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Case Study: UTI
PATIENT INFORMATION: 
Chief Complaint: “I have been experiencing headache, painful urination for the past two days. Also, I discovered that my urine has stains of blood today in the morning."
HISTORY OF PRESENT ILLNESS: A 25 years old man reported to the outpatient department with dysuria complaints, hematuria, and increased urine frequency. Urinary frequency and dysuria have been present for the past two days, while hematuria was discovered in the morning before she visited the hospital. The symptoms were also linked to the presence of suprapubic pain. The patient reported to have taken acetaminophen 1 gram to manage headache; however, it was not effectively managed as it was recurrent. The patient reported no history of STIs in the past. Clinically the patient was afebrile with a soft abdomen on palpation. 
ALLERGIES:None
PAST MEDICAL HISTORY: The patient reported a history of appendicitis in 2010.  

SURGICAL HISTORY: Appendicectomy was done in 2010 to manage appendicitis. 

FAMILY HISTORY: 
Mother- Mother is alive. However, she was diagnosed with obesity and hypertension in 2015, and she is on treatment. 
Father: the father is alive and well with no underlying medical conditions.  
SOCIAL HISTORY: The patient lives with both his parents and two siblings. His supportive link is from the family and friends. He graduated recently with a Bachelor's degree in Community development. The patient denies smoking, alcohol consumption, or drug abuse. His hobby is swimming and reading novels.
REVIEW OF SYSTEMS:
Constitutional:  Patient denies activity change; appetite change; Chills and fever are present. 
Skin: No rash, itching, pruritis, nail, or hair changes
Head: Headache present, no dizziness, lightheadedness, or vertigo
Eyes: The patient denies blurred vision, double vision, or tearing. 
Ears: Patient denies bilateral pain in ears, denies hearing loss, or ringing in the ears
Nose/Sinuses: No sinus tenderness, patent
Mouth/Throat: Denies any sore throat, hoarseness, or dysphagia. Tongue pink, good dentition, no gingival hyperplasia
Cardiovascular: Denies any chest pain
Respiratory: No respiratory distress, denies SOB
Gastrointestinal: Suprapubic pain reported, normal bowel sounds. Negative rebound tenderness. (-) nausea and vomiting. Denies diarrhea and constipation.
Neurological: Headaches were mentioned. The face is symmetrical. Denies speech difficulty.
Hematological: Pt denies any hematemesis 
Psychiatric: The patient denies anxiety and depression. Mood and affect are appropriate.
Musculoskeletal: No history of fall. Denies gait problem, joint swelling, myalgia, neck pain, or neck stiffness.
Endocrine: Reports history of diabetes controlled through diet.  Denies cold intolerance, heat intolerance, polydipsia, polyphagia, or polyuria.
Allergy: No known drug allergies

PHYSICAL EXAMINATION
General: Patient is awake, alert, and oriented x4.
Vital signs: BP 115/67 mmHg, RR 21, Temperature 103*f, Pulse: 67, PO2 Sat100% as room air, Ht. 6’7’’, Wt. 198 lbs., MBI 24.
Skin: Skin feels hot. Normal in appearance and texture. Nails pink without clubbing.
Head: Normocephalic, no lesions, no mass, no tenderness, even hair distribution. 
Eyes: Pupils are equally round, reactive to light and accommodation, Conjunctiva pink, sclera white/clear. Red reflex presents bilaterally, normal vessels without hemorrhage on fundoscopic examination.
Ears: Outer ear without lesions, skin intact, the same color as the face, tympanic canals normal, eardrum flat, translucent and pearly gray.
Nose/sinuses: Midline nasal septum, nostrils patent bilaterally, no nasal discharge, no tenderness over frontal and maxillary sinuses.
Mouth/throat: Pharyngeal walls are pink; tonsils are +2 in size. Tongue & lips normal in color, moist, no lesions, no periodontal disease noted, no submandibular or supraclavicular lymphadenopathy, a trachea in the midline.
Neck: Neck is Supple, no JVD, carotid artery upstroke is normal bilaterally without bruits.
Heart: Normal sinus rhythm, S1 and S2 normal, no murmurs, no gallops, or rubs, no abnormal pulsation.
Thorax and back: Symmetrical lung expansion, spine no deformity or tenderness. 
Lungs: Symmetric expansion on inspection, the respiratory effort even and unlabored without the use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, mild wheezing present on bilateral lower lobes.
Abdomen: Flat contour, no visible lesions or abnormality on inspection, non- distended, soft, no tenderness on palpation, grimace observed on palpation of the suprapubic region, no hepatojugular reflux, normoactive bowel sounds in all four quadrants.
Extremities: Moves all, no discoloration or cyanosis, no clubbing or edema, good pulses with a regular rhythm.
Neurological: Patient is alert and oriented to questioning, cranial nerves II -XII intact, motor, strength, and sensory examination of the upper and lower extremities is normal, symmetrical and normal reflexes bilaterally in both extremities, gait normal. Normal speech and memory; motor coordination intact.
Genitourinary: External: Circumcised penis. No phimosis, paraphimosis, hypospadias, or discharge.  Scrotum: Properly descended testes. No cremasteric reflex. No masses or swelling. 

