory markers. 
 
Additional atypical signs and symptoms of lower UTI in frail or elderly patients who 
are otherwise being optimally managed and who are systemically well: 
 

 Delirium/acute behavioural change (depends on an accurate pre-morbid history), 
lethargy, resistance to care activities being carried out, reduced ability to 
independently carry out activities of daily living, falls, temperature 1.5ºC above 
normal twice in 12 hours, anorexia. 

11.4. Diagnosis and Differentials [open/closed] 

 Patients who show 3 or more classic signs and symptoms (including at least 1 of 
the highlighted symptoms) are likely to have a lower UTI.  

 Patients who show 2 or less classic signs and symptoms may have a UTI, but more 
attention should be paid to possible differentials and in particular avoiding 
unnecessary antibiotic use 

 Differentials include: 

 Delirium: drug-induced, dehydration, disturbed sleep 
 Lower abdominal pathology: constipation, diverticular disease, appendicitis 
 Cystitis (inflammatory, non-infectious), caused by:  

 Trauma due to genitourinary procedures incl. traumatic catheter 
insertion/removal, sexual intercourse, sexual abuse or physical activity 
(such as cycling). 

 Adverse drug effects — some drugs such as cyclophosphamide, opioids, 
and nifedipine can cause urinary tract symptoms. 

 Irritant contact dermatitis 

 Thrush 
 Gender-specific:  
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 Women: Fibroids, atrophic vaginitis, lichen sclerosis, lichen planus, PID, 
cervicitis, gynaecological malignancy (for example ovarian cancer) may 
present with persistent or frequent increased urinary urgency and/or 
frequency. 

 Men: benign prostatic hyperplasia (BPH), acute prostatitis, epididymitis, 
testicular torsion 

 Urolithiasis 
 Urological malignancy 
 Other infections such as sexually transmitted infections (for example 

Chlamydia, Gonorrhoea, genital herpes simplex), intestinal worms 

11.5. Always Remember To… [open/closed] 

 Rigors or high fevers, send blood cultures AND urine specimen 
 Only non-catheterised female patients under 65 years, with 2 or less classical 

symptoms should have urine dipstick for leukocytes and nitrites to confirm or 
rule out a UTI diagnosis. Other signs which are positive on the dipstick 
should be followed up appropriately. 

 NEGATIVE FOR LEUKOCYTES AND NITRITES – No MSU required for 
diagnosis of infection, do not treat with antibiotics. Consider alternative 
diagnosis 

 POSITIVE FOR LEUKOCYTES AND NITRITES – poor specificity – no better 
than 50%. Send MSU with full clinical details on the request form, observe 
patient whilst awaiting test results… 

 Send MSU for all patients with 3 or more symptoms. DO NOT DIP THE URINE 
FIRST. 

 Follow-up with culture results at 24 hours: 

 STOP treatment if culture negative 
 OPTIMISE treatment if culture shows resistance to empirical treatment 
 FINALISE course length if not already decided, and culture shows empirical 

treatment has activity against isolate(s) 

 Optimise other aspects of care, especially in elderly or frail patients 

 Think kidney – hydration, nephrotoxic medications/procedures 
 Review and try to eliminate other potential causes of delirium (medications, 

sleep, bowels, dehydration) 
  Hygiene – personal and ward environment 

11.6. Watch Out For (red flags)… [open/closed] 

 Rising inflammatory markers on treatment 
 Fever / rigors - temperature excursions more than 1.5ºC above or below tympanic 
 Loin or back pain 
 Nausea, vomiting, diarrhoea 
 Recent failed course(s) of UTI treatment (within the past month) 
 Previous multiple drug resistance – up to 2 years for Gram negative species may 

still be applicable. 
 Known or suspected kidney or bladder stones  
 Bladder outflow obstruction / urinary retention 
 Known urological structural abnormality 
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 Recent urological or gynaecological surgery 
 Acute kidney injury, or upwards trending change in serum creatinine 
 Immunosuppressed (medication or co-morbidities) 
 Discharge (penile or vaginal) 

11.7. General Interest [closed] 

 Evidence that optimising hydration for patients leads to less antibiotic use in care 
homes by reducing delirium associated with dehydration (To Dip or Not To Dip, 
Bath and North East Somerset Care Homes Pharmacy Team, 2016) 

 Encourage patients to drink adequate amounts of fluids during the day – 
ensure drinks are presented in suitable container and within reach 

 Support toilet demands, without resorting to catheterisation as far as possible. 
 Good toilet hygiene – always empty the bladder fully, avoidance of perfumed 

toiletries for washing, clean underwear, wipe from front to back (for women) 

 Bacteriuria and pyuria are more common in elderly, frail and catheterised patients. 
Therefore, urine specimens are less likely to be specific for UTI in these patient 
groups without accompanying signs and symptoms of active infection. 

