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French UTI guidelines, a long story 

From 2014 to 2017: only
web data, in French
• 2014 : general text
• 2015 : pregnancy
• 2015 : TMP & temocillin
• 2017 : feed-back

Since 2018:  summary
article in French and in 
English 
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In the given time, focus on criticisms
Sorry about thatxxx



General comments [1]

• « Littérature recommandée »
- very good data, but not accurate references
- some major recommandations not supported by the provided articles
- e.g.: IGGI rules to cover ESBLE risk

The IGGI rules
to cover ESBL 
risk are not 
discussed in the 
only reference
of this chapter



• « Recommandations based on international guidelines »

- Some major IGGI recommandations are not supported by the works from IDSA, 
ESCMID, EAU or SWAB

e.g.: IGGI rules of to cover ESBL risk

General comments [2]



• « Recommandations based on international guidelines »

General comments [2]

- What about a reflexion also based on the French guidelines ? 

référentiel très « coton » 
[facile en argot, swab in English]



General comments [3]

No graduation of recommandation 
• evidence based medicine?
• expert opinion?

Consider one of the current graduation systems



• Questionable definition of complicated UTI

« IGGI: acute pyelonephritis (APN) + severe feature = complicated UTI »

• Such definition is not supported by the provided reference: 
« UTI are usually classified as either complicated or uncomplicated, irrespective of the
location and severity of the infection»

Postgrad Med 2017;129:242

General comments [4]



General comments [5]

• Too many risk factors for resistant bacteria…

Overall,
>> 50% of 
patients with
complicated
UTI would be
considered
at risk of 
resistant
bacteria !



General comments [5]

• Too many risk factors for resistant bacteria…

Overall,
>> 50% of 
patients with
complicated
UTI would be
considered
at risk of 
resistant
bacteria !

• …leading to very broad spectrum ATB use for most complicated APN, 
even without severe sepsis:

Most 
complicated
APN are over 
45 years



Step 1: risk factors for complication:

- any abnomality of the urinary tract

- male

- pregnancy

- « frail » elderly subjects

- creatinine clearance < 30 mL/mn

- severe immunodeficiency

Step 2: severity criteria?
- severe sepsis (or qSOFA score ≥2)

- septic shock

- urological procedure

Step 3: risk factors for ESBL?
- previous ESBL < 6 months

- amox-clav acid / 2GC-3GC / FQ <  6  months

- recent travel to an endemic area 

- hospitalization < 3 months

- living in a long-term care facility

Step 1: risk factors for complication?

Uncomplicated UTI

PyelonephritisCystitis

UTI at risk of complication

Pyelonephritiis Male UTI Cystitis

Step 2: severity criteria?

No Yes

No Yes

Urinary tract infection (UTI)

APN/TUI ♂ without severity
criteria

Severe APN/UTI ♂

Step 3: risk factors for ESBL?

2018 French guidelines for UTI: stratification of cases in three steps



• No clear statement upon the necessity or reassement of empirical ATB treatment
on the basis of urine culture results and of clinical evolution

• This would benefit to be explicitly stated

General comments [6]

Eg: 2017 Australian UTI guidelines :
« IN ALL CASES: Tailor treatment based on

microbiology and sensitivites according to clinical

response using agent with narrowest spectrum of

activity and switch to oral therapy as soon as clinicaly

appropriate ».
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• No explicit recommendation to favor as often as possible ATB classes at lower 
risk to select drug-resistant bacteria

• cf IDSA/ESCMID 2010 guidelines on cystitis & pyelonephritis:

“The issues of in vitro resistance prevalence and the potential for collateral damage
were considered as important factors in making optimal treatment choices and thus
are reflected in the rankings of recommendations. »

“Collateral damage, a term describing ecological adverse effects of antimicrobial
therapy, such as the selection of drug-resistant organisms and colonization of
infection with multidrug-resistant organisms, has been associated with use of
broad-spectrum cephalosporins and fluoroquinolones.”

“The preserved in vitro susceptibility of E. coli to nitrofurantoin, fosfomycin, and
mecillinam over many years of use suggests these antimicrobials cause only minor
collateral damage, perhaps because of minimal effects on normal fecal flora.”

