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EDITORIAL NOTE  

Urinary tract infection (UTI) is the most common human infection 
after respiratory and gastrointestinal infections, and is also the 
most common cause of patients admitted to hospitals with both 
community-acquired and nosocomial infections. Knowing the 
potential site of infection, whether the infection is uncomplicated 
or complicated, re-infection or relapse, or treatment failure and 
its pathogenesis and risk factors, is mandatory for improved 
management and prognosis. In some age groups, asymptomatic 
bacteriuria is widespread and has numerous connotations. In 
pregnant women and pre-school infants, it needs to be treated and 
fully cured. Childhood reflux nephropathy could lead to chronic 
kidney disease; otherwise, infections of the urinary tract do not 
play a major role in the pathogenesis of end-stage renal disease. In 
women of child-bearing age, symptomatic urinary tract infections 
occur most frequently. Cystitis predominates, but acute urethral 
syndrome, which affects both sexes and has a different management 
strategy than UTIs, needs to be differentiated. The symptoms 
of prostatitis are much more common than prostatic bacterial 
infections. In bacterial prostatitis, care needs to be extended, and 
because cure rates are not very high and relapses are normal, the 
prostatitis classification needs to be understood. Two new patient 
classes, namely, chronic prostatitis/chronic pelvic pain syndrome 
and asymptomatic inflammatory prostatitis, in addition to acute 
and chronic bacterial prostatitis, were added to the consensus 
conference convened by the National Institute of Health. While 
urine white blood cells indicate inflammation, they do not always 
mean UTI. Quantitative urine cultures provide conclusive proof of 
UTI. In order to detect anomalies that are predisposed to infection 
or renal damage or that may impair management, imaging tests 
should be carried out 3-6 weeks after treatment of acute infection.  
The treatment of cystitis in women should take place over three 

days, and if the symptoms are prolonged, a seven-day course of 
antibiotics should be prescribed. Low-dose prophylactic treatment 
helps selected groups of patients. In-patient care may be needed 
for Upper Urinary Tract Infection. Treatment of acute prostatitis 
needs 30 days of effective antibiotic therapy and low dose therapy 
may be needed for chronic bacterial prostatitis for 6-12 months. It 
should be remembered that no effort should be made to eliminate 
infection until foreign bodies are removed and correctable 
urological anomalies are taken care of, such as stones and catheters. 
In such conditions, medication can only lead to the development 
of resistant species and further complicate therapy.  

The most common type of urinary tract fungal infection is caused 
by the Candida genus. In patients with indwelling catheters who 
have been receiving broad-spectrum antibiotics, such infections 
typically occur, especially if diabetes mellitus is also present or 
corticosteroids are being given. Although most of these infections 
remain confined to the bladder and clear with catheter removal, 
antibiotic cessation, and diabetes mellitus management, the 
urinary tract is the source of approximately 10 percent of 
candidemia episodes, typically associated with manipulation or 
obstruction of the urinary tract. Lower UTI caused by Candida 
species occurring spontaneously is much less common, although 
papillary necrosis, caliceal invasion and fungal ball obstruction 
have all been identified as resulting from ascending candidate UTI 
that is not catheterization-related. In any systemic fungal infection, 
hematogenous spread to the kidney and other locations within the 
genitourinary tract can be seen, but it occurs in coccidioidomycosis 
and blastomycosis in particular. In order to avoid the effects of 
transient candidemia, any patient with candiduria who has to 
undergo urinary tract instrumentation needs systemic therapy with 
amphotericin or fluconazole.


