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Urinary Tract Infec�on in a Ter�ary level Hospital of Bangladesh: 
Age and Gender Dependent Cross-sec�onal Observa�onal Study

 *Jeba JT1, Suchi SE2, Sumi MS3, Adhikary L4, Jahan N5, Brinta MT6 Akhter M7
Abstract 
Background: Urinary tract infection (UTI) is one of the most common clinical problem that practicing physicians come across worldwide. 

It is well established that, urinary tract infection is commonly a bacterial infection and antimicrobial resistance is an emerging issue in 

treating UTI, even for uncomplicated cases. Objective: The primary objective of our study was to identify the common causative 

organisms on the basis of gender, age group and some other demographic issues for UTI among patients attending in a tertiary care 

hospital of Jashore district in Bangladesh. Materials and Methods: This study was an observational study of cross-sectional design 

carried out at Ad-din Sakina Women’s Medical College, Jashore. Standard procedure was followed in sampling and laboratory 

procedures. Results: Among 404 (female 340 vs male 64) cases 153 (37.9%) were found positive for bacterial culture; 134 female vs 19 

male (87.6% vs 12.4%). E. coli was the most common causative organism (74.5%) among all cases. There was higher prevalence in 

positive culture in female subjects, but Chi-square test showed no statistical significance (p = 0.924). Variations in prevalence were 

observed in the context of ‘age groups’ but those were also not significant statistically (p = 0.479). Conclusion: E. coli was the most 

common organism isolated. Further large scale study was suggested to make conclusive remark regarding gender and age related 

superiority about discrimination of causative organism.

Introduc�on
Urinary tract infec�on (UTI) can affect in any part 
of the urinary system (kidneys, ureters, bladder 
and urethra). The most common causa�ve organ-
ism of infec�on is Escherichia coli, though other 
bacteria and fungi are also involved.1 About 150 
million people develop UTI each year worldwide.2
In clinical prac�ce par�cularly in developing coun-
tries, UTI is one of the most commonly found 
bacterial disease.3 UTI affects invariably in all age 
groups and both sexes.4 It is also seen both in 
indoor and outdoor pa�ents. Highest prevalence 
of UTI is found in female cases, having age 18 years 
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and above.5 UTI may involve both in upper and 
lower urinary tract. The lower urinary tract infec-
�on is more common which is termed as cys��s. It 
is characterized by some features like dysuria, 
frequency, urgency and occasionally lower 
abdominal pain. These symptoms are not only 
found in cys��s only, but also in upper UTI.6

The most common pathogenic organism of UTI is 
Escherichia coli, which is responsible for causing 
UTI in more than 80% cases.7-8 Other rela�vely 
common pathogenic organisms responsible for 
UTI are Staphylococcus saprophy�cus, Staphylo-
coccus aureus, Proteus sp., Klebsiella pneumoni-
ae, Pseudomonas aeruginosa and Enterococci.9-11
The primary objec�ve of our study was to iden�fy 
the commonly causa�ve organisms for UTI in the 
community we worked with, as well as varia�ons 
in causa�ve organism on the basis of gender and 
age group in the same popula�on. Furthermore, 
as an�microbial resistance is an emerging issue in 
trea�ng UTI, con�nuous surveillance for resistant 
strains among different community regularly is 
also mandatory.12

As the e�ological factors, pa�erns of an�bio�c 
resistance and even the differences of challenges 
in trea�ng the same causa�ve organism in 
different demography, con�nuous surveillance is 
essen�al in various geographical areas with 
different people with different age, sex, race and 
associated comorbidi�es. The primary objec�ve of 
this cross sec�onal study was to iden�fy and to 
evaluate the prevalence of common causa�ve *Correspondence:  E-mail:  jannatu�aherajeba@gmail.com
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organisms on the basis of gender, age group and 
some other demographic issues for UTI among 
pa�ents a�ending in a ter�ary care hospital of 
Jashore district in Bangladesh. The aim of the 
study was also to compare the study outcome 
with the already exis�ng informa�on so that local 
physician might make appropriate decision about 
the available treatment op�ons suitable for the 
indigenous UTI pa�ents. 

