Clinical Indications to Evaluate for UTI MAP

Age Signs and Symptoms
Infants younger than 3 months Fever Poor feeding Abdominal pain
Vomiting Failure to thrive Jaundice
Lethargy Hematuria
Irritability Offensive urine
Infants and children, 3 months or older
Preverbal | Fever Abdominal pain Lethargy
Flank pain Irritability
Vomiting Hematuria
Poor feeding Offensive urine
Failure to thrive
Verbal | Frequency | Dysfunctional voiding Fever
Dysuria Changes to continence Malaise
Abdominal pain Vomiting
Flank pain Hematuria

Offensive urine
Cloudy urine

If clinical concern for sepsis and/or meningitis, refer to Sepsis or Meningitis MAP

NICE Guidelines

High risk patients who should have a urine sample

Febrile Female

Uncircumcised Male, 2-24 mo Febrile Circumcised Male, 2-24 mo

No other source No other source and <12 mo
Fever >39° Celsius

With other source

No other source

Fever <39° Celsius
With other source and <12 mo
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Suspect UTI

ED/OP UTI MAP

(If age <28 days,
see Febrile Infant MAP,
If pt ill-appearing, see Septic
Shock MAP)

Clean intermittent catheter
urine specimen (or

suprapubic tap) Urine with any of the

following positive: nitrite,
leukocyte esterase >1,
whbc/hpf >4, bacteriuria ?

Toilet trained? Culture not indicated Admission Criteri
Bag specimen can be
offered to parents as first

line screen

Any of the following:
e  Age <28 days
e  Age 29-60 days and suspect sepsis

and/or risk factors

lll-appearing

Dehydration that cannot be resolved
in ED or OP (unable to tolerate PO)

Clean catch urine Failed OP treatment

specimen

Urine dip
See Citation [1]-[3]

' Other considerations:

Catheterization | s

Outpatient Management
Consider observation without abx if ONLY leuk
esterase+ or ONLY micro+, and child is well-
appearing, good follow-up, age >2 months

Treatment:

1) Cephalexin 25mg/kg/dose TID, max 1000mg/
dose

If Cephalosporin contraindicated? then...
Trimethoprim/sulfamethoxazole 6mg/kg/dose of
TMP BID, max 160mg TMP/dose
Dosing is based on TMP component
2) Refer to Imaging Pathway (linked)

3) Arrange appropriate follow-up with PMD.
4) F/U results of urine culture. If positive (>50000
cfu/ml of a single organism), then ensure abx cover

susceptibilities. If negative, discontinue abx.

5) Further evaluation for STI for adolescent
patients

Was bag
specimen used?

Send urine culture

Does pt meet
admission criteria?

*Cephalexin contraindicated when...

Known / confirmed prior cephalexin allergy (urticaria,
anaphylaxis, or one of the severe cutaneous adverse
reactions eg. DRESS, SIS, etc.)

Known / confirmed prior allergy to other 1% or 2™
generation cephalosporins

Known / confirmed anaphylaxis to amoxicillin or
ampicillin

If patient <28 days, see Febrile Infant
MAP

1) Consider need for blood culture if age
<60 days or ill-appearing

2) Chem 8 if severely dehydrated or poor

urine output

Poor follow-up

Hx of resistance

Severe or atypical disease (ill

appearing, sepsis/bacteremia, poor

UOP, increased creatinine, abdominal

mass, poor response to therapy,

atypical organisms)

Recurrent UTI

e >3 episodes of cystitis or...

e  >2 episodes of UTI with at least
1 pyelonephritis

Patient admitted
to Inpatient

Inpatient Abx Management

® Age <28 days: See Febrile
Infant MAP

® Age >28 days: Ceftriaxone 50
mg/kg IV Q24h

If enterococcus suspected (blood/
urine culture grew E. faecalis), repeat
urine culture by cath, and then add
ampicillin 50 mg/kg/dose Q6h
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IP UTI MAP

Patient admitted

If positive (250000 cfu/ml of a single organism), Discharge Criteri
then narrow abx coverage according to

Inpatient Abx Management susceptibilities RBUS completed or scheduled as per
the Imaging Pathway (linked)

® Age <28 days: See Febrile Infant MAP If negative, consider other sources of infection

. . Evaluate necessity and timing of
® Age >28days: Ceftriaxone 50 mg/kg IV RBUS/VCUG per For infants >28 days, transition to PO once

Q24h Imaging Pathway (linked) tolerating e Clinical response to therapy

Clinically improved as suggested by
the following:

If enterococcus suspected (blood/urine culture . . afebrile, euvolemia
f o { /! e For bacteremic UTI, evidence shows early ( )

?hr:;vgaga;c:;:z}”ﬁp 5egt rg;ﬂegjgg;uergg%cafh, iy transition to oral abx is not associated with e  Able to take PO medication
. higher rates of treatment failure

See Citation [4]-6] Follow-up planin place

Patient discharged
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UTI MAP Imaging Pathway

Indications for Inpatient Renal Bladder Ultrasound (RBUS
lll-appearing
Poor urine output
Abdominal mass on exam
Bacteremia
Elevated creatinine
Failure to respond to appropriate abx within 48 hrs
<6 months with a history of abnormal RBUS
<6 months meeting definition for recurrent UTI
<6 months and non E.coli UTI*
*In an infant or child with a non E.coli UTI, responding well to abx with no other concerning features, the ultrasound
can be requested on a non-urgent basis to take place within 6 weeks

Does the patient meet Obtain RBUS within 6 weeks of discharge if the following:
indication(s) for inpatient _—— <24 months and first febrile UTI or recurrent UTI*
RBUS? >24 months and non E.coli UTI or recurrent UTI

*Recurrent UTI:
>3 episodes of cystitis
or
>2 episodes of UTI with at least 1 pyelonephritis

STRUCTURAL ABNORMALITY
Consult Urology <4—— EXCEPT MINIMAL TO MILD
HYDRONEPHROSIS

RBUS Results ——NORMAL AND NO PRIOR UT——> No further work-up

NORMAL AND HAD 1 PRIOR FEBRILE UTI
Timi £ VCUG

VCUG should be obtained in Outpatient setting

unless desired sooner by Urologist

el et VAUE, el (o Consider giving prophylactic abx and getting VCUG

If VCUG done in hospital, then it can be done upon

Urolo o e
< significant clinical improvement

Consult Urology at clinician discretion
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