11.8. Treatment [closed] 

 Send MSU BEFORE giving antibiotics 
 Hold off antibiotics if unsure about diagnosis 
 Commence empirical oral treatment only if clear signs and symptoms of UTI: 

 Trimethoprim 200mg BD PO  
 
Or  
 
 Nitrofurantoin modified release (MR) 100mg BD PO [or immediate release 

50mg QDS PO] – but  

Nitrofurantoin prescribing important information:  

 Avoid nitrofurantoin if eGFR <30mL/min,  
 Consider alternatives if eGFR 30-60mL/min.  
 Ineffective when given alongside medications which alkalinise (raise the 

pH of) urine above 7 
 Nitrofurantoin should be used with caution in patients who have 

underlying chronic lung conditions, look out for repeated courses over 
time 

 Poor absorption into tissues, therefore unsuitable for systemic 
infection, deeper urological infection eg. Prostatitis, pyelonephritis 

 

 Course length generally 3 days in women, 7 days in men for simple lower UTI in 
non-catheterised patients 

 
 Review at 24 hours with MSU result 
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 Patients who have recurrent lower UTI (at least 3 UTIs a year or at least 2 in 6 
months) may warrant further investigation under urology. Repeated courses of 
antibiotics lead to resistance without eradicating the underlying problem. 
 

11.9. If No Better… [closed] 

 Consider using the Peezee® device to obtain higher quality specimens for MC+S if: 

 Previous samples have been contaminated or rejected and, 
 Patient remains unwell with clear signs of lower UTI. 

 If patient remains unwell with penile/vaginal discharge in addition to non-specific 
symptoms, simple lower UTI is less likely to be the source of the problem. Consider 
involving urology/gynaecology as appropriate. 

 Scan of urological structures should be considered for all patients 
 Pelvic exam should be considered for female patients,  
 Testicular and prostate exam should be considered for male patients.  

11.10. Other Relevant Guidelines [closed] 

11.11. Organisms and Sensitivities [closed] 

11.12. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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12. Appendix 3 - Lower urinary tract infection, no sepsis, catheter 
associated 

12.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

12.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 
      Lower Urinary Tract Infection 
        LUTI – no sepsis, catheter 
associated 

12.3.  Header 

Classic signs and symptoms of uncomplicated lower UTI in a patient who is otherwise 
systemically well: 

 Dysuria, frequency, urgency, urinary incontinence, changes in urine appearance or 
consistency (cloudy/turbid, haematuria), nocturia, suprapubic discomfort, low-grade 
fever, raised inflammatory markers. 

 

Additional atypical signs and symptoms of lower UTI in frail or elderly patients who are 
otherwise being optimally managed and who are systemically well: 

 

 Delirium/acute behavioural change (depends on an accurate pre-morbid history), 
lethargy, resistance to care activities being carried out, reduced ability to 
independently carry out activities of daily living, falls, temperature 1.5ºC above 
normal twice in 12 hours, anorexia. 

12.4. Diagnosis and Differentials [open/closed] 

 Patients who show 3 or more classic signs and symptoms (including at least 1 of 
the highlighted symptoms) are likely to have a lower UTI.  

 Patients who show 2 or less classic signs and symptoms may have a UTI, but more 
attention should be paid to possible differentials and in particular avoiding 
unnecessary antibiotic use 

 Differentials include: 

 Delirium: drug-induced, dehydration, disturbed sleep 
 Lower abdominal pathology: constipation, diverticular disease, appendicitis 
 Cystitis (inflammatory, non-infectious), caused by:  

 Trauma due to genitourinary procedures incl. traumatic catheter 
insertion/removal, sexual intercourse, sexual abuse or physical activity 

 Adverse drug effects — some drugs such as cyclophosphamide, opioids, 
and nifedipine can cause urinary tract symptoms. 
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 Irritant contact dermatitis 

 Thrush 
 Gender-specific:  

 Women: Fibroids, atrophic vaginitis, lichen sclerosis, lichen planus, PID, 
cervicitis, gynaecological malignancy (for example ovarian cancer) may 
present with persistent or frequent increased urinary urgency and/or 
frequency. 

 Men: benign prostatic hyperplasia (BPH), acute prostatitis, epididymitis, 
testicular torsion 

 Urolithiasis 
 Urological malignancy 
 Other infections such as sexually transmitted infections (for example 

Chlamydia, Gonorrhoea, genital herpes simplex), intestinal worms 

12.5. Always Remember To… [open/closed] 

 Rigors or high fevers, send blood cultures AND urine specimen 
 Change catheter for all patients with symptoms/signs of suspected UTI and send 

specimen from freshly inserted catheter. DO NOT DIP THE URINE FIRST. 
 Follow-up with culture results at 24 hours: 

 STOP treatment if culture negative 
 OPTIMISE treatment if culture shows resistance to empirical treatment 
 FINALISE course length if not already decided, and culture shows empirical 

treatment has activity against isolate(s) 

 Catheters are highly likely to be contaminated with bacteria, particularly if left in 
longer than 7 days. Short-term catheters should ideally be removed rather than 
replaced, wherever suspected or confirmed infection, and an MSU sent for 
diagnosis. This may not be possible for long-term catheter patients.  

 If not possible to remove catheter, CSU samples should only be sent from freshly 
inserted catheters  

 Take catheter urine straight from the tube – not the bag 
 Bacterial growth in the absence of symptoms is more likely to be 

asymptomatic bacteriuria than active infection. 