ASSESSMENT
Primary Diagnosis: UTI
UTI is a medical condition that is caused by infection of any part of the urinary system, including the urethra (urethritis), bladder (cystitis), ureters, and the kidneys (pyelonephritis). Most UTIs occur in the lower part of the urinary tract (urethra and bladder). UTI is the most common type of infection that affects people of all ages globally. The prevalence of UTI in the world is estimated at 150 million individuals every year (Duffield & Yang, 2020). UTIs are common in women; however, it also affects other groups of people such as children and men. Therefore, it is a condition that needs to be well managed to prevent the presence of complications such as recurrent infections, permanent damage to the kidneys, urethral stricture, and sepsis. 
Pathophysiology: 
Various causative factors lead to the development of UTI. One of the risk factors is the female anatomy. Due to shorter urethra in women, there is a higher risk of developing the condition since the bacteria only needs to travel for a shorter distance to reach other structures such as the bladder to cause infection. Sexual activity also predisposes people to the disease. Sexually active people are at higher risk of developing UTI than those who are not sexually active (Duffield & Yang, 2020). More so, the presence of new partners enhances the disease's development. More so, urine stasis is another risk for developing the disease. When there is blockage of the urinary tract, urine can be trapped in the bladder, which increases the risk for UTI. Diseases that expose people to suppressed immunities such as diabetes and cancer expose people to UTI. UTI is caused by bacteria invasion in the urinary epithelial cells, which causes inflammation and irritation. The infection starts in the urethra and invades the bladder, ureters, and kidneys. The infection is influenced by two main factors, including the bacteria's ability to cause infection and the immune system of the infected individual. The most common bacteria that cause UTI are Escherichia Coli(Duffield & Yang, 2020). The agent produces toxins called cytotoxic necrotizing factors and enhances hemolysis. Other microorganisms such as Klebsiella, Proteus, Pseudomonas, and Staphylococcus saprophyticus cause UTI development. The pathophysiological process causes manifestations such as smelling urine, hematuria, cloudy urine, frequent urination, dysuria, and persistent urination urge. 

DIFFERENTIAL DIAGNOSIS
Renal Tuberculosis occurs when a bacilli infection that originates from the lungs invades the kidney. When the bacteria get access to the renal system, they enhance manifestations that resemble UTI infections that affect the kidneys, urethra, ureter, and the bladder, such as hematuria, dysuria, and flank pain (Sundén, 2017). However, this disease affects other organs, such as the epididymis.  
Urethral syndrome- is a disease that affects the urethra and extends to the bladder. In this condition, there is an irritated and inflamed urethra, which presents with symptoms such as dysuria, pain during coitus, frequent urination, and blood in the urine.
Perinephric Abscess- involves the collection of pus following bacterial infection in the fascia and perinephric fat of the kidneys. The abscess may be a result of a UTI or STI. It presents with symptoms such as fatigue, abdominal pain, flank pain, chills, and fever (Sundén, 2017). The disease must be evaluated effectively through laboratory tests to enhance its exclusion as the primary disease. 
PLAN
Diagnostics
Various laboratory tests should be done to enhance the diagnosis of UTI. One of the tests is urinalysis. Urinalysis is a significant test to enhance evidence of the infection, including white blood cells and bacteria in the urine. The presence of nitrite or leukocyte esterase in the urine provides UTI evidence. Urine culture is another test that can determine the causative agent of the infection and determine the effective therapy for the patient (Cervera & López-Medrano, 2019). Blood culture is used to determine the presence of infection in the blood and develop the patient's treatment options. STI testing is significant in UTI when the patient is sexually active to rule out STI infections such as gonorrhea or Chlamydia. Other tests such as urography, cystography, and nuclear scans can be used to view the urinary system's structure and determine the presence of abnormalities. 
Medical Treatment/Management 
Different medications can be used to enhance the treatment of UTI. The use of antibiotics will be significant to manage the infection. Antibiotics such as trimethoprim/sulfamethoxazole, levofloxacin, ciprofloxacin, cephalexin, and amoxicillin can be used to manage the patient before the culture results are out (Arora & Little, 2020). The antibiotics should be administered for up to 7 days to enhance recovery. Acetaminophen 1-gram TID should be administered to enhance pain management, headache, and fever since it has both analgesic and antipyretic effects. 

Non-pharmacologic treatment: 
Enhance increased fluid intake and administer IV fluids such as normal saline to enhance infection clearing through urination. Research proves that increased fluid intake in UTI enhances the infection's flushing (Cervera & López-Medrano, 2019). For the management of the symptoms, cranberry juice is effective. 
Education 
Advise the patient to:
· Urinate as soon as he feels the urge and avoids holding the urine (Cervera & López-Medrano, 2019)
· Drink plenty of fluids to enhance clearing of infection
· Engage in safe sex practice such as the use of protection and avoid multiple sex partners






















References
Arora, A., & Little, N. R. G. (2020). A Systematized Review of UTI Management Protocol for Long-Term Care Residents. Innovation in Aging, 4(Suppl 1), 87.
Cervera, C., & López-Medrano, F. (2019). Management of Urinary Tract Infection. In Infectious Diseases in Solid-Organ Transplant Recipients (pp. 269-278). Springer, Cham.
Duffield, E., & Yang, B. (2020). Pathophysiology of UTIs. In Female Urinary Tract Infections in Clinical Practice (pp. 1-10). Springer, Cham.
Sundén, F. (2017). Asymptomatic Bacteriuria. Protection against and differential diagnosis towards symptomatic Urinary Tract Infection. Lund University.
