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ABSTRACT 

 
The important predisposing factors for urinary infections in females are age, sex, pregnancy, sexual intercourse, menopause, use of 
birth control devices, catheterization, surgery, diabetes, use of calcium supplements, immuno-supperession, renal transplantation and 

spinal cord injury. Besides, UTI is also the most frequent medical complication in patients with neurologic bladder dysfunction 

leading to high morbidity, poor quality of life and limited life expectancy. Moreover, severe protein malnutrition, poor fluid intake, 
and poor hygiene resulting in decrease immunity are also associated with urinary tract infections. 
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INTRODUCTION 

 

A number of predisposing factors render individuals susceptible to urinary tract infections (UTIs). Any 

obstruction in normal urine flow or complete emptying of bladder facilitates the access of organisms to the bladder 

and, in turn, predisposes an individual to infection (Jackson et al., 2000). There are numerous possible structural 

abnormalities of urinary tract that are associated with a ‘residual urine’ which increases the chances of infection and 

may become associated with repeated attacks of UTI. Some of these are renal calculi, tumors, and urethral stricture. 

All these factors cause obstruction to complete emptying of bladder (Shanson and Speller, 1999). Approximately 

15% of the urinary stones diseases are infectious stones. These stones are composed of struvite and/or carbonate 

apatite. UTI caused by urease positive organisms is also a risk factor for the formation of infectious stones. If these 

infections are not treated and the stones are not removed, the kidney is damaged (Bichler et al., 2002). Some 

important predisposing factors for urinary tract infections are:  

 

1. SEX 

An important predisposing factor for UTI is the sex of patient. It is evident from substantial research that UTIs 

are more common in females as compared to males (Mohsin and Siddiqui, 2010; Dielubanza and Schaeffer, 2011). 

Most infections in women are uncomplicated, whereas in men complicated infections predominate (Carlson and 

Mulley, 1985). Women are especially prone to UTIs probably because of the shortness of urethra and closeness of 

urethra to opening of genital and intestinal tract (Nester et al., 2004). The shorter length of the female urethra allows 

uropathogens easier access to the bladder. Men are less prone to get UTI, possibly because of their longer urethra 

and the presence of antimicrobial substances in the prostatic fluid (Schaechter et al., 1993). The relation of sex and 

incidence of UTI has been confirmed by the study of Laupland et al., (2007). Laupland et al., (2007) reported 

community onset of UTI among Canadian residents with the annual incidence of 1.75% and females were at 

significantly increased risk as compared to males (3% vs. 0.5%, RR 5.98; 95% CI, 5.81-6.15; P<0.001).  

 

2. AGE 

The incidence of UTIs in women tends to increase with increasing age. Symptomatic and asymptomatic UTIs 

are extremely common in the elderly population. The prevalence of bacteriuria in women is about 20% between 

ages 65 and 75, increasing to between 20-25% over the age of 80 years (Gray and Malone-Lee, 1995). Whereas, a 

significant number of infections occur in men only after the age of 50 years when prostatic hypertrophy or other 

urinary tract abnormalities occur. UTI in young men is unusual and requires further investigations (Shanson and 

Speller, 1999). The prevalence in men is 3% at age 65-70 years and about 20% at ages over 80 years (Gray and 

Malone-Lee, 1995). The geriatric (elderly) community is frequently affected by UTIs but these infections are usually 

asymptomatic. Approximately 25% of all infections in elderly are UTIs (Foxman, 2002). In a study (Buonanno and 

Damweber, 2006), it was documented that 50% of elderly women are affected by asymptomatic UTI. In many cases 

bladder catheterization is a contributing factor and causes increasing incidence of UTIs in elderly population. In 

another study (Rodhe et al., 2006), it was reported that asymptomatic UTI was found in 14.8% of the overall 

individuals of  80 years of age. Of these, 19% were women and 5.8% were men. A woman over 80 years with 

urinary incontinence and needing support to walk has 50% risk of asymptomatic UTI. The majority of symptomatic 
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urinary tract infections occur in women after the age of 50 years (Shanson and Speller, 1999). In a study (Menon et 

al., 1995), prevalence of symptomatic and asymptomatic UTI was evaluated in women between 57-97 years of age. 

It was found that symptomatic UTI occurred in 54% women and asymptomatic UTI occurred in 10% women. From 

these results it was concluded that asymptomatic UTI was common in elderly women while only a small percentage 

of women have symptomatic UTI. In another study, an increased prevalence of UTI among women aged 18-30 years 

was found associated with sexual intercourse and pregnancy (Cunha et al., 2007). It has been reported that 

complicated UTIs were found most frequent among females aged between 40-59 years, while, in other age groups, 

uncomplicated UTIs were most frequent. It has also been noted that the isolation frequency of E. coli gradually 

decreases with increasing age with both complicated and uncomplicated UTIs (Kumamoto et al., 2001). 