In this study a total of 404 (female 340 vs male 64) 
cases with clinical symptoms of UTI were selected 
by random sampling.  Between them, 153 (37.9%) 
were found posi�ve for bacterial culture; 134 
female vs 19 male (87.6% vs 12.4%). Almost all 
other studies showed higher prevalence of UTI 
among female par�cularly among young sexually 
ac�ve women.13 A similar study conducted in 
Dhaka city of Bangladesh by Sanjee SA et al. in 
2017 demonstrated that among 55.08% posi�ve 
culture, 34.75% was female and 20.33% was male 
subject.14 On the contrary Islam MA found posi�ve 
culture in 29% cases, which was also in agreement 
with our study.15

Our study also revealed that E. coli was the most 
common causa�ve organism (74.5%), both in male 
and female subjects (75% and 74% respec�vely). 
Islam MA et al. in their research also showed that 
among causa�ve organisms, E. coli was 51.6%, 
Klebsiella was 12.1% and Pseudomonas was 4.4%; 
which were more or less similar to our research 
outcome.15 

Moreover, in this study, among 153 culture 
posi�ve cases, 79.7% was HA-UTI and 20.3% was 
CA-UTI which was almost similar to the study 
conducted by NS Ochada et al.16 Compromised 
immunity in hospitalized pa�ents due to 
comorbidi�es and catheteriza�on might 
contribute to this issue. JP Horcajada and his 
associates in their study17 found that among 279 
(42% of their study subjects) culture posi�ve 
cases, 246 (37%) were CA-UTI and 142 (21%) were 
HA-UTI and this outcome was very much divergent 
with our study result. 

The present study also demonstrated highest 
incidence of E. coli (76.2%) to be the agent causing 
HA-UTI, it was 67.7% in case of CA-UTI. In the 
incidence of CA-UTI, the rate of Pseudomonas was 
higher when compared to HA-UTI (22.6% vs 
11.5%), although the difference was not 
significant sta�s�cally (p = 0.600). 

E. coli was the most frequent organism (74.5%) 
responsible for all age group isolated in urine 
culture.  Pseudomonas showed higher incidence 
(21.9% and 28.6%) in age group ’46-60 years’ and 
‘> 60 years’ when compared with other age groups 
for the same organism. Age group en�tled ’19-30 
years’ and ’31-46 years’ had higher rate for 
posi�ve isola�on of organism in culture; although 
these varia�ons men�oned above was not proved 
to be significant (p = 479) sta�s�cally (Table IV). SH 
Almukhtar et al in their study showed that 58.4% 
of par�cipants were from the age group 
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Results

As the e�ological factors, pa�erns of an�bio�c 
resistance and even the differences of challenges 
in trea�ng the same causa�ve organism in 
different demography, con�nuous surveillance is 
essen�al in various geographical areas with 
different people with different age, sex, race and 
associated comorbidi�es. The primary objec�ve of 
this cross sec�onal study was to iden�fy and to 
evaluate the prevalence of common causa�ve 

This retrospec�ve study was carried out in the 
laboratory of the Department of Microbiology, 
Ad-din Sakina Women’s Medical College, Jashore, 
Bangladesh. The dura�on of the study was 6 
months (March to August 2024). Samples were 
collected from the pa�ents with clinically suspect-
ed UTI cases, who were admi�ed in inpa�ent 
department and also from the outpa�ent depart-
ment of Ad-din Sakina Women’s Medical College 
hospital, Jashore, Bangladesh. Valid, informed and 
wri�en consent were taken from the study 
subjects and for minor subjects, consent was 
taken from legal guardians. 

Urine samples were collected asep�cally through 
either midstream clean catch method or through 
bladder catheteriza�on in case of hospital admit-
ted pa�ent. 

