
  

Table 3
Preventing recurrence of infection
• Dysfunctional elimination syndromes and
constipation10,11 should be identified through the history
and examination and should be addressed 
• Advice should include encouraging the child to drink
plenty of fluids and not to delay voiding 
• Parents should be advised on the symptoms of UTI
and on the importance of prompt medical assessment if
they feel that the child has developed a further infection

Table 2
Summary of indications for renal imaging2

• Infants under 6 months of age: ultrasound (US)
followed by MCUG in some cases
• Atypical infection (see table 1, p18): US and 
DMSA ±MCUG, unless the child is older than 3 years
when initially only US
• recurrent infections (see table 1, p18): US and DMSA 
in all ages
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DIPSTIckS
Leucocyte esterase and nitrite
dipsticks are widely used as a rapid
test for UTI. After assessing the
evidence, NICE came to the view that
when used in combination, their use
was reliable in children aged three
years and older. In this age group, a
negative leucocyte esterase result with
a negative nitrite confidently rules out
UTI. If both are positive UTI can be
ruled in. Dipsticks are not reliable in
children under three years of age, so a
negative dipstick result does not rule
out UTI. Therefore, in this age group all
urine specimens should be sent to the
laboratory for microscopy and culture
regardless of the dipstick result. 

TreATMenT
Cystitis can be treated with a three-
day course of antibiotics such as
trimethoprim or nitrofurantoin.
Pyelonephritis should be treated with
a 7-10 day course of antibiotics.

Trimethoprim, but not nitrofurantoin, is
often suitable. E. coli resistance to
amoxicillin is now too high to
recommend it as a first-line antibiotic
in either lower or upper UTI. In either
instance we would strongly recommend
close liaison with the local microbiology
laboratory and locally agreed antibiotic
guidelines should be followed. 

Children with persistent vomiting,
those with circulatory shock and those
with known potential obstruction,
such as hydronephrosis, require urgent
referral to paediatric services for
initiation of intravenous therapy.

When oral therapy has been started,
parents should be advised that the
child needs reassessment if he or she
remains unwell after 48 hours. Urine
culture should be repeated at this
point and the child should be referred
to paediatric services for clinical
assessment and renal ultrasound (US)
to exclude urinary tract obstruction.8,9

reFerrAL AnD FoLLoW UP
The single most important difference
between the guidelines published by
NICE in 20072 and those published in
1991 by the royal College of Physicians
is that it is no longer deemed necessary
for every child to be automatically
referred to the paediatric clinic after 
a first UTI. The NICE criteria for renal
imaging are selective and the onus
falls mainly on general practice to
determine which children need further
investigation. 

NICE recommends that every child
should be evaluated after a UTI, see
table 1, p18. This will help determine
which children require renal imaging,
see table 2, above, as well as identifying
triggers for recurrent UTIs. Table 3, above,
summarises information on prevention
and gives advice for parents.2

The implementation of the NICE
guidance represents a major challenge

for GPs who are central to the
identification of children at risk of renal
pathology. It is important to ensure
that all children who are appropriately
diagnosed and treated for a UTI are
also assessed for risk of renal
abnormalities and/or recurrence, as
outlined in tables 1, p18, and 2, left. 
If this key recommendation is not
implemented, children who are not
only at risk of recurrence but who
should also undergo renal imaging
may fail to be identified. 

This clinical evaluation may involve a
significant change in practice, namely
the need in many cases for a further
clinical consultation once the acute
episode has passed. Ideally, there
should be dialogue between primary
and secondary care, with input from
the local microbiology and radiology
departments, to find efficient and
cost-effective ways for the
implementation of this guidance. 

‘All children who
are appropriately
diagnosed and
treated for a UTI
must also 
be assessed for
risk of renal
abnormalities
and/or recurrence’