UTIs are generally asymptomatic among apparently healthy, sexually active young women. In contrast, UTIs 

are more complicated among elderly individuals, infants and young children. UTI in children younger than 2 years 

has been associated with significant morbidity and long term medical consequences (Shortliffe, 2003). Winiecka et 

al., (2002) evaluated the bladder instability in children with recurrent UTIs. It was found that the most common 

disturbance of lower urinary tract functioning in the children with recurrent UTI was instability of the dtrusor 

muscles which occurred more often in children with vesicoureteral reflux. 

The incidence of nosocomial UTIs has been found to be higher in age group of 53.6  20 years than the patients 

in age group of 39.7  22.2 years. However, all the UTIs are usually asymptomatic and develop in catheterized 

individuals (Parlak et al., 2007). In contrast, Vessey et al. (1987) observed that the risk of UTI decreases with age.  

 

3. SEXUAL ACTIVITY  

Another predisposing factor, sexual intercourse, is also a common cause of UTIs among women because during 

sexual intercourse bacteria in the vaginal area could be messaged into the urethra. This problem can be avoided by 

urinating after sexual intercourse (Cornforth, 2002). Women who change sexual partners or have sexual intercourse 

more frequently may experience more frequent bladder infections (Kontiokari et al., 2003). In a study (Scholes et 

al., 2000), independent risk factors for recurrent UTI in young women included recent one month intercourse 

frequency (odds ratio (OR), 5.8; 95% confidence interval (CI), 3.1-10.6 for 4-8 episodes), 12 month spermicide use 

(OR, 1.8; 95% CI, 1.1-2.9), and new sex partner changing the past year (OR, 1.9; 95% CI, 1.2-3.2).  

 

4. USE OF BIRTH CONTROL DEVICES 

Several studies have shown that women who use a diaphragm are more likely to develop UTIs than women who 

use other forms of birth control (Strom et al., 1987). More recently, investigators have demonstrated that women 

whose life partners use a condom with spermicidal foam also tend to have growth of E.coli in the vagina (Jancel and 

Dudas, 2002). Women with UTI are 2.7 times more likely to be current user of intra-uterine contraceptive device 

(IUCD)/condoms (95% CI, 1.3-5.6) and 1.6 times more likely to be housewives by occupation (95% CI, 1.0-3.0) as 

compared to women who did not have UTI. UTI among IUCD/condom users may reflect existence of unhygienic 

conditions during application of procedure or spread of infection by the thread of IUCD. UTI in these women may 

have serious consequences of developing renal damage (Bhurt et al., 2000). 

 

5. PREGNANCY 

Pregnancy also acts as a risk factor for UTI as it causes anatomic and hormonal changes which favour 

development of UTI (Schlembach, 2006; Marinade et al., 2009). A history of current UTI, diabetes mellitus, 

analgestic nephropathy, hyperuricaemia and Fanconi’s syndrome are predisposing factors for UTI during pregnancy 

(Krcmery et al., 2001). Dietary habits seem to be an important risk factor for UTI recurrence in fertile women, and 

dietary guidance could be a first step towards prevention (Kontiokari et al., 2003). The physiological changes 

associated with pregnancy are the relaxation of ureter under the effect of hormones and increase urinary output. The 

chemical composition of urine is also affected and results in increased urinary substances e.g. glucose and amino 

acids, which may facilitate bacterial growth (Sheikh et al., 2000). The pregnant women with kidney infection have a 

greater chance of delivering their babies prematurely with low weight (Mittal and Wing, 2005). Sometimes, it results 

in fetal and maternal morbidity (Lamyman et al., 2005). Recently, the relationship of maternal UTIs in pregnancy 

with the rate of preterm birth was evaluated (Banhidy et al., 2007). It was found that of 38,151 newborn infants, 

5.7% had mothers with UTIs with pregnancy. Women with pregnancy also had somewhat shorter gestational age 

and a higher proportion of preterm birth. This preterm inducing effect of maternal UTI was preventable by 

antimicrobial therapy. In this connection, Hazir (2007) evaluated the frequency of asymptomatic UTI in pregnant 

women. Eleven hundred apparently healthy pregnant women were screened for significant bacteriuria. The 

prevalence of asymptomatic UTI was found to be 6.1%. However, asymptomatic UTI had no relationship with 

gestational age, parity, level of education, and body mass index. In a study (Al-Haddad, 2005) 500 pregnant women 
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were screened for asymptomatic UTI in their first and second trimester. Out of them 8.4% were positive for culture. 

A control group of non-pregnant women was also screened for asymptomatic UTI. The control group yielded 3% 

positive cultures. The frequency of UTI in pregnant women was observed 30% of the women suffered from UTI. Of 

these infected women, 53.7% were in the age group of 15-24 years and 48.8% were in the third trimester. 

