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Table 1 

Clinical evaluation following UTI
How old is the child?
All children under 6 months need imaging and we would recommend that they are referred to
the paediatric clinic.

Has the child had previous UTIs and if this is the case have they been cystitis/lower or
pyelonephritis/upper UTI (e.g. febrile UTI)?
A child warrants renal imaging after three UTIs if they have all been lower tract episodes or
after two UTIs if at least one has been an upper tract episode. 
The investigations consist of both a renal ultrasound and a DMSA scan and possibly a
micturating cystourethrogram (MCUG) in selected cases.
NICE recommends that children with recurrent UTIs should be referred in any case to a
paediatric specialist. 

Is there a history of antenatal abnormality or family history of vesicoureteric reflux or renal
disease?
If this is the case the child should be referred to the paediatric clinic.

Does the child have a poor urine flow?*
If so an urgent referral should be made to the paediatric clinic.

Examination*
• Is there an abdominal mass or a palpable bladder?
• Is the examination of the spine and the lower limbs abnormal suggestive of a spinal lesion?
• Is the child’s growth abnormal?
• Is the blood pressure abnormal?

If the answer to any of these questions is Yes, the child needs to be referred to the paediatric
clinic.

Did the child take longer than 48 hours to respond to the appropriate antibiotics (i.e. to the
antibiotic to which the bacteria were reported as sensitive)?*
Discuss this child on an urgent basis with the paediatricians as an obstructive uropathy needs
to be ruled out.

Was the child seriously ill with the UTI (e.g. in shock), has the child had an elevated
creatinine?*
These children would have been admitted to hospital and renal investigations would have
been started during the acute admission.

Was the UTI caused by an organism other than E. coli?*
UTIs caused by organisms other than E. coli are more likely to be associated with obstructive
uropathy, hence the need for imaging. 

*= ‘atypical UTI’2

to present.1 The only way to differentiate
a UTI from a viral infection is by testing
the urine and a key recommendation
from NICE is that this should be
carried out within 24 hours in children
with non-specific fever.2

Children may also present with a
vomiting illness, failure to thrive or
persistent irritability. Older children
may present with other systemic
symptoms such as loin pain. It is also
important to consider the diagnosis of
UTI in a febrile child with an alternative
focus who remains unwell. A urine
infection in the presence of any of the
above symptoms is a pyelonephritis
(upper UTI).

Children may present with the
classical symptoms of cystitis (lower
UTI) such as urinary frequency, dysuria
and abdominal pain.2

Most children with UTI, even if
febrile, can be managed in the
community. However, if the initial
clinical assessment shows the child to
be at high risk of serious illness,6 there
should be an urgent referral to the
local paediatric service. The same
applies to any infant under the age of
three months with suspected UTI.2

coLLecTIon oF UrIne
SAMPLeS
It is far better to obtain a urine sample
by catching it in a sterile container 
(the clean catch method), after the
perineum has been washed normally. 
If the child is still in nappies, ideally the
sample should be obtained 20 minutes
or so after a drink. It may be possible
to stimulate micturition by tapping
with a finger over the abdominal area
overlying the bladder. 

The contamination rate is significantly
lower with the clean catch method
than using either urine pads or bags.
NICE could not make a definitive
recommendation regarding either of
these latter two collection methods
given the lack of adequate studies.2

However, urine pads are more user
friendly and the contamination rate
has been shown to decrease if they are
changed every 30 minutes.7

The urine specimen can be
refrigerated at 5°C if it cannot be set
up for culture within four hours. Boric
acid can be used as a preservative but
for no longer than 24 hours.2

Uropathogenic E. coli (UPEC)
account for 70-90% of community-
acquired UTIs. These bacteria possess
virulence factors that attack the
uroepithelium.4 Causative organisms
other than E. coli rely more heavily on
host factors (such as structural renal
tract abnormalities or renal calculi)
and are regarded as atypical
infections. Further investigation is
required and is outlined below.5

PreSenTATIon
Presentation is extremely variable and
this may be a factor in the underdiagnosis
of UTIs. In infancy, non-specific fever is
by far the most common way for UTIs

‘When oral
therapy has been
started, parents
should be
advised that 
the child needs
reassessment 
if he or she
remains unwell
after 48 hours’




