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Pitfalls to avoid when
obtaining a urine culture

Ask about voiding dysfunction if present the MS CC sample will be
questionable

* never allow a sample to be at room temperature for more than 30
minutes unless in a special transport media tube

+ asample collected at home and brought to the office will be suspect
with a high false positive

never collect a sample using a “toilet hat”

+ acatheterized urine sample will always be better and cut-off should
be lowered to 102

if a positive culture is found you must always consider if the
symptoms you are treating are truly caused by a urinary tract infection
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(See WARNINGS).

Patigntswith a known history of myasthenia gravis




antibiotic overprescription for UTls

neurourology and urodynamics 2024, Murrary et al

* 909 patients diagnosed with a UTI, 85% were female

* 64% were treated with antibiotics despite only 28% having symptoms
of a UTI, 40% had positive UA or culture

* in patients with no urinary tract symptoms 95% were given antibiotics
based upon the urinalysis in ER setting

* patient’s presentin.Fwith mental status change are more likely to be
diagnosed with a UTI even though data does not support the
relationship between mental status changes and bacteriuria

* AGS and IDSA recommend against testing patients with mental status
changes and no urinary tract symptoms, despite these "
recommendations 100% of patients in this study received antibiotics
yet only 7% had urinary tract symptoms

/2812025
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UTls and acute mental status change
= 2019 update by the infectious diseases Society of America

* acausalrelationship between asymptomatic bacteriuria and
delirium ( acute mental status change with fluctuating level of
confusion and orientation) has not been established.

 treatment of ABU in patients with episodes of delirium has not
shown to have any beneficial effect on clinical outcomes
compared to no treatment.

In patients diagnosed to have urosepsis based upon hospitalization
with positive blood cultures and the presence of a urinary tract infection
as the only source for that bacteria | will initiate non-antibiotic based
suppressive therapy (EVC, Ellura, D Mett ine Hippurate)

112812025
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What happens when we treat asymptomatic UTls
in patients with mental status change admitted to
the hospital?

* 92 of 365 pts with new onset delirium treated with antibiotics with no
symptoms of a UTI but positive laboratory tests*

+ worse functional recovery versus those not treated; RR 1.3
* 7.5% developed C. difficile

Stall et al 2024, J of i iatric Society; ... a ic Review
Our systematic review found no evidence that treatment with antibiotics is associated with

improved delirium outcomes in older adults with pyuria or bacteriuria and without systemic

signs of infection or genitourinary symptoms.

BUT remember symptoms of a UTI in the elderly can be more subtle and

history difficult to obtain:
-increased frequency, urgency and worse incontinence
-expect to see >10 WBC’s on cath UA

* Dasgupta et al, Arch Gerento. Gari; 2017
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because of persistent symptoms the next step is an office
visit to establish a differential diagnosis
« carefully reevaluate the history

+ do they have urinary tract symptoms or not

+ do they have odor to the urine and is it cloudy, then recheck a
culture (enhanced?)

+ if they have dysuria ( and this is a classic symptom of a UTI)
then clarify the characteristics (where is the burning coming
from?)

+ recheck a urine sample-ideally a catheterized sample

« if symptoms have been triggered after a new sexual partner then
consider ion for and L aswellas
other STDs

+ these organisms live in the vagina and intermittently will
populate the urinary tract, are not able to be identified on the
routine urine culture but a DNA probe of the vaginal secretions
in the posterior fornix should be obtained in high risk patients

+ in the past this was felt to be a benign organism but we now 3
realize signifi and icati arise from this - K ’

ism even though { 20% of sexually active -
women will be found to have this organism without symptoms
112812025
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if dysuria is the chief complaint obtain a more
detailed history

* where is the dysuria?

« External burning especially
when occurring after urination
is almost always a vulvar pain
disorder

* Lichensclerosus

* Vulvovaginalyeast

* Postmenopausal genitourinary
syndrome

* Vulvodynia

/2812025
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Lichen Sclerosus
Therapy

« Topical High potency steroids

* Clobetasol .05%, BID x 4 weeks then Q HS
x4 wks

 Triamcinolone 0.1% ointment

* Must then re-evaluate and determine
maintaince dose of low dose or combo
therapy (clobetasol 2x / week &
hydrocortisone 5 x/ week

* Avoid steroid dermatitis (rare)
* Asymptomatic patients (40%) need
therapy to avoid scarring, agglutination
and vulvar cancer (2-6% risk)

/2812025
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If Dysuria is
reported;
where is it

coming
from?
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These patients have a unique
bladder disorder and often
develop secondary centralized
pain with other pain generators

These patients had an event and /or a predisposition
for the development of a centralized pain disorder with
bladder related symptoms. The management of their
symptoms requires the treatment of their BPS and
all other pain generators: local vs diffuse pain
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management options for rUTls

+ high-dose cranberry pill supplements such as Ellura® or Utivia®
+$90,000,000 spent in US in 2019 on cranberry supplements
* Proanthocyanidins (PCA) responsible for anti adhesion of Pili of E. coli

* Ellura® shows better anti-adhesion than D-Mannose
* Ellura® shows reduction in rUTI in select populations 36mg PAC
+ EstrogenVaginalcream aginalpl
D-mannose
+ Cochrane reviewin 2022: “no evidence to SUppOrt of refute use”

Methenamine Hippurate (1G every 12 hours):
« almost as good as AB 9vs 1.4 UTl per N 8

* 44% of women had no episodes of symptomatic UTls during this 12 month study
« Adverse event rate similar (2.8% vs 2.4%; ABvS MH)

. IfuTl itus then p ital AB
* 6to12months of it ibiotics if not coital

* Cochrane review in 2012: “no evidence to support or refute use” but dose of PACS not reported- most OTC contain very lttle

* Macrobid Q HS
« Septra DS Qhs
* Keflex 250 QHS

1/28/2025 * Harding BMJ 2022;376
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Pathology of rUTls

* Riskfactors for UTI’s

* Development of clusters of bacteria
inthe submucosa of the bladder,
exfoliation for up to 6 months SR

* Development of abnormal
immunologic environment

* Neuropathic changes causing
sensory nerve activation

* These changes resultin an et

increasing risk for continued rUTI’s
and BPS/IC pain syndromes

0y
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if rUTls continue then
referral for further
evaluation is indicated

« urodynamics
* Evaluate, Identify and treat the
voiding dysfunction found in
47% of pts
« office cystoscopy
* Rule out bladder lesion, stone,
foreign body, fistula, etc
+ CTurogram or renal sonogram (if
low risk for upper tract disease)
« Low rate of identifying
unexpected lesion
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So we now have a better idea about the differential diagnosis
as well as the pitfalls in diagnosing a bladder infection...
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