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Refer if
• Haematuria and/or sterile pyuria 

without infection
• Renal, ureteric of bladder calculi
• Urinary tract foreign body 

(eg urinary catheter)
• Functional or anatomical 

abnormality of the urinary tract 
(eg hydronephrosis, neurogenic 
bladder, single kidney)

• Prior pelvic radiation
• Prior urinary tract or vaginal 

surgery (ie incontinence correction, 
mesh surgery)

• Urinary incontinence (UI), 
overactive bladder symptoms 
(OAB) or pelvic organ prolapse 
(POP) after failed conservative 
management

• Persisting post void residual 
volume (PVR) (≥100 mL or 
complaints of urinary flow) 

• Current or planned pregnancy
• Renal insufficiency or transplant, 

immunocompromised state, 
or poorly controlled diabetes

• Bladder pain/dyspareunia 
(if minimal symptoms and 
normal investigations, referral 
to pelvic floor physiotherapy is 
recommended)

•  Constipation/faecal incontinence 
(if minimal symptoms and 
normal investigations, referral 
to pelvic floor physiotherapist is 
recommended)

• Failed antibiotic prophylaxis
• Desire for UTI vaccination
• Patient and/or doctor concern
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Figure 1. Diagnostic and management algorithm for recurrent urinary tract infections.
ANegative urine MCS does not exclude UTIs in the presence of symptoms,17 asymptomatic bacteriuria should not routinely be screened for and often require no treatment. 
Circumstances for the treatment of asymptomatic bacteriuria include pregnant patients or prior to a urological procedure, which might risk breaching the urinary mucosa.6

CTIVP, computed tomography intravenous pyelography; CTKUB, computed tomography of the kidneys, ureters and bladder; urine MCS, urine microscopy/culture/
sensitivities; USKUB, ultrasound of the kidneys, ureter and bladder; UTI, urinary tract infection.

Female patient (See ”refer if” list) Male patient

General practitioner evaluation

History Ask about: symptoms of UTI, frequency of UTI symptoms, relationship of 
UTI to intercourse, bowel symptoms, baseline lower urinary tract symptoms 
(eg voiding/storage symptoms and incontinence) 

Examination Abdominal exam: palpate bladder
Pelvic floor exam: examine for tight muscles, trigger points (if positive findings, 
suggest pelvic floor physiotherapist review)
In females: examine for pelvic organ prolapse, vaginitis, vaginal atrophy
In males: digital rectal exam, examining for prostate size and prostatitis

Investigations Urine dipstick: result positive for nitrites/leukocyte esterase/haematuria
Urine MCS: Positive growthA

USKUB 

Diagnosis ≥2 episodes of uncomplicated UTI in last 6 months 
or 3 episodes in the last 12 months 

Referral to urology 

+/– Additional investigations
CTIVP/CTKUB, cystoscopy, video urodynamic studies 

First line
Behavioural modifications

Increase fluid intake, optimisation of continence and bowel 
symptoms and commence on oestrogen if applicable 

Second line
 Non-antimicrobial prophylaxis

Third line
Antimicrobial prophylaxis

Fourth line
Intravesical and 

Novel vaccine therapies 


