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Cath all the febrile kids. Not!
Al Sacchetti MD interviews David Newman MD

A 4 month old female with a fever and no obvious source. No runny nose, no cough. She isn’t vomiting and doesn’t look toxic.

The literature says there is a 7-8% chance she has a urinary tract infection. They recommend screening for a urinalysis and if it is
positive, perform a cath on the child for a culture. You may or may not start antibiotics at that time.

Newman DH et al. Pediatric Urinary Tract Infection: Does the Evidence Support Aggressively Pursuing the Diagnosis? Ann
Emerg Med. 2013 Jan 3.

Bladder catheterization is uncomfortable. There is the possibility of inducing infection. It is torture. Does catheterization yield
useful information?

We are looking for an excuse to give antibiotics to kids with a fever. Everyone is terrified that they are going to miss a bacterial
infection or sepsis in the febrile child. We used to give antibiotics for purulent rhinitis, then otitis media and urine is the latest target.
Craig JC et al. The accuracy of clinical symptoms and signs for the diagnosis of serious bacterial infection in young febrile
children: prospective cohort study of 15781 febrile illnesses. BM]. 2010 Apr 20;340:c1594. Cohort with 15781 instances of febrile
illnesses in young children. They had follow-up in 93%. There was 1 death in a child who had a lethal congenital disorder to begin with.
These kids don’t have bad outcomes in the post vaccination setting.

Doesn’t a urinary tract infection with a fever imply an upper tract infection? Aren’t there sequelae? A significant percentage of
children with a UTI (somewhere between 25-60%) have pyelonephritis. The AAP does not say you should treat because it is
pyelonephritis. They say you should treat because pyelonephritis may lead to renal scarring, failure and hypertension; their argument is
entirely about the long term outcomes. There is literature to show that children clear UTIs rapidly and quickly on their own. They don’t
usually develop sepsis or urosepsis like adults. The question isn’t whether the infection is a UTI. The question is whether we can
prevent long term damage with antibiotics.

There is plenty of data looking retrospectively at patients with chronic renal failure and malignant hypertension to see if there any
evidence that UTIs were the cause. A systematic review found no evidence of a link between renal failure and recurrent UTIs as a child.
Salo ] et al. Childhood urinary tract infections as a cause of chronic kidney disease. Pediatrics. 2011 Nov;128(5):840-7.

Who are most at risk for UTIs? Female, white, middle /upper class. If you look at who actually has the disease that we are supposed to be
preventing i.e. chronic renal failure with hypertension, this population is underrepresented. The demographics of chronic renal failure/
hypertension are primarily male and minority.
This does not apply to sick Kids. If you have a sick kid, you need to find the source. This applies to the kid who has a fever but is running
around playing.
O Case. 4 month old female who had a fever to 104 and looked ill but not toxic. Septic work-up was initiated but urinalysis, WBC
and CSF were normal. She dramatically improved after Tylenol. She was discharged home with follow-up the next day. The lab
called for blood cultures that grew gram-negative rods. The kid still looked good but was admitted for repeat cultures and IV
antibiotics. This is where clinical training is important.
The reason we search for and treat UTIs so aggressively is to prevent long term sequelae to the kidney. The evidence does not seem to
support this. But what if the kid goes on to develop sepsis?
O  Several review articles from the 1950s-60s. Children with positive urine were admitted to the hospital until their culture grew
out before they were treated and none of them had bad outcomes.
It doesn’t appear that there is any benefit to testing the urine in children 3 months and older if the kid isn’t 4-5 days into their fever.
Patients will frequently present with fever and then develop a viral exanthema later.
If you do fewer urine studies, you will get bouncebacks with UTIs. These will be rare and serious complications even rarer. But they will
happen. This is the price of doing right by all of the other children.
Kids with fever need some kind of follow-up. Don’t just discharge them and tell them to come back if anything gets worse. They need to
follow-up with their pediatrician or call back. However, if they are going to evolve into pyelonephritis, it will happen gradually.
Things you can tell the parents. Some fevers are bad but they aren’t 99.9% of the time - so they shouldn’t feel bad for bringing their kid in to be
checked out. Even though we aren’t giving antibiotics, there is still an infection; it just isn’t an infection that benefits from antibiotics. Antibiotics
have real and important side effects. Keep an eye on things because sometimes things get missed. They will know because the kid will get worse.
This is why follow-up and the parents are important. You need to involve the parents in the decision-making process.
Even if there is some reduction in symptoms with antibiotics, you will get more diarrhea and diaper rash.
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