Primigravida had highest percent culture positivity i.e. 66.6%. The incidence was higher in less than 20 years of age 

group i.e. 71.42%. The incidence of prematurity was 75% and that of low birth weight was 50% in untreated patients 

(Lavanya and Jogalakshmi, 2002).  

In a study (Hanif, 2006), it was observed that out of 1000 pregnant women, 42.6% complained one or more 

symptoms of UTI. The urine culture of symptomatic patients showed growth in only 8.69% cases. In another study 

carried out by Nath et al. (1996), 542 women were screened for UTI. Out of them, 9.04% had UTI. Of these, 35% 

had asymptomatic while remaining 65% had symptomatic UTI. Age-wise incidence of UTI in pregnancy was 

observed in the age groups of < 25 years, 25-29 years and  30 years as 5.26%, 10.36% and 12.43% respectively. 

Moreover, third trimester was associated with highest number of UTI cases (11.9%), followed by second (7.5%) and 

first (5.7%) trimester. Prevalence of asymptomatic UTI was 6.2% in pregnant women and 2.85% in non-pregnant 

women. However, it remained same statistically (P value > 0.05 by 
2
 test) (Khattak et al., 2006). 

Incidence of UTI during pregnancy among Pakistani women, was slightly low in pregnant women (28.5%) as 

compared to non-pregnant control subjects (30%). However, the difference was not significant. Symptomatic UTI 

was found in 22.4% pregnant and 20.0% non-pregnant subjects (Sheikh et al., 2000). In a study conducted in 

Peshawar, Pakistan (Ahmad et al., 2003) the prevalence of UTI was 29.57% in pregnant while 14% in non-pregnant 

control subjects. 

In another study performed in Pakistan, 130 muslim women of child bearing age attending the outpatients clinic 

were interviewed in order to determine the frequency of cystitis and its associated risk factors including personal 

hygiene practices. Of these, 27% of the women experienced cystitis once in the past. About 63% women reported 

first UTI during pregnancy. A significant relationship was observed between parity and cystitis (P<0.001). However, 

personal hygiene practices had no significant association with cystitis (Atiullah et al., 1998). It is also evident from a 

study (Quiroga-Feuchter et al., 2007) that among tested pregnant women, 16.7% developed symptomatic UTI and 

25% had at least one UTI during four month follow-up. Symptomatic and asymptomatic UTIs are also significant 

risk factors for developing pyelonephritis in pregnant women (Macejko and Schaeffer, 2007). Approximately 20-

40% women with asymptomatic UTIs develop pyelonephritis during pregnancy (Krcmery et al., 2001). During 

pregnancy, the patients may also develop kidney abscess which is an extremely rare condition. In this connection, 

Santose et al. (2000) reported the case of a 35 years old pregnant woman with fever, nausea, vomits, right lumber 

tenderness who was admitted in the urgency room. Clinical and diagnostic tests led to the development of kidney 

abscess. 

During pregnancy symptomatic and asymptomatic UTI can trigger the development of serious complications 

affecting both the mother and the fetus. Thus, proper screening and treatment of bacteriuria is necessary to prevent 

complications during pregnancy. All women should be screened for bacteriuria in the first trimester. Women with a 

history of recurrent UTIs or urinary tract abnormalities should have repeated screening for bacteriuria during 

pregnancy (Macejko and Schaeffer, 2007).  

 

6. MENOPAUSE 

Postmenopausal women are also susceptible to UTI due to lack of estrogen which plays important role in 

pathogenesis (Hu et al., 2004). The protective effect of estrogen replacement on ascending UTI is controversial. A 

study was designed using an experimental model of UTI. In that study surgically menopausal mice were 

supplemented with estrogen and the susceptibility of UTI was evaluated after experimental E. coli infection. 

Surprisingly, despite the hypothesis that estrogen would protect mice from infection, estrogen treatment significantly 

increased the susceptibility of the mice to ascending UTI (Curran et al., 2007). 

In postmenopausal women, sexual activity, history of UTI, treated diabetes and urinary incontinence are 

associated with a high risk of UTI. However, therapeutic role of oral estrogen remains uncertain. For instance, in a 

study (Hu et al., 2004) which included the postmenopausal women aged between 55 and 75 years, development of 

UTI was noted in sexually active postmenopausal women  (OR, 1.42; 95% CI, 1.07-1.87), with a history of UTI 

(OR, 4.20; 95% CI, 3.25-5.43), diabetes mellitus (OR, 2.78; 95% CI, 1.78-4.35) and urinary incontinence (OR, 1.36; 

95% CI, 1.03-1.78). 