 Optimise other aspects of care, especially in elderly or frail patients 

 Think kidney – hydration, nephrotoxic medications/procedures 
 Review and try to eliminate other potential causes of delirium (medications, 

sleep, bowels, dehydration) 
  Hygiene – personal and ward environment 

12.6. Watch Out For (red flags)… [open/closed] 

 Rising inflammatory markers on treatment 
 Fever / rigors - temperature excursions more than 1.5ºC above or below tympanic 
 Loin or back pain 
 Nausea, vomiting, diarrhoea 
 Recent failed course(s) of UTI treatment (within the past month) 
 Previous multiple drug resistance – up to 2 years for Gram negative species may 

still be applicable. 
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 Known or suspected kidney or bladder stones  
 Bladder outflow obstruction / urinary retention 
 Known urological structural abnormality 
 Recent urological or gynaecological surgery 
 Acute kidney injury, or upwards trending change in serum creatinine 
 Immunosuppressed (medication or co-morbidities) 
 Discharge (penile or vaginal) 

12.7. General Interest [closed] 

 Evidence that optimising hydration for patients leads to less antibiotic use in care 
homes by reducing delirium associated with dehydration (To Dip or Not To Dip, 
Bath and North East Somerset Care Homes Pharmacy Team, 2016) 

 Encourage patients to drink adequate amounts of fluids during the day  – 
ensure drinks are presented in suitable container and within reach 

 Support toilet demands, without resorting to catheterisation as far as possible 
 Good toilet hygiene – always empty the bladder fully, avoidance of perfumed 

toiletries for washing, clean underwear, wipe from front to back (for women) 

 Bacteriuria and pyuria are more common in elderly, frail and catheterised patients. 
Therefore, urine specimens are less likely to be specific for UTI in these patient 
groups without accompanying signs and symptoms of active infection. 

12.8. Treatment [closed] 

 Send MSU, or CSU from freshly inserted catheter BEFORE giving antibiotics 
 Hold off antibiotics if unsure about diagnosis 
 Commence empirical treatment only if clear signs and symptoms of UTI: 

 Stat dose Gentamicin as per Trust protocol AND catheter change 

Or (if catheter change not possible, or failed treatment on single dose gentamicin) 

 Trimethoprim 200mg BD PO  
 
Or  
 
 Nitrofurantoin modified release (MR) 100mg BD PO [or immediate release 

50mg QDS PO] – but  

Nitrofurantoin prescribing important information:  

 Avoid nitrofurantoin if eGFR <30mL/min,  
 Consider alternatives if eGFR 30-60mL/min.  
 Ineffective when given alongside medications which alkalinise (raise the 

pH of) urine above 7 
 Nitrofurantoin should be used with caution in patients who have 

underlying chronic lung conditions, look out for repeated courses over 
time 

 Poor absorption into tissues, therefore unsuitable for systemic 
infection, deeper urological infection eg. Prostatitis, pyelonephritis 

 

 Course length generally 7 days for catheterised patients 
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 Review at 24 hours with CSU result 

 

 Patients who have recurrent lower UTI (at least 3 UTIs a year or at least 2 in 6 
months) may warrant further investigation under urology and a review of catheter 
hygiene measures. Repeated courses of antibiotics lead to resistance without 
eradicating the underlying problem. 
 

12.9. If No Better… [closed] 

 Consider temporarily removing catheter (if possible) and using the Peezee® device 
to obtain higher quality specimens for MC+S if: 

 Previous samples have been contaminated or rejected and, 
 Patient remains unwell with clear signs of lower UTI. 

 If patient remains unwell with penile/vaginal discharge in addition to non-specific 
symptoms, simple lower UTI is less likely to be the source of the problem. Consider 
involving urology/gynaecology as appropriate. 

 Scan of urological structures should be considered for all patients 
 Pelvic exam should be considered for female patients,  
 Testicular and prostate exam should be considered for male patients.  

12.10. Other Relevant Guidelines [closed] 

12.11. Organisms and Sensitivities [closed] 

12.12. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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13. Appendix 4 - Ascending urinary tract infection or 
pyelonephritis, no sepsis – for early discharge 

13.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

13.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 
      Ascending UTI or pyelonephritis – no sepsis 

13.3.  Header 

Typically sudden onset fever (usually significant), nausea, vomiting, loin or back 
pain, significantly raised inflammatory markers and bladder inflammation following 
current or recent lower UTI. Often associated with bacteraemia. 

13.4. Diagnosis and Differentials [open/closed] 

 Triad of flank pain (typically unilateral), fever/rigors, nausea and vomiting are typical 
presenting symptoms for pyelonephritis which differ from lower UTI. Otherwise, 
symptoms overlap and diagnosis is mostly clinical. 

 Immunocompromised, frail and elderly patients may not present with fever. 
 Differentials include: 

 Pyonephrosis 
 Acute abdominal conditions — especially if nausea and vomiting are 

prominent.  
 Kidney stones,  
 Urological tumour 
 Immunological conditions (e.g. ANCA-positive vasculitis often presents with 

AKI) 
 Acute prostatitis — see guideline.  
 Gynaecological conditions – pelvic inflammatory disease, pelvic pain 

syndrome (recurrent symptoms, including dysuria, pain on intercourse, and 
pelvic pain, accompanied by negative cultures) — however, typically there is 
no tenderness in the costovertebral region 

 Obstetric conditions – missed miscarriage, ectopic pregnancy 
 Musculoskeletal disorders — suspect when costovertebral pain is a 

conspicuous feature.  
 Lower lobe pneumonia — symptoms include cough and pleuritic chest pain. 