The urine specimens for rou�ne urinalysis were 
tested using a fully automated urine chemistry 
Analyzer UC-3500 & a par�cle analyzer UF-5000 
sysmex corpora�on. Pyurea was defined as the 
presence of >5 WBC per high power field on arise 
sediment. The urine was mixed thoroughly and 
the top of the container was removed, standard 
loop was inserted ver�cally into the urine to allow 
urine to adhere to the loop. A�er that, the loop 
was touched to the blood agar & Mac Conkey’s 
agar media. Then the plate incubated for 18-24 
hours at 37°C and colonies were counted on each 
plate. Bacterial growth was obtained from cultur-
ing of samples according to the different morpho-
logical & biochemical characters.

Materials and Methods

Table I showed, E. coli was the most common 
causa�ve organism (74.5%) both in male and 
female subjects (75% and 74% respec�vely). In 
case of male subject number of Pseudomonas as 
the causa�ve organism was a li�le bit higher 
when comparing with female subjects (21.1% vs 
12.7%). Klebsiella appeared to be the third 
common causa�ve organism both in female and 
male subject.  In our study there were some minor 

Urine samples from a total of 404 (female 340 vs 
male 64) cases with clinical symptoms of UTI were 
collected and analyzed over 6 months dura�on. 
Mean ± SD age of the study subjects was 35.59 ± 
18.92 years with a range from 1 year to 75 years. 
Mean ± SD age of culture posi�ve female and 
male was 34.93 ± 18.27 years and 40.26 ± 22.97 
years respec�vely.  Among the study subjects, 153 
(37.9%) were found posi�ve for bacterial culture; 
134 female vs 19 male (87.6% vs 12.4%).  
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organisms on the basis of gender, age group and 
some other demographic issues for UTI among 
pa�ents a�ending in a ter�ary care hospital of 
Jashore district in Bangladesh. The aim of the 
study was also to compare the study outcome 
with the already exis�ng informa�on so that local 
physician might make appropriate decision about 
the available treatment op�ons suitable for the 
indigenous UTI pa�ents. 

In this study a total of 404 (female 340 vs male 64) 
cases with clinical symptoms of UTI were selected 
by random sampling.  Between them, 153 (37.9%) 
were found posi�ve for bacterial culture; 134 
female vs 19 male (87.6% vs 12.4%). Almost all 
other studies showed higher prevalence of UTI 
among female par�cularly among young sexually 
ac�ve women.13 A similar study conducted in 
Dhaka city of Bangladesh by Sanjee SA et al. in 
2017 demonstrated that among 55.08% posi�ve 
culture, 34.75% was female and 20.33% was male 
subject.14 On the contrary Islam MA found posi�ve 
culture in 29% cases, which was also in agreement 
with our study.15

Our study also revealed that E. coli was the most 
common causa�ve organism (74.5%), both in male 
and female subjects (75% and 74% respec�vely). 
Islam MA et al. in their research also showed that 
among causa�ve organisms, E. coli was 51.6%, 
Klebsiella was 12.1% and Pseudomonas was 4.4%; 
which were more or less similar to our research 
outcome.15 

Moreover, in this study, among 153 culture 
posi�ve cases, 79.7% was HA-UTI and 20.3% was 
CA-UTI which was almost similar to the study 
conducted by NS Ochada et al.16 Compromised 
immunity in hospitalized pa�ents due to 
comorbidi�es and catheteriza�on might 
contribute to this issue. JP Horcajada and his 
associates in their study17 found that among 279 
(42% of their study subjects) culture posi�ve 
cases, 246 (37%) were CA-UTI and 142 (21%) were 
HA-UTI and this outcome was very much divergent 
with our study result. 

General urine examina�on involved physical & 
chemical examina�ons of urine such as color, 
turbidity, pH, protein, specific gravity, bile 
pigment, bile salts & possible presence of blood. 
The urine spun in centrifuge at 500-3000 rpm for 
5 min to allow sediments blood cells, bacteria & 
other par�cles. Light microscope was used to 
diagnose these sediments.

All sta�s�cal analysis was performed using ‘IBM 
SPSS Sta�s�cs 25’ so�ware. Chi-square test was 
done for hypothesis tes�ng to see the level of 
significance. ‘p’ value < 0.05 was considered 
‘sta�s�cally significant’.

