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RECURRENT UTI

• NICE CG 112

• Published October 2018

• www.nice.org.uk/guidance/ng112

https://www.nice.org.uk/guidance/ng112


WHAT IS THE DEFINITION OF 
RECURRENT UTI?

• No universally accepted definition

• Most commonly used is “2 in 6 months or 3 in a year”

Schoof and Hill 2005 

Hooton and Stamm 2006 

• Estimated 20-50% of young women with UTI will have another within a year 

Mabeck et al Postgrad Med J 1972. 

Brumbaugh and Mobley Expert Rev Vaccines. 2012.

• Finnish study showed older (>55yrs) more likely to have recurrence in first year (53% vs 36%)

Ikaheimo Clin Infect Dis 1996



COMMON PROBLEM

Expert Rev Vaccines. 2012; 11(6): 663–676.



Taken from ARK-hospital presentation – Elizabeth Cross 2017



URINE DIPSTICK TESTING / MC&S



URINE DIPSTICK / MC&S

• Diagnosis of UTI should be based on a combination of: 

• clinical diagnosis based on typical symptoms 

• microbiological diagnosis by appropriate use of urine dipsticks and urine culture where indicated 

• past response to antibiotic treatment of isolated episodes of acute UTI

• A diagnosis of UTI can be considered if the patient has a strong symptom profile, even in the 

absence of culture‐positive urine or dipstick confirmation 

• fever can be useful to differentiate inflammatory and infective causes 

• previous response to antibiotics for similar symptoms also supports this diagnosis 















WHO TO SCAN?

• Consider referral for urinary tract ultrasound (including post-void residual 

volume) in patients: 

– with very frequent infections 

– with recurrent Proteus infections (due to their association with renal calculi) 

– who do not respond to treatment 

– with post-micturition symptoms, such as a sensation of incomplete emptying, or those 

with a palpable bladder 



CASE STUDY 1

• Fiona is a 23 year old female. Over the last 12 months, she has had multiple 

urinary tract infections. She is sometimes able to self manage these, buying 

‘sachets’ over the counter and increasing fluid intake – but has also had to take 

time off work on 5 occasions to see her GP for an antibiotic prescription. She 

is fed up.

• What would you do?



CASE STUDY 2

• Maggie is a 52 year old female. Over the last 18 months she has been 

increasingly bothered by recurrent episodes of ‘cystitis’. She has not had a 

problem with UTI’s in the past. She has had several courses of antibiotics. 

MSU’s show pyuria, often with growth of E coli. 

• What would you do?



CASE STUDY 3

• Anne is 64. She has had a number of episodes recently of cystitis like 

symptoms – frequency, urgency, dysuria. Her urine is cloudy during these 

episodes. Urine dip sometimes shows pyuria, lab tests are often negative. Her 

symptoms respond to short courses of antibiotics, but never completely settle. 

Within 2 or 3 weeks after completing a course of antibiotics, her symptoms 

return. She does not have any haematuria, either visibly or on dipstick testing.

• What would you do?



ANTIBIOTICS



SELF START ANTIBIOTICS

• 85-95% of women with previous UTI can self diagnose successfully (Gupta et al. Ann Intern Med 2001)

• Clinical and Microbiological cure rates > 90%

• Best used in motivated women with previous culture confirmed cystitis (Hooton NEJM 2012)

• Advantages are less antimicrobial exposure and high patient satisfaction rates

• Post coital antibiotics reserved for group where it has been identified as the dominant risk 

factor.



PROPHYLACTIC ANTIBIOTICS

• Single dose antibiotic prophylaxis – for triggers

• Long term prophylaxis can range from 4 mths to 5 yrs!!

• 95% will remain UTI free but 50% relapse following cessation (Nicolle et al. Am J Med 2002)

• Cochrane review of RCT’s - RR 0.21 for single recurrence (NNT 1.85) but RR after prophylaxis 0.82           
(Albert et al. Cochrane Database 2004)

• Single randomised study found prophylactic nitrofurantoin superior to oestrogen (Raz et al Clin Infect Dis 2003)



ANTIBIOTIC PROPHYLAXIS

Microbiological UTI during prophylaxis

Microbiological UTI after completion of prophylaxis

NNToT = 1.85

Albert et al . Cochrane Database Syst Rev. 2004;(3):CD001209



NON-ANTIBIOTIC MEASURES



D-MANNOSE

• Sugar – postulated to inhibit bacterial 

adherence to urothelium

• 1 x RCT: vs Nitrofurantoin vs nothing

• 308 women with hx of rUTI

• 98 had continued rUTI:

• 15 in D-mannose arm

• 21 in NF arm

• 62 in no treatment arm



CRANBERRY

• Postulated to acidify urine and reduce bacterial adhesion/prevent fimbrial expression

• Some evidence that rUTIs reduced but optimum dose /duration unclear.

• Original Cochrane review (2008) identified some benefit 

BUT 

Meta-analyses in updated review  (2012) showed that compared with placebo, water or 

non-treatment, 

“cranberry products did not significantly reduce the occurrence of 

symptomatic UTI overall” (RR 0.86, 95% CI 0.71 to 1.04) 

Jepson et al. Cochrane Database 2012

• Recent evidence review: 3 new papers suggesting cranberry does have a protective effect

Kranz et al Eur Urol Focus 2018



TOPICAL OESTROGENS

• Falling oestrogen levels lead to a change in vaginal flora and pH

• Local oestrogen can reverse this without SE of systemic oestrogen    

Esposito et al. Gynaecological Endocrinology 1991

• Systematic review found no reduction in UTIs with oral oestrogen but showed vaginal 

preparations superior to placebo (RR 0.25/0.64)

Perrotta et al. Cochrane Database 2008



METHENAMINE HIPPURATE

• Methenamine has antibacterial properties - hydrolysed to formaldehyde in acid urine

• Systematic review highlighted heterogeneity of data but some studies report reduction 

in symptomatic UTIs (RR 0.24)

• ?Ineffective in pts with neuropathic bladder / abnormal renal tract.

• “There is a need for further large well-conducted RCTs to clarify…”

Lee et al. Cochrane Database 2012



WHO TO REFER

• ‘Consider non-urgent referral for bladder cancer in people aged 60 and over 

with recurrent or persistent unexplained urinary tract infection’1



WHO TO REFER

• pregnant women 

• men with 2 or more UTI

• patients with recurrent or severe pyelonephritis 

• patients infected with resistant bacteria 

• patients with recurrent UTI associated with structural or functional abnormalities 
of the urinary tract 

• patients with recurrent UTI associated with atypical infections, such as tuberculosis 
or schistosomiasis 

• catheterised patients, in whom misdiagnosis is common because of colonisation 
(treat only when symptomatic) 

• patients with immunity compromised as a result of drugs or diseases

• patients with chronic renal failure with oliguria, who should be seen by the renal 
team because of the risk of renal deterioration 
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CASE STUDY 3
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THE FUTURE

“Computers in the future may weigh no more than 1.5 

tons”

Popular Mechanics, 1949

I think there is a world market for maybe 5 computers”

Thomas Watson, Chairman of IBM, 1943



SUMMARY

• Avoid treating ASB as recurrent UTI

• A negative dip / MSU does NOT exclude UTI

• Women with recUTI know when they have an infection – believe them

• Think non-antibiotic prophylaxis wherever possible

• Refer complicated recUTI for urological ssessment