Physical examination may show decreased breath sounds, rales, or rhonchi.  
 Lower urinary tract infection  
 Shingles – rash may not be visible. Check for exposure to pregnant women if 

identified. 

13.5. Always Remember To… [open/closed] 

 BEFORE antibiotics – send MSU / CSU and 2 sets blood cultures 
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 Use dipstick to measure blood and protein in urine for assessment of renal damage, 
but not if patient is catheterised (likely false positive).  

 If evidence of AKI/CKD, consider requesting renal ultrasound or non-contrast CT-
KUB 

 Recurrent episodes in women should be referred to a urologist for further 
investigation, who may request extra imaging 

 First episode in men should be referred to a urologist for further investigation, who 
may request extra imaging 

13.6. Watch Out For (red flags)… [open/closed] 

 Haematuria in absence of infection, immune complexes or stones – refer to urology 
as possible 2 week wait 

 History of immunosuppression (medications or co-morbidities) 
 Previous episode of pyelonephritis or renal abscess 
 Pre-existing chronic kidney disease 
 Recent history of abdominal, gynaeocological, urological procedure, or any 

indwelling devices in the pelvis e.g. catheter, contraceptive coil which could 
represent a source 

13.7. General Interest [closed] 

 Prompt diagnosis and treatment with optimal antibiotics should result in a complete 
recovery for most uncomplicated patients within days to weeks. 

 Immunocompromised and elderly patients generally have a less favourable 
prognosis 

 

13.8. Treatment [closed] 

 Initial Empirical Treatment 
 
NB – review previous lab results for gentamicin resistant organisms 
 
Gentamicin IV – dose according to Trust protocol 
 
Enterococci are not covered by gentamicin – phone microbiology for advice if 
these are identified on pathology 
 

 Review culture results and sensitivities at 24 hours – optimise treatment if 
needed, decide course length for IVIs prior to oral switch 

 

 Never continue gentamicin beyond 5 days without microbiology advice 

 
 Oral switch 

 
Determined by urine / blood culture results and sensitivities. Check pathology system and 
decide on one of the following regimens to complete the course, unless advised otherwise 
by results: 
 

Trimethoprim 200mg BD PO – usually 14 days duration in total 
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Cefalexin 500mg QDS PO – usually 7-10 days duration in total 

 

Ciprofloxacin 500mg BD PO – usually 7 days duration in total  

NB. High risk of C.difficile. Cautioned in patients with epilepsy, mood disorders, history of 
tendinitis or cartilage disorders 
 

 Follow-up 
 

 Routinely with GP to check renal function as outpatient after discharge 
 If unresolving kidney injury, referral to nephrologists may be required 

 

13.9. If No Better… [closed] 

 Consult lab results for alternative antibiotic regimen if no improvement by 72 hours 
 Consider re-imaging (CT scan after discussion with specialty) to detect abscess, 

stones or other abnormality if not done already 
 Referral to urology for investigation of structural abnormalities 
 Re-culture urine and bloods if still running fevers 
 Optimise other aspects of care, especially in elderly or frail patients 

 Think kidney – hydration, nephrotoxic medications/procedures 
 Review and try to eliminate other potential causes of delirium (medications, 

sleep, bowels, dehydration) 
  Hygiene – personal and ward environment 

 Nitrofurantoin unsuitable for oral switch as it does not penetrate tissues and will not 
treat a kidney infection or bacteraemia 

 Consider alternative diagnoses if antibiotics are optimised already – consult 
microbiology for advice if unsure about antibiotic choice. 

13.10. Other Relevant Guidelines [closed] 

13.11. Organisms and Sensitivities [closed] 

13.12. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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14. Appendix 5 - Urosepsis 

Antibiotic Guidelines for Urological Indications in Secondary Care 

14.1. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 

       Urosepsis 

14.2.  Header 

NEWS2 of 6 or more, with end-organ dysfunction and recent history / current UTI 
symptoms (lower or upper urinary tract) 

14.3. Diagnosis and Differentials [open/closed] 

 Signs or symptoms of serious overwhelming infection, accompanied by end-organ 
dysfunction, with history suggesting a urinary source 

 Indwelling catheter 
 Recent instrumentation of the urinary tract 
 Recurrent UTI 
 Previous urosepsis 
 Known urinary structural abnormality 
 Poorly controlled diabetes, or diabetic on treatment with drugs ending in 

“gliflozin” (SGLT2 inhibitors) – glycosuria risk 
 Neurogenic bladder 
 Kidney / bladder stones 

 Differentials include: 

 Abdominal sepsis 
 Gynaecological sepsis 
 Chest sepsis 
 Osteomyelitis of the vertebrae/hip 
 

14.4. Always Remember To… [open/closed] 

 Follow the “sepsis six” resuscitation pathway 
 BEFORE antibiotics – send 2 sets blood cultures and MSU / CSU 
 Consider using dipstick as a routine for diagnosis but not if patient is catheterised 