Table I : Gender of Subject: Organism Isolated in Culture -  Cross-tabula�on
Gender  A B C D E F G Total p  
Female Count 100 17 10 2 1 3 1 134  

 
 
 

0.924  

% within Gender of the Subject 75% 12.7% 7.5% 1.5% 0.7% 2.2% 0.7% 100% 
% within Organism Isolated in Culture 88% 81% 90.9% 100% 100% 100% 100% 87.6% 

Male Count 14 4 1  0 0 0 0 19 
% within Gender of the Subject 74% 21.1% 5.3% 0% 0% 0% 0% 100% 
% within Organism Isolated in Culture 12% 19% 9.1 0% 0% 0% 0% 12.4 

Total Count 114 21 11 2 1 3 1 153 
% within Gender of the Subject 74.5% 13.7% 7.2% 1.3% 0.7% 2.0% 0.7% 100% 
% within Organism Isolated in Culture 100% 100% 100% 100% 100% 100% 100% 100% 

A = E. coli; B = Pseudomonas; C = Klebsiella; D = S. saprophy�cus; E = E. faecalis; F = Cytobacter; G = S. aureus. . p value < 0.05 
denotes sta�s�cal significance.  
 

The present study also demonstrated highest 
incidence of E. coli (76.2%) to be the agent causing 
HA-UTI, it was 67.7% in case of CA-UTI. In the 
incidence of CA-UTI, the rate of Pseudomonas was 
higher when compared to HA-UTI (22.6% vs 
11.5%), although the difference was not 
significant sta�s�cally (p = 0.600). 

E. coli was the most frequent organism (74.5%) 
responsible for all age group isolated in urine 
culture.  Pseudomonas showed higher incidence 
(21.9% and 28.6%) in age group ’46-60 years’ and 
‘> 60 years’ when compared with other age groups 
for the same organism. Age group en�tled ’19-30 
years’ and ’31-46 years’ had higher rate for 
posi�ve isola�on of organism in culture; although 
these varia�ons men�oned above was not proved 
to be significant (p = 479) sta�s�cally (Table IV). SH 
Almukhtar et al in their study showed that 58.4% 
of par�cipants were from the age group 
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As the e�ological factors, pa�erns of an�bio�c 
resistance and even the differences of challenges 
in trea�ng the same causa�ve organism in 
different demography, con�nuous surveillance is 
essen�al in various geographical areas with 
different people with different age, sex, race and 
associated comorbidi�es. The primary objec�ve of 
this cross sec�onal study was to iden�fy and to 
evaluate the prevalence of common causa�ve 

Table II showed higher incidence of E. coli causing 

Table III, showed the most commonly found 
culture posi�ve subjects belonged to the age 
groups ‘19-30 years’ and ‘31-45 years’ in  female 
(29.1% and 25.4%) and in case of male subjects, 
age group    ’31-45 years’ and ’46-60 years’ 
appeared to be with higher culture posi�ve 
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organisms on the basis of gender, age group and 
some other demographic issues for UTI among 
pa�ents a�ending in a ter�ary care hospital of 
Jashore district in Bangladesh. The aim of the 
study was also to compare the study outcome 
with the already exis�ng informa�on so that local 
physician might make appropriate decision about 
the available treatment op�ons suitable for the 
indigenous UTI pa�ents. 

In this study a total of 404 (female 340 vs male 64) 
cases with clinical symptoms of UTI were selected 
by random sampling.  Between them, 153 (37.9%) 
were found posi�ve for bacterial culture; 134 
female vs 19 male (87.6% vs 12.4%). Almost all 
other studies showed higher prevalence of UTI 
among female par�cularly among young sexually 
ac�ve women.13 A similar study conducted in 
Dhaka city of Bangladesh by Sanjee SA et al. in 
2017 demonstrated that among 55.08% posi�ve 
culture, 34.75% was female and 20.33% was male 
subject.14 On the contrary Islam MA found posi�ve 
culture in 29% cases, which was also in agreement 
with our study.15

