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SECTION 1: CLINICAL CONDITIONS

1.20 URINARY TRACT INFECTION

Urinary tract infection (UTI) refers to a spectrum of clinical 
presentations ranging from asymptomatic urinary infection 
to acute pyelonephritis with septicemia. UTI is a common 
infection diagnosed at the time of hospital admission or ac-
quired during hospitalization. Annually in the United States, 
more than 550,000 hospital discharges occur with UTI as the 
primary diagnosis with an average length of stay of 4 days.1 
UTI is the most common hospital-acquired infection, and it 
accounts for nearly 40% of all nosocomial infections.2-4 Of 
UTIs acquired during hospitalization, approximately 75% are 
associated with urinary catheter use.5 In addition to patients 
who have indwelling catheters, other populations that are at 
greater risk for UTIs are women and older adults, as well as 
those who are pregnant or have diabetes mellitus. Symptom-
atic UTIs should be distinguished from asymptomatic bacteri-
uria, which is more common with advancing age and in per-
sons with diabetes mellitus and should only be treated when 
it presents in pregnant women or men undergoing urologic 
procedures.6 Hospitalists diagnose, treat, and identify com-
plications of UTI. Hospitalists can lead hospital-wide patient 
safety initiatives to reduce the incidence of hospital-acquired 
infection and emerging antibiotic resistance.

KNOWLEDGE
Hospitalists should be able to:
• Define UTI and describe the pathophysiology that leads 

to complicated UTI.  
• Describe common symptoms and signs of UTI.  
• Explain the clinical spectrum of UTI, including patient 

populations that may present with atypical symptoms.  
• Name specific patient populations at increased risk for 

development of hospital-acquired or other complicated 
UTIs.  

• Name common community-acquired and hospital-ac-
quired urinary pathogens.   

• Explain how local and national resistance patterns affect 
the selection of initial antibiotics.

• Distinguish UTI from sterile pyuria and from colonization.
• Explain the indications and limitations of specific tests 

used to diagnose UTI, its underlying causes, and compli-
cating conditions. 

• Recognize indications for specialty consultation, which 
may include urology or infectious disease services. 

• Define risk factors for UTI.
• Describe the indications for appropriate urinary bladder 

catheterization for hospitalized patients.
• Differentiate the specific clinical management, includ-

ing antibiotic selection for different patient populations, 
for patients with community-acquired UTI, hospital-ac-
quired UTI, and incidentally recognized pyuria, as well as 
for patients who have chronic indwelling catheters, are 
pregnant, or are immunosuppressed. 

• Explain the indications for hospitalization in patients 
with UTI.  

• Explain the goals for hospital discharge, including specific 
measures of clinical stability for safe care transition.

SKILLS
Hospitalists should be able to:
• Elicit a focused medical history to identify risk factors for 

and symptoms of UTI and its known complications.   
• Perform a targeted physical examination looking for signs 

of complicated UTI, sepsis, prostatitis, and other comor-
bid conditions.

• Order and interpret urinalysis and urine culture.
• Order and interpret the results of imaging studies when 

indicated. 
• Formulate an initial care plan on the basis of patient risk 

factors, acute medical illness, comorbid disease, and local 
and national antibiotic resistance patterns.  

• Adjust antibiotic therapy on the basis of subsequent cul-
ture results and determine the appropriate treatment du-
ration. 

• Apply judicious antibiotic selection to help reduce anti-
biotic resistance. 

• Recognize and address complications of UTI and/or inad-
equate therapeutic response.

• Evaluate and treat patients for UTI in the perioperative 
setting when indicated.  

• Promote and use preventive measures, which may include 
early removal and avoidance of unnecessary urinary cath-
eters and other interventions to prevent UTI. 

• Communicate with patients and families to explain tests 
and procedures and their indications and to obtain in-
formed consent.

• Communicate with patients and families to explain the 
use and potential adverse effects of pharmacologic agents. 

• Communicate with patients and families to explain the 
goals of care, discharge instructions, and management af-
ter hospital discharge to ensure safe follow-up and transi-
tions of care. 

• Document the treatment plan and provide clear discharge 
instructions for postdischarge clinicians, including dura-
tion of antibiotic treatment and the need for follow-up 
testing. 

• Provide and coordinate resources to ensure safe transition 
from the hospital to arranged follow-up care. 

• Coordinate discharge plans when patients require ongo-
ing skilled nursing care. 

ATTITUDES
Hospitalists should be able to: 
• Employ a multidisciplinary approach in the care of pa-

tients with complicated UTI that begins at admission and 
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continues through all care transitions. 
• Follow evidence-based recommendations for the diagnosis 

and treatment of UTI. 
• Appreciate and treat patients’ pain. 

SYSTEM ORGANIZATION AND IMPROVEMENT
To improve efficiency and quality within their organizations, hos-
pitalists should:   
• Lead, coordinate, and/or participate in multidisciplinary 

initiatives to minimize use and duration of urinary cathe-
ters and to reduce the incidence of hospital-acquired UTI.  

• Implement systems to ensure hospital-wide adherence to 
national standards and document those measures as speci-
fied by recognized organizations.

• Collaborate with local infection control practitioners to re-
duce the spread of resistant organisms within the institution.
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