 

7. CATHETERIZATION 

Another common source of infection is catheter or tube placed in the bladder (Ribby, 2006; Warde, 2010). The 

use of vesical catheter over 5 days is the cause of UTI. Bacteria on the outside of the catheter can climb up the 
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device into the bladder and cause infection (Pawelczyk et al., 2002). Infection associated with an indwelling catheter 

is a representative type of biofilm infection occuring in the urinary tract (Evans et al., 2001). More than 90% of UTI 

in catheterized individuals are asymptomatic. These infections are rarely symptomatic and infrequently cause blood 

stream infection. (Tambyah and Maki, 2000). 

Catheter associated UTI accounts for 40% of all nosocomial infections and are the most common source of 

Gram negative bacteremia in hospitalized patients. The risk of bacteriuria is approximately 5% per day in 10-20% of 

hospitalized patients who receive an indwelling foley catheter. With long term catheterization, bacteriuria is 

inevitable (Warren et al., 1997). For example, the impact of urinary catheterization on 294 elderly (>65 years) 

inpatients with community acquired UTIs was studied (Kang et al., 2007). Of 294, 144 subjects had urinary 

catheterization. Patients with urinary catheterization were found with significantly more advanced age, female 

predominance, frequent admission in hospital, longer hospital stay and higher pathogen isolation after culture than 

subjects without urinary catheterization (P<0.05). 

 

8. DIABETES 

It is evident from literature that diabetic subjects are also at high risk of UTIs. For instance, in a study 

(Goswami et al., 2001; Litza and Brill, 2010), the prevalence of UTI in diabetic subjects were found to be higher 

when compared with non-diabetic subjects (9% vs. 0.78%, P= 0.05). Symptomatic and asymptomatic UTIs occur 

more frequently in women with diabetes mellitus than women without diabetes mellitus (Daneshgari and Mooree, 

2006).  Women with diabetes who requires pharmacological treatment have approximately twice as high risk of 

cystitis as non-diabetic women (Boyko et al., 2002) because of the changes in the immune system secondary to the 

high sugar concentration (Geerlings et al., 2002). However, gestational diabetes mellitus was not associated with 

increased risk of UTIs (Rizk et al., 2001). Although asymptomatic bacteriuria is not associated with serious health 

outcomes in healthy persons, further research needs to be undertaken regarding the impact of asymptomatic 

bacteriuria in patients with diabetes (Geerlings et al., 2002). In another study, Geerlings et al. (2000) evaluated the 

characteristics associated with the development of UTI among diabetic subjects. It was found that 14% women with 

type 1 diabetes developed a symptomatic UTI. The most important risk factor for those women was sexual 

intercourse during the week before entry into the study (44% without vs. 53% with sexual intercourse). A total of 

23% women with type 2 diabetes developed symptomatic UTI. The most important risk factor for those women was 

the presence of asymptomatic UTI at baseline (25% without vs. 42% with asymptomatic UTI). The risk of 

symptomatic and asymptomatic UTIs among diabetic and non-diabetic postmenopausal women was studied by 

Boyko et al. (2005). The incidences of symptomatic UTI in diabetic and non-diabetic women were recorded as 

12.2% and 6.7% respectively. Whereas, the incidence of asymptomatic UTI was 6.7% for diabetic women and 3% 

for non-diabetic women. It was concluded that the increased UTI risk occurred mainly in diabetic women taking 

insulin and women with a longer diabetic duration (> 10 years) compared with non-diabetic women.  

 

9. BLOOD TYPES 

In addition to above mentioned predisposing factors, the literature has also documented that women with UTIs 

tend to have certain blood types (Jackson et al., 2000).  The presence or absence of blood group determinants on the 

surface of uroepithelial cells may influence an individual’s susceptibility to UTIs. (Schaeffer et al., 2001). Such  as, 

as cited by Kinane et al. (1982), the blood groups AB or B, constitute independent risk factors in some but not all 

studies. Recently, Sakallioglu and Sakallioglu (2007) found the concordance of UTI with blood group A Rh 

positive. Infectious microorganisms interfere with specific molecules on epithelial cells. These specific molecules 

are antigens of the P and ABO system. Antigen structures on uroepithelial cells, for example, the glycolipids of the 

P antigen serves as receptors for adhesion of microorganisms. The proportion of persons with B phenotype was 23% 

and P1 antigen was found in 76% of patients suffering from chronic UTIs. In comparison with P1 negative 

individuals, P1 positive individuals has a longer disease history and more frequently suffered from symptomatic UTI 

as well as destructive renal changes. The Le (a) antigen and Le (b) antigen (Lewis phenotypes) were observed in 

82% and 18% of the patients respectively (Ziegler et al., 2004). 

 

10. USE OF CALCIUM SUPPLEMENTS 

The use of calcium supplements also increases the risk of UTI, since calcium ions significantly increase 

bacterial adherence to uroepithelial cells. Apicella and Sobota, (1990) demonstrated in vitro that as the concentration 

of calcium was increased to levels higher than normally found in the urine, there was a significant increase in 

bacterial adherence. It was also found that if the diet was supplemented with calcium there was an increase in the 

excretion of calcium in the urine and a corresponding increase in bacterial adherence when bacteria and uroepithelial 

cells were incubated in this urine. 



