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The Current Stream of Information



ÅNo financial disclosures

ÅNot responsible for lame puns, 

which any talk on pee will 

necessarily provoke.



ÅSuch as,

Åñurineò  for a lot of exciting info.

ÅThis talk works better on a PC (ñpee seaò)

ÅWhat did the guy say, who needed the 

restroom, when he found someone 

blocking him? : 'Urine my way'. 



KEY ISSUES

Q#1. Long term outcomes of UTI

Q#2. How long to treat UTI?

Q#3. What is the best imaging 
strategy?

Q#4. To give or not to give 
prophylaxis?



Epidemiological Facts

UTI affects 2.4%-2.8% Children annually

UTI is diagnosed 5-13% in infants & children 

with fever without focus

1.1 Million office Visits annually

180 Million US$ spent annually on inpatient 

management

Chang SL, Shortliffe LD.  Pediatr clin N Am 53(2006)379-400



Incidence of Pediatric UTI by Age and 

Gender

Chang SL, Shortliffe LD.  Pediatr clin N Am 53(2006)379-400



UTI: whatôs the big deal?

ÅUTI is present in nearly 5% of febrile infants 
younger than 12 months of age (6.5% of girls, 
3.3 % boys)

ÅThe prevalence of UTIôs in the second year of 
life is 8.1% in girls and 1.9% in boys. 

ÅAmong febrile infants with UTI, ~60% will 
have evidence of pyelonephritis on DMSA 
scan.

Å Baraff, LJ. Management of infants and young children with fever without 

a source. Pediatric annals 2008. vol:37 iss:10 pg:673 -9



UTI: whatôs the big deal?

ÅRisk factors for girls 2-24 months 

old:

ÅFever without a source, >39º C, for more 

than 2 days

ÅWhite race

ÅAge younger than one year

Å Baraff, LJ. Management of infants and young children with fever without 

a source. Pediatric annals 2008. vol:37 iss:10 pg:673 -9 



UTI: whatôs the big deal?

ÅFor male infants, risk factors are:

ÅFever without a source,

ÅAge younger than 6 months

ÅUncircumcised

Å Baraff, LJ. Management of infants and young children with fever without a source. 

Pediatric annals 2008. vol:37 iss:10 pg:673 -9





AAPôs Recommendation

ÅInfants and young children 2 
months to 2 years of age, 
including those whose treatment 
initially was administered 
parenterally, should complete a 7-
to 14-day antimicrobial course 
orally (strength of evidence:

strong).



AAPôs Recommendation 

After a 7- to 14-day course of 
antimicrobial therapy and sterilization 
of the urine, infants and young 
children 2 months to 2 years of age 
with UTI should receive antimicrobials 
in therapeutic or prophylactic dosages 
until the imaging studies are 
completed

Å(strength of evidence: good).



Recommendation 11

ÅInfants and young children 2 months to 2 
years of age with UTI who do not 
demonstrate the expected clinical 
response within 2 days of antimicrobial 
therapy should undergo ultrasonography 
promptly, and either voiding 
cystourethrography (VCUG) or 
radionuclide cystography (RNC) should be 
performed at the earliest convenient time. 



AAPôs Recommendation 

ÅInfants and young children who 

have the expected response to 

antimicrobials should have a 

sonogram and either VCUG or 

RNC performed at the earliest 

convenient time 

Å(strength of evidence:fair)
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Antibiotic Therapy



Cochrane Review

ÅMichael M, Hodson EM, Craig JC, Martin S, Moyer 

VA. Short versus standard duration oral antibiotic 

therapy for acute urinary tract infection in children. 

Cochrane Database of Systematic Reviews 2003, 

Issue 1.

ÅA 2-4 day course of oral antibiotics appears to be 

as effective as 7-14 days in eradicating lower tract 

UTI in children
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Cochrane Review

ÅHodson EM, Willis NS, Craig JC. Antibiotics for acute 

pyelonephritis in children. Cochrane Database of 

Systematic Reviews 2007, Issue 4

Åchildren with acute pyelonephritis can be treated effectively 

with cefixime, ceftibuten or amoxicillin/clavulanic acid given 

orally or with short courses (2 to 4 days) of IV therapy 

followed by oral therapy. If IV therapy is chosen, single daily 

dosing with aminoglycosides is safe and effective.
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NICE treatment guidelines

Å For infants and children 3 months or older with acute 

pyelonephritis/upper urinary tract infection: 

Å treat with oral antibiotics for 7ï10 days. 

ÅThe use of an oral antibiotic with low resistance patterns is 

recommended, for example cephalosporin or co-amoxiclav

Åif oral antibiotics cannot be used, treat with an intravenous 

(IV) antibiotic agent such as cefotaxime or ceftriaxone for 2ï

4 days followed by oral antibiotics for a total duration of 10 

days 

19



NICE treatment guidelines

For infants and children 3 months or older with 

cystitis/lower urinary tract infection: 

Å treat with oral antibiotics for 3 days. 

ÅThe choice of antibiotics should be directed by 

locally developed multidisciplinary guidance.

ÅTrimethoprim, nitrofurantoin, cephalosporin or 

amoxicillin may be suitable. 
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NICE

National Institute for 

Health and Clinical 

Excellence 



Clinical differentiation between acute pyelonephritis/upper 

urinary tract infection and cystitis/lower urinary tract infection

ÅInfants and children who have bacteriuria 
and fever of 38° C or higher should be 
considered to have acute 
pyelonephritis/upper urinary tract infection. 

ÅInfants and children presenting with fever 
lower than 38° C with loin 
pain/tenderness and bacteriuria should 
also be considered to have acute 
pyelonephritis/upper urinary tract infection. 



Pyelonephritis/upper urinary tract infection vs. 

cystitis/lower urinary tract infection

ÅAll other infants and children who 

have bacteriuria but no systemic 

symptoms or signs should be 

considered to have cystitis/lower 

urinary tract infection



Atypical UTI includes:

Å seriously ill

Å poor urine flow 

Å abdominal or bladder mass 

Å raised creatinine 

Å septicaemia 

Å failure to respond to treatment with 
suitable antibiotics within 48 hours 

Å infection with non-E. coli organisms 




