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Review cultures at 48 hours for directed therapy 

KEY POINTS: 
1.  Malodorous/cloudy urine alone is NOT a sign/symptom of UTI and is NOT an indication to obtain urine cultures (1) 
2.  Changes in cognitive function and activities of daily living REQUIRE clinical assessment; never assume these are due to UTI 
3.  Urine should ALWAYS be collected midstream, by in/out catheterization, or through a new catheter (unless contraindicated) (2) 
4.  Positive urine cultures in asymptomatic patients should NOT be treated except in pregnancy or prior to urologic/gynecologic surgery 
 

Signs and Symptoms of Suspected UTI (3) 
-One of the following in febrile patients (oral temperature >37.8 °C [or 1°C above baseline in Spinal Cord Injury]) or two of the following in afebrile patients: 
   i.  Acute dysuria vi.   Suprapubic pain 

ii.    New or marked increase in incontinence vii.    Gross hematuria 
  iii.   New or marked increase in urgency viii.   Swelling, or tenderness of the testes, epididymis, or prostate 
 iv. New or marked increase in frequency ix.  New-onset of acute costovertebral angle pain or tenderness 
 v. New or marked increase in urinary retention x.       Episode of autonomic dysreflexia (with no other apparent cause) 
NOTE: Only after clinical assessment and ruling-out of other possible causes should changes in mental status and functional decline, and sudden fever, rigors or new-
onset hypotension suggest UTI in patients; use clinical judgment. (3) 
For Geriatric and Spinal Cord Injury (including conus/cauda equina): UTI may present atypically; use clinical assessment to guide decision for urine culture & urinalysis. 
 
 
 Presence of indwelling catheter? 

Obtain urine for urinalysis (UA) α  looking for 
leukocyte esterase (LE) and nitrites (NIT) (4) 

Obtain urine for urine culture 

Remove catheter (if possible) and reassess in 24 
hrs, or replace catheter before urine collection 
unless contraindicated (e.g., catheter placed by 
Urology, urethral stricture/trauma, patient 
unable to tolerate procedure) 

LE (–) (i.e. Urine WBC 0-5/hpf) 
and/or   NIT (–) 

[or   “WBC/bacteria not detected”] ß 

LE (+) (i.e. Urine WBC >5/hpf) 
and/or   NIT (+) 

[or   “WBC/bacteria detected”] ß 

Obtain blood cultures X 2  (5) 

Consider renal ultrasound or CT (if indicated) 

 

 

Cystitis Pyelonephritis/Urosepsis 

Review past culture results for antibiotic guidance 
Preferred PO agents for mild disease  
- Cefuroxime 500 mg PO BID x 7 days  
- Amoxicillin-clavulanate 875/125 mg PO BID x 7 days  
- Co-trimoxazole 1 DS tab PO BID x 7 days  
- Cefixime 400 mg PO daily x 7 days 
- Ciprofloxacin 500 mg BID x 7 days 
Preferred IV agents (Step-down to PO if possible – see below): (6, 10) 
- CefTRIAXone 1-2 g IV Q24H x 7-10 days (stepdown to oral when stable) 
  - If known or suspected Enterococcus,             
   ADD ampicillin 2 g IV Q6H x 7-10 days (stepdown to oral when stable) 
If significant cephalosporin allergy: 
- Tobramycin 4-6 mg/kg IV Q24H if CrCl >60 mL/min (caution in elderly) 
  - If known or suspected Enterococcus,   
     ADD vancomycin (20 mg/kg) IV load, then 15 mg/kg Q8-12H 
If severely ill/septic (refer to Sepsis Pre-printed Order): 
- Piperacillin-tazobactam 3.375 g IV Q6H x 7-10 days 
If known or suspected resistance to above (e.g. post prostate biopsy): 
- Meropenem 500 mg IV Q6H x 7-10 days 

IV to PO Step-down Criteria: 
- Temperature <38°C X 24 hrs; 
 

- WBC <11 or decreasing trend; 
 

- Clinical improvement on IV therapy; 
 

- Ability to absorb through GI tract. 

UTI is unlikely. (4) 
Consider alternate diagnosis. 

UTI is possible: Presence of additional symptoms? 
-Fever,(2) costovertebral angle tenderness, new-
onset hypotension,(3) or signs of sepsis (refer to 
Sepsis Pre-printed Order) 

If symptoms are mild, may wait for culture results. 
 

              AND 

Review past culture results for antibiotic guidance  
Uncomplicated (preferred agents): (7, 8, 9) 
- Nitrofurantoin long acting (MacroBID®) 100 mg PO BID x 5 days if CrCl 
>30 mL/min [for mild cystitis only] 
- Co-trimoxazole 1 DS tab PO BID x 3 days  
Other options: 
- Cephalexin 250-500 mg PO QID x 5 days 
- Fosfomycin 3 g PO x 1 dose [for mild cystitis] (Restricted to resistant 
organisms/intolerance to other oral agents; consult Medical Microbiology) 
 

Complicated/male or urinary tract abnormality: 
- Nitrofurantoin long acting (MacroBID®) 100 mg PO BID x 5-7 days if CrCl 
    >30 mL/min 
- Co-trimoxazole 1 DS tab PO BID x 5-7 days  
- Amoxicillin-clavulanate 875/125 mg PO BID x 5-7 days 
- Cefuroxime 500 mg PO BID x 5-7 days 
- Cefixime 400 mg PO daily x 5-7 days 
 

Direct and Tailor Therapy: 
- Select antibiotic with narrowest spectrum   
based on culture results. 
 

- Step-down to PO agent when appropriate. 
 

- Assess clinical status; lack of improvement 
should prompt investigations for alternate 
cause. 
 

Duration of Therapy: 
Cystitis: 
- 3-5 days (healthy, pre-menopausal females); 
- 5 to 7 days (males, elderly females, or recurrence). 
 
Pyelonephritis: 
- 7 to 10 days (if uncomplicated);  
- 14 days (if urologic structural abnormalities). 
 

  

Special considerations: 
α UA can be ordered alone for screening 
purposes. 
ß Applicable to Vancouver Acute sites only.  
Urine cultures will be reported only if 
urinalysis results are positive, unless discussed 
with Medical Microbiology. 
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Quantitative definitions of bacteriuria: 
 
In an appropriately collected single urine specimen, 
-Isolation of one (predominant) bacterial strain with a count of ≥ 100 million CFU/L (11) 
-[If more than one bacterial strain isolated or if bacteria count is < 100 million CFU/L, re-culture urine if symptomatic] 
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