(likely false positives) 
 Change catheter, if present, with antibiotic cover on board 
 Consider X-ray chest to rule out other sources where source of sepsis is not clear 
 If evidence of AKI/CKD, consider requesting renal ultrasound or non-contrast CT 

KUB 
 Urology referral for review and management of urological risk factors 

14.5. Watch Out For (red flags)… [open/closed] 
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 Signs of deterioration into septic shock – low blood pressure persisting for an hour 
or more, despite aggressive fluid resuscitation – call ICU promptly for help 
assessing and managing the patient if this occurs. Bleep 504 or 505, or crash call 
2222 via switchboard if patient condition requires 

14.6. General Interest [closed] 

 Immunosuppressed patients may not display classic signs of sepsis and should be 
monitored closely 

 Fit and well adults can mask signs of overwhelming infection, and may suddenly 
“crash” – listen to patient concerns about severity of symptoms.  

 Infection may persist until the underlying cause is addressed even if a full course of 
antibiotics is given and the patient initially seems cured – stents, stones, 
abscesses, surgical site collections should be managed in addition to giving 
antibiotics – refer to urology 

14.7. Treatment [closed] 

 Send appropriate investigations prior to first dose of antibiotics 
 Initial Empirical Treatment 

 
NB – review previous lab results for gentamicin resistant organisms 
 
Gentamicin IV – dose according to Trust protocol 
 

Enterococci are not covered by gentamicin – phone microbiology for advice if 
these are identified on pathology system 
 
 Review culture results and sensitivities at 24 hours – optimise treatment if 

needed, decide course length for IVIs prior to oral switch 

 

 Never continue gentamicin beyond 5 days without microbiology advice 

 
 Oral switch 

 

Determined by urine / blood culture results and sensitivities. Check pathology 
system and decide on one of the following regimens to complete the course, unless 
advised otherwise by results: 
 
Trimethoprim 200mg BD PO  

 

Cefalexin 500mg QDS PO  

 

Ciprofloxacin 500mg BD PO  

NB. High risk of C.difficile. Cautioned in patients with epilepsy, mood disorders, history of 
tendinitis or cartilage disorders 
 
Duration usually 5-7 days following definitive management of underlying cause(s) 
 
Long-term prophylaxis is not usually recommended – seek microbiology advice where 
definitive management is delayed 
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 Follow-up 

 Routinely with GP to check renal function as outpatient after discharge 
 If unresolving kidney injury, referral to nephrologists may be required 

 

14.8. If No Better… [closed] 

 Check if source control has been achieved – stones, abscesses, surgical site 
collections, stents, catheters 

 Look for other sources of infection outside of renal tract if imaging does not reveal 
urological pathology 

 Optimise antibiotic regimen as per cultures and sensitivities – note that 
nitrofurantoin is unsuitable for oral switch as it does not penetrate tissues or treat 
bacteraemia 

 Consult microbiology for further advice if symptoms persist despite optimal 
treatment 

 Optimise other aspects of care, especially in elderly or frail patients 

 Think kidney – hydration, nephrotoxic medications/procedures 
 Review and try to eliminate other potential causes of delirium (medications, 

sleep, bowels, dehydration) 
  Hygiene – personal and ward environment 

14.9. Septic Shock – call critical care [closed] 

 Defined as hypotension for more than 1 hour after aggressive resuscitation 
 Patients require critical care involvement – contact via bleep 504/505 or crash call 

2222 via switchboard if patient condition requires 
 Follow “sepsis six”, send microbiology samples: 

 Blood cultures x 2 sets 
 MSU/CSU 

 Empirical treatment can be commenced without microbiology results, but MUST be 
reviewed at 24 hours 

 Meropenem 500mg QDS IV 

 Review culture results at 24 hours 

 In the absence of any significant growth in cultures, use the oral step-down 
advice as per severe sepsis treatment guidance 

 Optimise antibiotic regimen to sensitivities – NB. Nitrofurantoin is unsuitable 
for oral switch as it does not penetrate tissues or treat bacteraemia 

14.10. Other Relevant Guidelines [closed] 

14.11. Organisms and Sensitivities [closed] 

14.12. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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15. Appendix 6 – Infection Post-Urological Procedure 

15.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

15.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 

       Infection post-urological procedure 

15.3.  Header 

Ensure an MSU is sent before initiating antibiotics. Send 2 sets blood culture if 
evidence of severe sepsis 

15.4. Diagnosis and Differentials [open/closed] 

 Consider surgical site collection if history of swinging fevers/rigors  
 Look for sources of infection to guide imaging – stents, stones, indwelling catheters 
 See surgical prophylaxis guidelines for pre-op prophylaxis antibiotic advice 

15.5. Always Remember To… [open/closed] 

 Send cultures prior to first dose of antibiotics –  

 MSU/CSU  
 2 sets blood cultures, if systemically unwell 

 Look at pre-op urines for sensitivities before deciding which antibiotic to prescribe – 
if sensitivities withheld, phone microbiology for advice 

 Ask about previous / failed antibiotic treatment e.g. urology OPD script, TTO pack 
antibiotics from ED/MIU, Devon Drs prescription or GP acute scripts since date of 
surgery 