PREDISPOSING FACTORS FOR URINARY TRACT INFECTIONS 

INTERNATIONAL JOURNAL OF BIOLOGY AND BIOTECHNOLOGY 8 (2): 317-324, 2011. 

321 

 

11. SURGERY  

Any surgery on the urinary tract increases the chances of UTI. Urological complications after renal 

transplantation are also frequently associated with UTIs (Senger et al., 2007). UTI is also the most common 

bacterial infection occurring in the renal transplant recipients, particularly anatomic abnormalities of the native or 

transplanted kidneys and possible rejection and immunosupperession. The major risk factors for UTI in renal 

transplant recipients include indwelling bladder catheters, trauma to the kidney and ureter during surgery (Rubin, 

1993; Wilson et al., 2005).  Steroids or cytotoxic drugs, as given to renal transplant recipients, greatly increase the 

chances of recurrent UTIs and infections of kidney in the first few months of post-transplant (Shanson and Speller, 

1999). In a study (Senger et al., 2007) it was observed that 13.3% episodes of UTI occurred in the first month to 

sixth month and 72% after the sixth month of transplantation. The most commonly isolated organism was E. coli 

(61.3%). 

 

12. DIET 

Frequent meat consumption appeared to be the predisposing factor for UTI. UTI were found significantly more 

common among the people consuming meat more frequently than once a week but not daily (Nayak et al., 1999). 

 

13. AIDS & CANCER 

Certain diseases also predispose UTIs e.g. HIV patients are susceptible to acquire UTI (Padoveze et al., 2002). 

Schonwald et al. (1999) performed a study to determine the relationship of UTI with AIDS. The analysis showed 

that patients with HIV had UTI more frequently than control (HIV negative) patients. Beside the difference in the 

frequency, it was also observed that Enterococci were the frequent isolates in patients with HIV disease, whereas, E. 

coli was most frequently isolated organism from control subjects.  Cancer patients are also at high risk of UTI 

(Gerberding, 2002). In a study Munyis et al. (1998) determined the prevalence of UTI in children with cancer. The 

prevalence of UTI was 8.1% (CI = 6.1, 10.1). Out of 15, only 5 patients were symptomatic while remaining 10 were 

asymptomatic. E. coli and Klebsiella species were responsible for 93.4% of the infections.  

 

REFERENCES 

 

Ahmad, J, A. Shah and N.S. Ali (2003). Prevalence of urinary tract infections in pregnant women of Peshawar, 

N.W.F.P: A single center study. J Postgrad Med Inst, 17(2): 168-176. 

Al-Haddad, A.M. (2005). Urinary tract infection among pregnant women in Al-Mukalla distric Yemen. Eastern 

Mediterranean Health Journal, 11(3): 505-510. 

Apicella, L.L. and A.E. Sobota (1990). Increase risk of urinary tract infections associated with the use of calcium 

supplements. Urol Res, 18(3): 231-218. 

Attiullah, N., F. Fikree and I. Husain (1998). An epidemiological study of cystitis among muslim women attending 

an outpatients clinic in Karachi. JPMA, 48(2): 35-37. 

Banhidy, F., N. Acs, E.H. Puho and A.E. Czeizel (2007). Pregnancy complications and birth outcomes of pregnant 

women with urinary tract infections and related drug treatments. Scand J. Infect Dis., 39(5): 390-397. 

Bhurt, A.W., N.M. Bozdar and F.F. Fikree (2000). Prevalence and risk factors of presumptive urinary tract 

infections in a rural community. Coll Physician Surg Pak., 10(1): 16-19.   

Bichler, K., I. Savatovsky, K. Naber, M. Bischop, T.B. Johansen, H. Botto, M. Cek, M. Grabe, B. Lobel and J. 

Redorta (2003). EAU guidelines for the management of urogenital schistosomiasis. European Urology., 49(6): 

998-1003. 

Boyko, E. J., S.D. Fihn, D. Scholes, L. Abraham and B. Monsey (2005). Risk of urinary tract infection and 

asymptomatic bacteruria among diabetic and nondiabetic postmenopausal women. Am. J. Epidemiol., 161(6): 

557-564. 

Boyko, E.J., S.D. Fihn, D. Scholes, C.L. Chen, E.H. Normand and P. Yarbro (2002). Diabetes and the risk of acute 

urinary tract infection among postmenopausal women. Diabetes Care, 25: 1778-1783. 

Buonanno, A.P. and B.J. Damweber (2006). Review of urinary tract infection. US Pharm., 6: 26-36. 