Our study also revealed that E. coli was the most 
common causa�ve organism (74.5%), both in male 
and female subjects (75% and 74% respec�vely). 
Islam MA et al. in their research also showed that 
among causa�ve organisms, E. coli was 51.6%, 
Klebsiella was 12.1% and Pseudomonas was 4.4%; 
which were more or less similar to our research 
outcome.15 

Moreover, in this study, among 153 culture 
posi�ve cases, 79.7% was HA-UTI and 20.3% was 
CA-UTI which was almost similar to the study 
conducted by NS Ochada et al.16 Compromised 
immunity in hospitalized pa�ents due to 
comorbidi�es and catheteriza�on might 
contribute to this issue. JP Horcajada and his 
associates in their study17 found that among 279 
(42% of their study subjects) culture posi�ve 
cases, 246 (37%) were CA-UTI and 142 (21%) were 
HA-UTI and this outcome was very much divergent 
with our study result. 

Figure 1: Pie chart showing organisms involved in UTI against female and male subjects.

Table II : Source of UTI: Organism Isolated in Culture - Cross-tabula�on

Table III : Frequency and percentage of culture posi�ve cases among different age groups against gender.

Source  A B C D E F G Total p 
Hospital 
Acquired 

UTI 

Count 93 14 8 2 1 3 1 122  
 
 
 

0.600 

% within Source of UTI 76.2% 11.5% 6.6% 1.6% 0.8% 2.5% 0.8% 100% 
% within Organism Isolated  81.6% 66.7% 72.7% 100% 100% 100% 100% 79.7% 

Community 
Acquired 

UTI 

Count 21 7 3 0 0 0 0 31 
% within Source of UTI 67.7% 22.6% 9.7% 0% 0% 0% 0% 100% L
% within Organism Isolated  18.4% 33.3% 27.3% 0% 0% 0% 0% 20.3% 

Total Count 114 21 11 2 1 3 1 153 
% within Source of UTI 74.5% 13.7% 7.2% 1.3% 0.7% 2.0% 0.7% 100% 
% within Organism Isolated  100% 100% 100% 100% 100% 100% 100% 100% 

A = E. coli; B = Pseudomonas; C = Klebsiella; D = S. saprophy�cus; E = E. faecalis; F = Cytobacter; G = S. aureus. p value < 0.05 
denotes sta�s�cal significance. UTI, Urinary Tract Infec�on. 

Age Group Female Count  p (2-sided) Male Count p (2-sided) Total Count 
0-18 years 23 (17.2%)  

 
0.688 

4 (21.1%)  
 

0.352 

27 (17.6%) 
19-30 years  39 (29.1%) 2 (10.5%) 41 (26.8%) 
31-45 years  34 (25.4%) 5 (26.3%) 39 (25.5) 
46-60 years  27 (20.1%) 5 (26.3%) 32 (20.9) 
> 60 years 11 (8.2%) 3 (15.8%) 14 (9.2%) 
Total 134 (100%) 19 (100%) 153 (100%) 
p < 0.05 = sta�s�cally significant. Percentages are shown within parentheses.   

 

Gender of the Subject: Female Gender of the Subject: Male

Organism
Isolaed in

Culture

Organism
Isolaed in

Culture

E. coli

Klebsiella
S.  sapro
E.  faecalis
Cytobacter
S.  aureus

Pseudomonas

E. coli

Klebsiella
Pseudomonas

varia�on in prevalence in different organism 
causing UTI among female vs male subjects, but 
Chi-square test showed no sta�s�cal significance 
(p = 0.924).

hospital acquired UTI (HA-UTI). Incidence of 
community acquired UTI (CA-UTI), the rate of 
Pseudomonas was a li�le bit higher when compared 
to HA-UTI (22.6% vs 11.5%), although the difference 
was not significant sta�s�cally (p = 0.600). 

frequencies (26.3% and 26.3%). Although 
apparently some age group showed some gender 
specific predominance in par�cular age group, 
but they were not proved to be significant 
sta�s�cally.

The present study also demonstrated highest 
incidence of E. coli (76.2%) to be the agent causing 
HA-UTI, it was 67.7% in case of CA-UTI. In the 
incidence of CA-UTI, the rate of Pseudomonas was 
higher when compared to HA-UTI (22.6% vs 
11.5%), although the difference was not 
significant sta�s�cally (p = 0.600). 