 Change catheter if possible 
 Alert urology regarding patient admission and request urgent review (via surgical on 

call bleep OOH: 333) 

15.6. Watch Out For (red flags)… [open/closed] 

 Signs of developing sepsis/shock – escalate as per severe sepsis guideline 

15.7. General Interest [closed] 

 Optimise other aspects of care, especially in elderly or frail patients 

 Think kidney – hydration, nephrotoxic medications/procedures 
 Review and try to eliminate other potential causes of delirium (medications, 

sleep, bowels, dehydration) 
  Hygiene – personal and ward environment 

15.8. Treatment [closed] 
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 Oral empirical treatment – patient systemically well, no upper urinary tract 
symptoms 

 Nitrofurantoin modified release (MR) 100mg BD PO [or immediate release 
50mg QDS PO]  
 
Duration usually 7 days, some patients may require prolonged treatment, 
discuss with microbiology   

Nitrofurantoin prescribing important information:  

 Avoid nitrofurantoin if eGFR <30mL/min,  
 Consider alternatives if eGFR 30-60mL/min.  
 Ineffective when given alongside medications which alkalinise (raise the 

pH of) urine above 7 
 Nitrofurantoin should be used with caution in patients who have 

underlying chronic lung conditions, look out for repeated courses over 
time 

 Poor absorption into tissues, therefore unsuitable for systemic 
infection, deeper urological infection eg. prostatitis. 

 IV empirical treatment – signs of sepsis or upper UTI 
 
NB – review previous lab results for gentamicin resistant organisms:  

 Gentamicin IV – dose according to Trust protocol 
 

Enterococci are not covered by gentamicin – phone microbiology for advice if 
these are identified on pathology 

 
If patient in septic shock, follow guideline for management of urosepsis with 
septic shock 

15.9. If No Better… [closed] 

 Urology to review 
 Optimise antibiotics as per sensitivities, or phone microbiology for advice if no 

improvement after 48-72 hours of optimised antibiotic treatment or worsening 
symptoms 

15.10. Other Relevant Guidelines [closed] 

15.11. Organisms and Sensitivities [closed] 

15.12. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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16. Appendix 7 – Acute Prostatitis 

16.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

16.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 

       Prostatitis 

 

16.3.  Header 

Acute bacterial prostatitis is an uncommon but potentially serious bacterial 
infection of the prostate, usually accompanied by infection of the urinary tract in 
men. Occasionally associated with epididymitis or urethritis. 

16.4. Diagnosis and Differentials [open/closed] 

 Acute presentation sudden onset, unwell with fever, accompanied by: 

 Urinary voiding problems – dysuria, frequency, urgency or acute urinary 
retention 

 Pain with any of – perineal, supra-pubic, penile, lower back, on ejaculation, 
during bowel movements 

 Rectal exam – exquisitely tender prostate 

 Consider prostatic abscess – if prostate is fluctuant on palpation, fevers and rigors 
or symptoms persists after previous course of treatment, immunocompromised, 
diabetes mellitus, recent instrumentation of the urinary tract 

 Chronic prostatitis – if symptoms have been present for several weeks or months 
 
Differentials include  
 Cystitis, urethritis or upper UTI – consider if no suggestion of prostate gland 

involvement  
 Acute unilateral or bilateral epididymo-orchitis – if scrotum, testis or epididymis are 

painful or swollen 
 Local invasion from cancer of the prostate, bladder or rectum or a leaking aortic 

aneurysm 
 Testicular torsion 

16.5. Always Remember To… [open/closed] 

 Take a sexual and urinary history for all patients presenting with prostatitis 
 BEFORE FIRST ANTIBIOTICS: 

 If suspected STI: 
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 STI screen: first pass urine for gonorrhoea and Chlamydia NAAT) in 
sexually active men (preferably at least a few hours since last passing 
urine) 

 MSU / CSU separately for bacterial MC+S after obtaining initial first-pass 
specimen for gonorrhoea/Chlamydia (where indicated) 

 Blood cultures x 2 sets for all patients being admitted for inpatient treatment 

 No prostatic secretions – not needed for the diagnosis, and prostate massage 
could lead to septicaemia or a prostatic abscess  

 Refer all patients with prostatitis to urology for urgent review 
 Consider CT/MRI in patients who are systemically unwell, or who have risk factors 

for developing prostate abscess (consider kidney function re: use of contrast) 
 Pre-existing catheter removal or change should be considered as part of source 

control during the course of treatment, but assess risk of causing further pain/injury 
before attempting during the initial phase. 