Carlson, K.J. and A.G. Mulley (1985). Management of acute dysuria: a decision analysis model of alternate 

strategies, Annals of Internal Medicine., 102: 244-248. 

Cornforth, T. (2002). Urinary tract infections. http://www.About and about.com. 

Cunha, B.A., J.M. Tessier and M.F. Bavaro (2007). Urinary tract infection, females. ALU, 8: 20-25. 



SABAHAT SAEED AND PERWEEN TARIQ 

INTERNATIONAL JOURNAL OF BIOLOGY AND BIOTECHNOLOGY 8 (2): 317-324, 2011. 

322 

Curran, E.M., A.H. Tassel, B.M. Judy, B. Nowicki, M.V. Rice, D.M. Estes and S. Nowicki (2007). Estrogen 

increases menopausal host susceptibility to experimental ascending urinary tract infection. Infect Dis., 195(5): 

680-683. 

Daneshgari, F. and C. Mooree (2006). Diebetic uropathy. Semin. Nephrol., 26(2): 182-185. 

Dielubanza, E.J. and A.J. Schaeffer (2011). Urinary tract infections in women. Clin North Am., 95(1):27-41. 

Evans, A., H. Godfrey and L. Fraczyk (2001). An audit of problems associated with urinary catheter withdrawal. Er 

J Community Nurs, 6(10): 511-519. 

Foxman, B. (2002). Epidemiology of urinary tract infection: incidence, morbidity and economic costs. Am J Med., 

113: 5-13. 

Geerlings, S.E., R. Meiland and I.M. Hoepelman (2002). Pathogenesis of bateriuria in women with diabetes 

mellitus. Int J Antimicrob Agents, 19(6): 539-545. 

Geerlings, S.E., R.P. Stolk, M.J. Camps, P.M. Netten, T.J. Collet and A.I. Hoepelman (2000). Risk factors for 

symptomatic urinary tract infection in women with diabetes. Diabetes Care, 23(12): 1737-1741. 

Gerberding, J.L. (2002). Hospital-onset infections: a patient safety issue. An Intern Med, 137(8): 665-670. 

Goswami, R., C.S. Bal, S. Tejaswi, G.V. Punjabi, A. Kapil and N. Kochupillai (2001). Prevalence of urinary tract 

infection and renal scars in patients with diabetes mellitus. Diabetes Research and Clinical Practice, 53: 181-

186. 

Gray, J. and R.P.J. Malone-Lee (1995). Review: urinary tract infection in elderly people-time to review 

managemant? Health managemant. Age and Aging, 3: 240-248. 

Hanif, S. (2006). Frequency and pattern of urinary complaints among pregnant women. JCPSP, 16(8): 514-517. 

Hazir, S. (2007). Asymptomatic bacteriuria in pregnant women. Urol J., 4(1): 24-27. 

Hu, K.K., E.J. Boyko, D. Scholes, E. Normand, C.L. Chen, J. Grafton and S.D. Fihm (2004). Risk factors for 

urinary tract infections in postmenopausal women. Arch Intern Med, 164(9): 989-993. 

Jackson, S., J. Donovan and P. Abrams (2000). Incidence and remission of lower urinary tract symptoms. Authors 

should have standerdised questionnaire. BMJ, 321: 1082-1083. 

Jancel, T. and Dudas, V. (2002). Management of uncomplicated urinary tract infections. West J Med, 176: 51-55. 

Kang, S.C., N.W. Hsu, G.J. Tang and S.J. Hwang (2007). Impact of urinary catheterization on geriatric inpatients 

with community acquired urinary tract infections. J. Chin Med Assoc., 70(6): 236-240. 

Khattak, A.M., S. Khattak, H. Khan, B. Ashiq, D. Muhammad and M. Rafiq (2006). Prevalence of asymptomatic 

bacteriuria in pregnant women. Pak. J. Med. Sci., 22(2): 162-166. 

Kinane, D.F., C.C. Blackwell, R.P. Brettle, D.M. Weir, F.P. Winstanley and R.A. Elton (1982). ABO blood group, 

secretor state and susceptibility to recurrent urinary tract infection in women. Br. Med. J., 285: 7-9. 

Kontiokari, T., J. Laitinen, L. Jarvi, T. Pokka, K. Sundquist and M. Uhari (2003). Dietary factors protecting women 

from urinary tract infection. Am. J. Clin. Nutr., 77(3): 600-604. 

Krcmery, N., A. Boudabous and C. Torres (2001). Detection of virulence factors in high-level gentamicin-resistant 

Enterococcus faecalis and Enterococcus faecium isolates from a Tunisian hospital. Can. J. Microbiol., 53(3): 

372-379. 

Kumamoto, Y., T. Tsukamoto, T. Hirose, M. Matsukawa, S. Takahashi, Y. Kunishima, M. Fujime, K. Fujita, M. 