E. coli was the most frequent organism (74.5%) 
responsible for all age group isolated in urine 
culture.  Pseudomonas showed higher incidence 
(21.9% and 28.6%) in age group ’46-60 years’ and 
‘> 60 years’ when compared with other age groups 
for the same organism. Age group en�tled ’19-30 
years’ and ’31-46 years’ had higher rate for 
posi�ve isola�on of organism in culture; although 
these varia�ons men�oned above was not proved 
to be significant (p = 479) sta�s�cally (Table IV). SH 
Almukhtar et al in their study showed that 58.4% 
of par�cipants were from the age group 
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As the e�ological factors, pa�erns of an�bio�c 
resistance and even the differences of challenges 
in trea�ng the same causa�ve organism in 
different demography, con�nuous surveillance is 
essen�al in various geographical areas with 
different people with different age, sex, race and 
associated comorbidi�es. The primary objec�ve of 
this cross sec�onal study was to iden�fy and to 
evaluate the prevalence of common causa�ve 

E. coli was the commonest organism (74.5%) 
Isolated in urine culture.  Pseudomonas showed 
some degree of higher incidence (21.9% and 
28.6%) in age group ’46-60 years’ and ‘> 60 years’ 
when compared with other age groups for the 
same organism. Age group en�tled ’19-30 years’ 
and ’31-46 years’ had higher rate for posi�ve 
isola�on of organism in culture; although these 
varia�ons men�oned above was not proved to be 
significant (p = 0.479) sta�s�cally (Table IV).
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organisms on the basis of gender, age group and 
some other demographic issues for UTI among 
pa�ents a�ending in a ter�ary care hospital of 
Jashore district in Bangladesh. The aim of the 
study was also to compare the study outcome 
with the already exis�ng informa�on so that local 
physician might make appropriate decision about 
the available treatment op�ons suitable for the 
indigenous UTI pa�ents. 

In this study a total of 404 (female 340 vs male 64) 
cases with clinical symptoms of UTI were selected 
by random sampling.  Between them, 153 (37.9%) 
were found posi�ve for bacterial culture; 134 
female vs 19 male (87.6% vs 12.4%). Almost all 
other studies showed higher prevalence of UTI 
among female par�cularly among young sexually 
ac�ve women.13 A similar study conducted in 
Dhaka city of Bangladesh by Sanjee SA et al. in 
2017 demonstrated that among 55.08% posi�ve 
culture, 34.75% was female and 20.33% was male 
subject.14 On the contrary Islam MA found posi�ve 
culture in 29% cases, which was also in agreement 
with our study.15

Our study also revealed that E. coli was the most 
common causa�ve organism (74.5%), both in male 
and female subjects (75% and 74% respec�vely). 
Islam MA et al. in their research also showed that 
among causa�ve organisms, E. coli was 51.6%, 
Klebsiella was 12.1% and Pseudomonas was 4.4%; 
which were more or less similar to our research 
outcome.15 

Moreover, in this study, among 153 culture 
posi�ve cases, 79.7% was HA-UTI and 20.3% was 
CA-UTI which was almost similar to the study 
conducted by NS Ochada et al.16 Compromised 
immunity in hospitalized pa�ents due to 
comorbidi�es and catheteriza�on might 
contribute to this issue. JP Horcajada and his 
associates in their study17 found that among 279 
(42% of their study subjects) culture posi�ve 
cases, 246 (37%) were CA-UTI and 142 (21%) were 
HA-UTI and this outcome was very much divergent 
with our study result. 

Figure 2: Pie chart showing organisms involved in UTI against hospital acquired and community acquired cases.