 Depending on sexual history, referral to GUM may also be appropriate 

16.6. Watch Out For (red flags)… [open/closed] 

 Signs of sepsis 
 Treatment failure on optimal antibiotics 
 Recurrence of symptoms off treatment 
 History of prostate cancer or prostate hyperplasia 
 Risky sexual history divulged –  

 Multiple drug resistant gonorrhoea should be suspected, ring microbiology for 
advice  

 Send bloods for HIV/syphilis/hepatitis screen. Referral to GUM for follow-up 
during business hours (visits from GUM consultant can occasionally be 
arranged for inpatients on request if new diagnosis of HIV/hepatitis) 

16.7. General Interest [closed] 

 Optimise other aspects of patient treatment 

 Catheter care 
 Bowel care 
 Sexual health counselling (if applicable) 

16.8. Oral Treatment [closed] 

 Use culture results to determine appropriate antibiotic regimen, or ring microbiology 
if highly resistant isolate 

 
 First line 

 
Trimethoprim 200mg BD PO for 4 weeks 
 

 Second line 
 
Ciprofloxacin 500mg BD PO for 4 weeks 
NB. High risk of C.difficile. Cautioned in patients with epilepsy, mood disorders, history of 
tendinitis or cartilage disorders 
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 Third line (first line for Chlamydia infections) 
 
Doxycycline 100mg BD PO for 2 weeks with Chlamydia, 4 weeks for other 
infections 
 

 NB. Nitrofurantoin is unsuitable as an oral switch for prostatitis, although it may be 
erroneously reported on MSU sensitivity if insufficient clinical details have been 
provided on the lab request. 

16.9. IV Treatment [closed] 

 First line 
 
Ceftriaxone 2g OD IV – total treatment duration including oral switch 4 weeks 
 

 Second line 
 
Meropenem 500mg TDS IV – total treatment duration including oral switch 4 
weeks 
 
Use the oral treatment protocol and culture results to determine appropriate oral 
switch to complete treatment, or ring microbiology if highly resistant isolate with no 
oral options given. NB. Nitrofurantoin is unsuitable as an oral switch for prostatitis, 
although it may be reported on MSU sensitivity if insufficient clinical details have 
been provided on the lab request. 
 

16.10. If No Better… [closed] 

 Optimise antibiotics with culture results if not already done – NB. nitrofurantoin 
unsuitable for use in prostatitis due to poor tissue penetration 

 Consider scans for abscess / collection 
 Request urology review if not already done 
 Discuss with microbiology 

16.11. Other Relevant Guidelines [closed] 

16.12. Organisms and Sensitivities [closed] 

16.13. Version Control [closed] 

 Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 
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17. Appendix 8 – Epididymo-orchitis 

17.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

17.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 

       Epididymo-orchitis 

17.3.  Header 

See separate policy on BOB – all included in app  

17.4. Diagnosis and Differentials [open/closed] 

17.5. Always Remember To… [open/closed] 

17.6. Watch Out For (red flags)… [open/closed] 

17.7. General Interest [closed] 

17.8. Treatment [closed] 

17.9. If No Better… [closed] 

17.10. Other Relevant Guidelines [closed] 

17.11. Organisms and Sensitivities [closed] 

17.12. Version Control [closed] 
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18. Appendix 9 – Urethritis (including PID in women) 

18.1. Name of guideline on app 

Antibiotic Guidelines for Urological Indications in Secondary Care 

18.2. Location on app 

Infection 
  Adult Treatment 
    Genito-Urinary 

       Urethritis (including PID in women) 

18.3.  Header 

Urethritis should be referred to GUM clinic for assessment and treatment. If GUM 
referral not possible, or patients present with severe symptoms, then follow the 
pathway below. 

18.4. Diagnosis and Differentials [open/closed] 

 Signs and symptoms 

 Urethral discharge 
 Dysuria 
 Penile irritation (men) 
 Urethral discomfort 
 Balano-posthitis (men) 
 Pelvic pain 
 Vaginal discharge (women) 

 Some urethritis presents with no discernible signs or symptoms, especially in 
women 

 Pathogen-negative signs and symptoms are more likely with increasing age and the 
absence of symptoms 

 Urethritis can progress from asymptomatic infection into more serious illnesses 
such as: 

 PID, tubo-ovarian abscess, cervicitis in women  
 Epididymo-orchitis, prostatitis in men 

18.5. Always Remember To… when GUM open [open/closed] 

 Refer patients suitable for outpatient treatment and who present during working 
hours Mon-Fri 09:00-17:00 to GUM clinic for further assessment and treatment 
during business hours,  

 Ask the patient NOT TO PASS URINE until they get to GUM clinic 

 Barnstaple appointments reception: 01271 341 562 
 Exeter clinic secretaries: 01392 284966 

18.6. Always Remember To… when GUM closed [open/closed] 
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 For patients requiring urgent treatment who are sexually active and cannot be seen 
by GUM clinic initially: take a urinary, surgical and sexual history (guideline via 
internet link here: https://www.bashhguidelines.org/current-guidelines/sexual-
history-taking-and-sti-testing/sexual-history-taking-2013/)  

 For all other patients, take a urinary and surgical history. 
 BEFORE FIRST ANTIBIOTICS: 

 Urethral swab (all patients) or loop collection of urethral discharge from penis 
(men), consider also high vaginal swab if pelvic pain/vaginal discharge 
(women) 

 If performing STI screen:  

 first pass urine for N.gonorrhoea and Chlamydia NAAT in sexually 
active men (taken at least 3-4 hours after last passing urine)  

 high vaginal swab for N.gonorrhoea and Chlamydia NAAT in sexually 
active women 

 MSU / CSU (both sexes) – men separate specimen for bacterial MC+S after 
obtaining first-pass urine for N.gonorrhoea/Chlamydia (where applicable).  