Ogihara, K. Ishibashi, J. Igari, S. Shigeta, T. Oguri, K. Yamaguchi, T. Matsumoto, F. Kashitani, H. Yoshida, Y. 

Imafuku, M. Murai, H. Ooe, M. Nishikawa, K. Watanobe, Y. Kobayashi, H. Uchida, T. Oka, T. Kitamura, Y. 

Takano, Y. Matsuoka, S. Matsuda, S. Sato, T. Furuhama, H. Kumon, K. Monden, K. Izumikawa, T. 

Yamaguchi, C. Mochida, S. Kohno and Y. Miyazaki (2001). Comparative studies on activities of antimicrobial 

agents against causative organisms isolated from patients with urinary tract infections in 1999 II. Background of 

patients. Jpn J Antibiot, 54(5): 217-229. 

Lamyman, M.JJ, H. Connor and R. Brown (2005). Abdominal pain and dysuria in pregnancy: urinary tract infection 

or life threatening haemorrhage? Emerg. Med. J., 22(12): 918-919. 

Laupland, K.B., T. Ross, J.D. Pitout, D.L. Church and D.B. Gregson (2007). Community onset urinary tract 

infections: A population based assessment. Infection, 35(3): 150-153. 

Lavanya, S.V. and D. Jogalakshmi (2002). Asymptomatic bacteriuria in antenatal women. The New England 

Journal of Medicine, 20(2): 105-106. 

Litza, J.A. and J.R. Brill (2010). Urinary tract infections. Prim Care, 37(3):491-507. 

Macejko, A.M. and A.J. Schaeffer (2007). Asymptomatic bacteriuria and symptomatic urinary tract infections 

during pregnancy. Urol. Clin. North. Am. 34(1): 34-42. 

Marinade, A., B. Gumodoka, A. Kilonzo and S.E. Mshana (2009). Prevalence of urinary tract infection among 

pregnant women at Bugando Medical Centre, Mwanza, Tanzania. Tanzan J Health Res., 11(3):154-9. 

http://www.ncbi.nlm.nih.gov/pubmed/20734713
http://www.ncbi.nlm.nih.gov/pubmed/20734713


PREDISPOSING FACTORS FOR URINARY TRACT INFECTIONS 

INTERNATIONAL JOURNAL OF BIOLOGY AND BIOTECHNOLOGY 8 (2): 317-324, 2011. 

323 

Menon, Y., V. Kolisychen, M.P. Salyasecla, S. Elliott, G. Parthasarathy, Y. Yao, G. Plunkett, F.R. Blattner and K.S. 

Kim (1995). Identification and characterization of Escherichia coli Rs218-derived islands in the pathogenesis of 

E. coli meningitis. J. Infect. Dis., 194(3): 358-364. 

Mittal, A.E. and D.A.Wing (2005). Urinary tract infections in pregnancy. Clin. Perinatal., 32(3): 749-764. 

Mohsin, R. and K.M. Siddiqui (2010). Recurrent urinary tract infections in females. J Pak Med Assoc., 60(1):55-9. 

Munyis, T., M. Macharia, J.E. Alwara and E.K. Njeru (1998). Screening for urinary tract infection in children with 

cancer. East African Medical Journal, 75(5): 264-267. 

Nath, G., M. Chaudhry, J. Prakash, L.K. Pandey, T.B. Singh and J. Parakash (1996). Urinary tract infection during 

pregnancy and fetal outcome. IndianJournal of Medical Miocrobiology, 14(3): 158-160. 

Nayak, S.P., P.P. Venugopalan and L.G. Prabhu (1999). Can diet predispose to urinary tract infections? Indian 

Journal ofUrology, 15(2): 93-98. 

Nester, E.W., D.G. Anderson, C.E. Roberts, N.N. Pearsall and M.T. Nester (2004). Microbiology: A human 

perspective, International edition, McGraw Hill.pp. 633-664, 495-516. 

Padoveze, M.C., P. Trabasso and M.L. Branchini (2002). Nosocomial infections among HIV-positive and HIV-

negative patients in a Brazilian infectious diseases unit. Amm J Infect Control, 30(6): 346-350. 

Parlak, E., S. Erol, M. Kizilkaya, U. Altoparlak and M. Parlak M (2007). Nosocomial urinary tract infections in the 

intensive case unit patients. Mikrobiyol Bul., 41(1): 39-49. 

Pawelczyk, I., M. Grzyb, W. Zelawski, D. Wylezek, J.J. Starzewski and J. Kozera (2002). Instillagel in prevention 

of postoperative urinary tract infection randomized trail. Wiad Lek, 55(5-6): 288-295. 

Quiroga-Feuchter, G., R.E. Torres, R.A. Mordan and G.A.V. Alcala (2007). Asymptomatic bacteriuria among 

pregnant women. An underestimated threat.  Rev Med Inst Mex Seguro Soc., 45(2): 169-172. 