Discussion

Table IV : Age Group: Organism Isolated in Culture Cross-tabula�on 
Age Group  A B C D E F G Total p 
0-18 years Count 21 2 3 0 1 0 0 27  

 
 
 
 
 
 
 
 

0.479 

% within Age Group 77.8% 7.4% 11.1% 0% 3.7% 0% 0% 100% 
% within Organism Isolated  18.4% 9.5% 27.3% 0% 100% 0% 0% 17.6% 

19-30 years Count 31 4 3 2 0 0 1 41 
% within Age Group 75.6% 9.8% 7.3% 4.9% 0% 0% 2.4% 100% 
% within Organism Isolated  27.2% 19.0% 27.3% 100% 0% 0% 100% 26.8% 

31-45 years Count 32 4 2 0 0 1 0 39 
% within Age Group 82.1% 10.3% 5.1% 0% 0% 2.6% 0% 100% 
% within Organism Isolated  28.1% 19.0% 18.2% 0% 0% 33.3% 0% 25.5% 

46-60 years Count 22 7 2 0 0 1 0 32 
% within Age Group 68.8% 21.9% 6.3% 0% 0% 3.1% 0% 100% 
% within Organism Isolated  19.3%  33.3% 18.2% 0% 0% 33.3% 0% 20.9% 

> 60 years Count 8 4 1 0 0 1 0 14 
% within Age Group 57.1% 28.6% 7.1% 0% 0% 7.1% 0% 100% 
% within Organism Isolated  7.0% 19.0% 9.1% 0% 0% 33.3% 0% 9.2% 

Total Count 114 21 11 2 1 3 1 153 
% within Age Group 74.5% 13.7% 7.2% 1.3% 0.7% 2.0% 0.7% 100% 
% within Organism Isolated  100% 100% 100% 100% 100% 100% 100% 100% 

A = E. coli; B = Pseudomonas; C = Klebsiella; D = S. saprophy�cus; E = E. faecalis; F = Cytobacter; G = S. aureus. . p value < 0.05 
denotes sta�s�cal significance. 

 

Source of UTI: Hospital Acquired UTI Source of UTI: Community Acquired UTI

Organism
Isolaed in

Culture
E. coli

Klebsiella
S.  sapro
E.  faecalis
Cytobacter
S.  aureus

Pseudomonas

Organism
Isolaed in

Culture

E. coli

Klebsiella
Pseudomonas

The present study also demonstrated highest 
incidence of E. coli (76.2%) to be the agent causing 
HA-UTI, it was 67.7% in case of CA-UTI. In the 
incidence of CA-UTI, the rate of Pseudomonas was 
higher when compared to HA-UTI (22.6% vs 
11.5%), although the difference was not 
significant sta�s�cally (p = 0.600). 

E. coli was the most frequent organism (74.5%) 
responsible for all age group isolated in urine 
culture.  Pseudomonas showed higher incidence 
(21.9% and 28.6%) in age group ’46-60 years’ and 
‘> 60 years’ when compared with other age groups 
for the same organism. Age group en�tled ’19-30 
years’ and ’31-46 years’ had higher rate for 
posi�ve isola�on of organism in culture; although 
these varia�ons men�oned above was not proved 
to be significant (p = 479) sta�s�cally (Table IV). SH 
Almukhtar et al in their study showed that 58.4% 
of par�cipants were from the age group 
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As the e�ological factors, pa�erns of an�bio�c 
resistance and even the differences of challenges 
in trea�ng the same causa�ve organism in 
different demography, con�nuous surveillance is 
essen�al in various geographical areas with 
different people with different age, sex, race and 
associated comorbidi�es. The primary objec�ve of 
this cross sec�onal study was to iden�fy and to 
evaluate the prevalence of common causa�ve 

Conclusion 
Female in their sexually ac�ve age group showed 
highest prevalence of UTI, although in our study 
the result was not sta�s�cally significant. E. coli 
was the commonest organism to be isolated in 
urine culture. HA-UTI had more prevalence than 
CA-UTI, although this was not proved to be signifi-
cant sta�s�cally in our study.  Further large scale 
study is required to make conclusive remark with 
be�er sampling technique. 

Compe�ng interest : The authors declare that 
they have no compe�ng interests.

Limita�on of the study : Although samples were 
collected by random sampling, there were few 
male cases when compared to female cases; this 
was due to the fact that the hospital from the 
samples was collected is tradi�onally visited by 
more female pa�ents then male pa�ents.
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