 Perform pregnancy test for all women of childbearing potential 
 Consider wet prep specimen for Trichomonas vaginalis (both sexes) 
 Blood cultures x 2 sets for all patients being admitted for inpatient treatment 

 Female patients: Examine for signs and symptoms of possible pelvic infection, 
refer to gynaecology for urgent review if present 

 Elucidate whether history of intra-uterine device, date of insertion, traumatic 
procedure 

 History of recent perineal/urinary tract/genital tract surgical intervention or 
instrumentation 

 Recently delivered, traumatic birth / treated for GBS / PPROM during labour 
 History of sexual trauma – may need safeguarding if divulged 

 Male patients: Examine for signs and symptoms of possible prostatitis/epididymo-
orchitis and refer to urology for urgent review if present 

 Explore recent instrumentation of urinary tract – catheter insertion, prostate 
biopsy, vasectomy, other surgical procedures 

 History of sexual trauma – may need safeguarding if divulged 

 All patients:  

 Catheter removal or change should be considered as part of source control 
during the course of treatment, but assess risk of causing further pain/injury 
before attempting during the initial phase. 

 If currently sexually active, counsel on the need to avoid sexual intercourse for 
14 days from the start of treatment.  

 Consider providing advice about seeking epidemiological treatment to the 
partners of sexually active patients, via the GUM clinic during business hours. 
Gain consent before attempting referral of partners to the service. 

18.7. Watch Out For (red flags)… [open/closed] 

 Signs of sepsis or ascending infection into reproductive organs (e.g. epididymo-
orchitis, pelvic inflammatory disease) 

 Treatment failure on optimal antibiotics 

https://www.bashhguidelines.org/current-guidelines/sexual-history-taking-and-sti-testing/sexual-history-taking-2013/
https://www.bashhguidelines.org/current-guidelines/sexual-history-taking-and-sti-testing/sexual-history-taking-2013/
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 Recurrence of symptoms off treatment 
 Risky sexual history divulged –  

 Multiple drug resistant gonorrhoea should be suspected, ring microbiology for 
advice  

 Send bloods for HIV/syphilis/hepatitis screen. Referral to GUM for follow-up 
during business hours (visits from GUM consultant can occasionally be 
arranged for inpatients on request if new diagnosis of HIV/hepatitis) 

 If history of sexual assault, refer outpatients to the SARC (sexual assault 
referral centre) in Exeter, inpatients to safeguarding team.  

18.8. General Interest [closed] 

 All patients should be tested for N.gonorrhoeae and C.trachomatis 
 Tests for M.genitalium and U.urealyticum may only be requested after discussion 

with GUM consultant, request for macrolide resistance should also be included 

18.9. Treatment [closed] 

 Sexually active patients: Do not treat empirically if 
symptoms are mild – refer to GUM clinic for 
diagnosis and treatment. Contact tracing should be 
undertaken by GUM clinic 

 Women presenting with complication of pelvic inflammatory disease and requiring 
urgent treatment out of hours and/or admission to secondary care: 

 Take appropriate samples as per “always remember to…” and make referral 
for follow-up by GUM clinic during normal business hours if sexually active 

 Follow BASHH guidelines for diagnosis and management of pelvic 
inflammatory disease (via BASHH guidelines website, or link to 2019 
guidelines here: https://www.bashhguidelines.org/current-guidelines/systemic-
presentation-and-complications/pid-2019/ ) 

 Be aware of available antibiotics routinely kept in stock at NDDH: IV/IM 
ceftriaxone, IV clindamycin, IV gentamicin, IV metronidazole, oral 
azithromycin, oral doxycycline, oral metronidazole, oral ofloxacin. 

 Antibiotics which are considered compatible with pregnancy and 
breastfeeding: ceftriaxone, clindamycin, gentamicin (with monitoring), 
metronidazole (makes breastmilk taste bitter) 

 Men presenting with complication of epididymo-orchitis or prostatitis and requiring 
urgent treatment out of hours and/or admission to secondary care – see relevant 
NDDH guidelines 

18.10. If No Better… [closed] 

 Sexually active patient well enough to be discharged, clinically stable and suitable 
for further outpatient treatment: 

 Urgent referral to GUM and discussion with Microbiology for consideration of 
testing for other organisms 

 Failure of previous treatment (in-/out-patient), patient clinically unwell and requiring 
admission for treatment: 

https://www.bashhguidelines.org/current-guidelines/systemic-presentation-and-complications/pid-2019/
https://www.bashhguidelines.org/current-guidelines/systemic-presentation-and-complications/pid-2019/
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 Try to identify and eliminate likely source of infection: 

 Remove, or arrange removal of, all foreign bodies where possible e.g. 
intra-uterine coils, urinary catheters, urinary stents, genital piercings 

 Scan pelvis for abscesses/collections – caution if pregnant woman and 
considering X-ray/CT scan 

 Consider surgical intervention for source control if indicated  

18.11. Other Relevant Guidelines [closed] 

 Safeguarding guidelines 
 Urological Infections: Epididymo-orchitis 
 UTI in Pregnancy 

18.12. Organisms and Sensitivities [closed] 

 Most common organisms associated with urethritis in younger patients 

 

 

18.13. Version Control [closed] 

Antibiotic Guidelines for Urological Indications in Secondary Care v2.4 010719 