Ribby, K.J. (2006). Decreasing urinary tract infections through staff development, outcomes, and nursing process. J. 

Nurs. Care Qual., 21(3): 272-276. 

Rizk, D.E., N. Mustafa and L. Thomas (2001). The prevalence of urinary tract infections in patients with gestational 

diabetes mellitus. Int Urogynecol J Pelvic Floor Dysfunct, 12(5): 317-322. 

Rodhe, N., S. Molstad, L. Englund and K. Svardsudd (2006). Asymptomatic bacteriuria in a population of elderly 

residents living in a community setting: prevalence, characteristics and associated factors. Family Practice, 23: 

303-307. 

Rubin, R.H. (1993). Infectious disease complications of renal transplantation. Kidney Int., 44: 221. 

Sakallioglu, O. and A.E. Sakallioglu (2007). The effect of ABO-Rh blood group determinants on urinary tract 

infections. Int. Urol. Nephrol., 31: 136-140. 

Santose, S., N.B. Volkova and M.W. Peterson (2000). Prognostic value of low blood glucose at the presentation of 

Escherichia coli bacterema. Am. J. Med., 119(11): 952-957. 

Schaechter, M., G. Medoff and B.I. Eisenstein (1993). Microbial Disease. Williams & Wilkins. pp. 735-747. 

Schaeffer, A.J., N. Rajan, Q. Cao, B.E. Anderson, D.L. Pruden, J. Sensibar and J.L. Duncan (2001). Host 

pathogenesis in urinary tract infections. Int J Antimicrob Agents, 17(4): 245-251. 

Schlembach, D. (2006). Urine analysis in pregnancy. Ther. Umsch., 63(9): 585-589. 

Scholes, D., T.M. Hooton, P.L. Roberts, A.E. Stapleton, K. Gupta and W.E. Stamm (2000). Risk factors for 

recurrent urinary tract infection in young women. Journal of Infectious Diseases, 182: 1177-1182. 

Schonwald, S., J. Begovac and V. Skerk (1999). Urinary tract infections in HIV disease. International Journal of 

Antimicrobial Agents, 11(3-4): 309-311. 

Senger, S.S., H. Arslan, O.K. Azap, F. Timurkaynak, U. Cagir and M. Haberal (2007). Urinary tract infections in 

renal transplant recipients. Transplant Proc., 39(4): 1016-1017. 

Shanson, D.C. and D.C.E. Speller (1999). Microbiology in Clinical Practice. Third edition, Butterworth-Heinemann 

Oxford. pp. 326-339. 

Sheikh, M.A., M.S. Khan, A. Khatoon and G.M. Arain (2000). Incidence of urinary tract infection during 

pregnancy. Est Mediterr Health Journal, 6(213): 265-274. 

Shortliffe, L. (2003). Urinary tract infection at the age extremes: pediatrics and geriatrics. The AmericanJournal of 

Medicine, 113(1): 55-66. 

Strom, B.L., M. Collins, S.L. West, J. Kreisberg and S. Weller S (1987). Sexual activity, contraceptive use, and 

other risk factors for symptomatic and asymptomatic bacteriuria. A case-control study. Ann. Intern. Med., 107: 

816-823. 

Tambyah, P.A. and D.G. Maki (2000). The relationship between pyuria and infection in patients with indewelling 

urinary catheters: a prospective study of 761 patients. Arch Intern Med, 160(5): 673-677. 

Vessey, M.P., M.A. Metcalfe, M.K. Pherson and D. Yeates (1987). Urinary tract infections in relation to diaphragm 

use and obesity. Int J Epidemiol., 16(3): 441-444. 



SABAHAT SAEED AND PERWEEN TARIQ 

INTERNATIONAL JOURNAL OF BIOLOGY AND BIOTECHNOLOGY 8 (2): 317-324, 2011. 

324 

Warde, N. (2010). Infection: Simple reminder systems can greatly reduce catheter-associated urinary tract infection 

episodes. Nat Rev Urol., 7(11): 594. 

Warren, J.W., E. Abrutyn, J.R. Hebel, J.R. Johnson, A.J. Schaeffer and W.E. Stamm (1997). Guidelines for 

antimicrobial treatment of uncomplicated acute bacterial cystitis and acute pyelonephritis in women. Clin. 

Infect. Dis., 29: 745-758. 

Winiecka, W., W. Zoch-Zwierz, A. Wasilewska, R. Wiercinski, B. Tomaszewska, A.K. Kozerska and T. Porowski T 

(2002). Evaluation of bladder instability in children with recurrent urinary tract infections. Med Sci Monit, 8(1): 

19-23. 

Ziegler, T., N. Jacobsohn and R. Funfstuck (2004). International Journal of Antimicrobial Agents, 24(1): 70-75. 

 

(Accepted for publication February 2011) 


