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Present illness
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Physical Examination

—toxic - ill ool a5l g Liign ( Jlileo W les!
s S 2SO IS s pale aesils
Vital signs: PR: 80 BP:120/70 RR:20 T:36.8 02 sat: 98%
3l adlal las b o zals 5 el clear 4, sow
Al o Joga (5993 52 9 ST S mans
M3l o Kix) 5 b 5 G S Al
Sl din,8 9 Jlwos sl (oo ol Jloyiila plas] i les






* Asymptomatic bacteriuria is defined as isolation of a specified
guantitative count of bacteria in an appropriately collected urine
specimen from an individual without symptoms of urinary tract
infection (UTI).



* Voided clean-catch specimens — The threshold for asymptomatic
bacteriuria from a clean-catch voided urine specimen is isolation of a
single organism in quantitative counts 2105 colony-forming units
(CFU)/mL [1]. For females, a second specimen should be obtained
(preferably within two weeks) to confirm growth of the same
organism over the same quantitative threshold. For males, a single
urine specimen meeting the criteria is sufficient for making the
diagnosis.



EPIDEMIOLOGY

* Females — The prevalence of asymptomatic bacteriuria among
healthy females increases with advancing age, from about 1 percent
among schoolgirls to >20 percent among those over 80 years of age
residing in the community

* Males — Asymptomatic bacteriuria is rare among healthy young
males . Among males older than 75 years residing in the community,
prevalence is 6 to 15 percent [16]. Males with diabetes mellitus do
not appear to have a higher prevalence of bacteriuria than those
without.



* In general, we suggest not screening for nor treating asymptomatic
bacteriuria. There are a few exceptions in whom screening and
treatment are warranted; these include pregnant persons, patients
undergoing urologic intervention, and recent renal transplant
recipients.



— There is no role for routine screening for or treating asymptomatic bacteriuria in the general,
nonpregnant population

— There is no role for screening for or treatment of asymptomatic bacteriuria among older
adults, either in the community or in health care facilities

There is no role for screening for asymptomatic bacteriuria in patients with diabetes mellitus

There is no role for screening for or treatment of asymptomatic bacteriuria among patients
undergoing nonurologic surgery, including joint arthroplasty

Even many individuals with immunocompromising conditions do not appear to be at greater risk
of adverse outcomes from untreated asymptomatic bacteriuria



* Adverse effects of antibiotics — Beyond the potential direct adverse
effects of antibiotics (eg, toxicity or intolerance, risk of Clostridioides
difficile colitis), overuse of antibiotics is well known to drive antibiotic
resistance at both the individual and the community or institutional
level . Eliminating treatment of asymptomatic bacteriuria has been
identified as an important target of efforts to reduce unnecessary
antibiotic administration. There is also some evidence that treating
asymptomatic bacteriuria could increase the risk of subsequent UTI.



* Pregnancy — Asymptomatic bacteriuria during pregnancy has been
associated with adverse pregnancy outcomes. Screening for
asymptomatic bacteriuria is warranted for pregnant persons [1,84].
This is discussed in detail separately.

* Asymptomatic bacteriuria during pregnancy increases the risk of
pyelonephritis and has been associated with adverse pregnancy
outcomes, such as preterm birth and low birth weight infants (see
'Epidemiology' above). Antimicrobial treatment reduces the risk of
subsequent development of pyelonephritis and is associated with
improved pregnancy outcomes



* Asymptomatic bacteriuria is treated with an antibiotic tailored to the
susceptibility pattern of the isolated organism, which is generally
available at the time of diagnosis. Potential options include beta-
lactams, nitrofurantoin, and fosfomycin .Although nitrofurantoin is
generally avoided during the first trimester, it is an appropriate
alternative when other options cannot be used. Safety of
antimicrobial agents used for bacteriuria during pregnancy is
discussed elsewhere



* The optimal duration of antibiotics for asymptomatic bacteruria is
uncertain. We typically give five to seven days of therapy. Short
courses of antibiotics are preferred to minimize the antimicrobial
exposure to the fetus. Short course antibiotic therapy is usually
effective in eradicating asymptomatic bacteriuria of pregnancy,
although single-dose regimens may not be as effective as slightly

longer regimens



* An exception is single-dose fosfomycin, which successfully treats
bacteriuria. In three trials comparing this drug with other therapies
administered for a longer time, eradication of the organism was
comparable .



 Patients undergoing urologic intervention — Screening for and
treatment of asymptomatic bacteriuria are warranted for patients
undergoing urologic procedures in which mucosal bleeding is
anticipated [1,84]. Untreated bacteriuria is associated with infectious
complications following urologic interventions, with a higher risk
associated with procedures that disturb mucosal integrity



* Renal transplant recipients — Some experts screen for and treat
asymptomatic bacteriuria in the first few months following
transplantation. This is discussed in detail elsewhere. (See "Urinary
tract infection in kidney transplant recipients”, section on 'Monitoring
for asymptomatic bacteriuria' and "Urinary tract infection in kidney
transplant recipients”, section on 'Early ureteral stent removal
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Primary prevention
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Secondary prevention
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tertiary prevention
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Quaternary prevention
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