General comments [7]



• No explicit recommendation to favor as often as possible ATB classes at 
lower risk to select drug-resistant bacteria

• cf also SPILF 2018 guidelines: 

“Three criteria must be taken into consideration when choosing the antibiotic 
treatment: 

- efficacy […]
- tolerability […]
- the ecological impact on the gut microbiota must be as limited as 

possible. The currently used hierarchy is as follows: very small impact for 
fosfomycin, nitrofurantoin, and pivmecillinam; high impact for third-
generation cephalosporins (3GCs), fluoroquinolones, and to a lesser 
extent amoxicillin-clavulanic acid and co-trimoxazole; carbapenem
sparing strategies are mandatory.”

General comments [7]



Comments on resistance rates

Resistance to amox-clav < 20% when considering  the “cystitis breakpoint”  

2018 EUCAST breakpoints
for Enterobacteriaceae



Comments on resistance rates

2018 CA-SFM/EUCAST breakpoints
for Enterobacteriaceae

Others infections (including 
uncomplicated pyelonephritis)

All cystitis (uncomplicated or 
complicated)

Resistance to amox-clav < 20% when considering  the “cystitis breakpoint”  



2018 French guidelines for community-acquired UTIs: 
resistance rates of E. coli according to clinical settings



Comments on uncomplicated cystitis

Empirical treatment
fosfomycin 1 day
nitrofurantoïn 5 days

Prophylaxis
if ≥ 3 episodes/12 months
or ≥ 2 episodes/6 months

nitrofurantoïn 50-100 mg/d
or TMP-SMX 200-400 mg SMX/d

alternatives: 
. TMP-SMX post-coital
. case by case treatment :

TMP-SMX 1600 mg SMX 1 d 
or cipro 500 mg 1 d

Empirical treatment
fosfomycin 1 day
pivmecillinam 5 days

Prophylaxis
if < 1 episode/month:
case by case treatment

if ≥ 1 episodes/month:
- case by case 
- or prophylaxis

• continuous
TMP 150 mg/d or fosfomycin 3 g/w

• peri-coital (2h before/after) without
exceeding continuous regimen
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Comments on uncomplicated cystitis

Empirical treatment
fosfomycin 1 day
nitrofurantoïn 5 days

Prophylaxis
if ≥ 3 episodes/12 months
or ≥ 2 episodes/6 months

nitrofurantoïn 50-100 mg/d
or TMP-SMX 200-400 mg SMX/d

alternatives: 
. TMP-SMX post-coital
. case by case treatment :

TMP-SMX 1600 mg SMX 1 d 
or cipro 500 mg 1 d

Ecological concern
Too large indications ?

Toxical concern
rare but very serious complications 
(lung fibrosis, fulminant hepatitis…)

Toxical concern
rare but very serious complications 
(Lyell…) particularly for long term use

Consider TMP instead of TMP-SMX:
. resistance rates similar
. much less toxic

Ecological concern
FQ no longer indicated for cystitis in 
different countries



Comments on complicated cystitis

Fosfomycin at first rank : ok

45 years ≠ old bladder & old patient !           Any ATB in the past month ≠ complicated UTI ! 

Favor also fosfomycin in pregnancy !

3 doses (D1-D3-D5) for the 
« most complicated » cystitis?  



Comments on uncomplicated pyelonephritis

OK +++

Highly
disturbant

No recommandation in the given references to 
treat with FQ an APN due to FQ-resistant strain



Comments on uncomplicated pyelonephritis

Highly disturbant

Reference in the 
preliminary remarks… 
that do not well support 
the recommandation

mais même ?



JH. Jeon et al [Korea] Antimicrob Agent Chemother 2012;56:3043-6

• empirical use of cipro (400 mg IV then 500 mg PO q12h for 7-14 days)

• with switch to appropriate ATB if strain resistant to cipro
(switch after 5,8 d for a total duration of 14,9 d, on average)

Cipro S strain
(n=216)

Cipro R strain
(n=39)

P

Early follow-up
(4-7 d per treatment)

Clinical cure
Bacteriological cure

87% (188/216)
92% (183/198)

77% (30/39) 
42% (15/36)

0.135
<10-3

Late follow-up
(14-21 d post treatment)

Clinical cure
Bacteriological cure

99% (206/209)
82% (45/55)

95% (37/39)
71% (17/24)

0.177
0.372

Bad cure with cipro !
Significant difference
despite small sample

Thanks to switch !
71% = not good for 
uncomplicated APN

« No complication occurred during the follow-up period »
But what for the long term?



236 E. coli
0%   R cipro
19% R TMP-SMX 
no switch if R !

Cipro 7 d 
for cipro S 
E. coli

TMP-SMX 14 d 
for TMP-SMX S
E. coli

TMP-SMX 14 d 
for TMP-SMX R
E. coli

Clinical cure
(at 4-11 d post treatment)

Bacteriological cure
(at 4-11 d post treatment)

96% (109/113)

99% (112/113)

92% (76/83)

96% (73/76)

35% (6/17)
4/7 with CRO*
2/10 without CRO

50% (7/14)
5/5 with CRO 
2/9 without CRO

*Some patients from the TMP-SMX group received at admission a unique dose of ceftriaxone 1 g IV

DA Talan et al [USA] JAMA 2000;283:1583-90

Horrible eradication rates when treating an APN (even uncomplicated) with an ATB ineffective in vitro!
Kidney partially saved by the unique dose of ceftriaxone (no resistant strain)



Volume 75, N° 2, March 1991

« In 1917, Lohlein recognized the relationship between recurrent UTI and progressive
pyelonephritis with renal impairment and end-stage renal disease. »

« By 1940, patients with renal infection were being treated with sulfonamides and
persistent, recurrent destructive infection became less common. »

« Effective early treatment of symptomatic infection rapidly curtails bacterial invasion
and the resulting inflammatory reponse. Rarely, uncomplicated acute pyelonephritis
causes suppuration and renal scarring. »



Comments on complicated pyelonephritis

- Good coverage of P. aeruginosa (in case of 
health-care associated APN)

- Not good coverage of ESBL with CEP and CAZ 
- Temocillin as carbapenem sparing regimen?

Carbapenem for susceptible strain in 
pregnancy !?

- some cross-allergy penam-penem

- ceftriaxone ? (some cross allergy also)
- aztreonam !
- ciprofloxacin !



2018 French guidelines for community-acquired UTIs: 
empirical treatment of acute pyelonephritis



Comments on CAUTI

Waiting strategy: OK+++
(to consider also for 
other complicated
cystitis and some male 
UTI) 

Amikacin (1 dose) for ever
• renal insufficiency common on this

setting
• 1 dose not always safe
• Not obvious benefit vs broad spectrum

β-lactam excepted for severe sepsis

Better graduate the aminoside use !



Comments on prostatitis

Too simplist ? 
male UTI ≠ female APN

French approach : 
. prostatic gland = special « compartiment » difficult to treat

→ specificities in terms of ATB choice and treatment duration
E.coli wild-type UTI:

- amoxicilline for 10 days if uncomplicated APN [in woman]
- FQ or TMP/SMX for 14 days if prostatitis [in man] 



Comments on staphylococci renal abscesses

. Very uncommon diseases

. Not an ascending UTI

. Only very small and  
heterogenous series
. No clinical trials

. No data to support 3 w 
for all cases
. Probably enough for 
small abscesses
. Insufficient for serious
cases, eg, metastatic
localizations from IE

. Series of renal abscesses, very heterogenous in terms of 
bacterial strain, size of the lesion and evolution.
. No data supporting the 3 week duration whatsoever



Comments on renal cyst infection (1)

. Very uncommon diseases

. Treatment not well codified

New (2017) interesting reference +++



Comments on renal cyst infection (2)

- Very serious diseases
- In the Lantiga et al (NDT 2017) review of 85 cases: 
• 61% (n=52) of failure of initial treatment
• 7% (n=6) of death directly related to infection

TMP-SMX 
• historical rational of good diffusion intra cysts
• but ≈ 20% of resistance in E.coli
• not recommanded for uncomplicated pyelonephritis
• is to avoid for empirical approach

Percentage E. coli idem « regular » pyelonephritis



Comments on renal cyst infection (3)

- Very atypical combinations

- Literature data ?
not supported by the Lantiga et al review

- Benefits of diffusion ?

- Risks of intolerance and increased impact 
on microbiota

- Needs explanations !



View from the outside on UTI                 : conclusions

• Numerous good points (not discussed here in the given time)

• Different points seem questionnable and lead to suggest:

- to integrate in the choice the potential collateral damage of the given ATB

- to discuss not only empirical regimens but tailor treatment

- to reduce the list of risks factors for complicated UTIs and for resistant
bacteria and thus the inital use of very broad spectrum ATB at high impact on 
microbiota

- to ban the option of FQ (without aminoside) for APN at risk >10% of FQ resistance

- to focus on common clinical features (for which there are good evidence base data):
. cystitis
. pyelonephritis
. prostatitis and other male UTIs



« La parole est à la défense »

[« The floor is all yours »]

Discussion : up to you ! 

François CARON


