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ABSTRACT 

Purpose: To conduct a systematic literature review with meta-analysis to identify whether antibiotic prophylaxis after removal of the 
indwelling urinary catheter reduces posterior infections. Methods: A systematic literature review was conducted in the databases PubMed, 
Embase, Cochrane, Google Scholar, and Latin American and Caribbean Health Sciences Literature, using the keywords “antibiotics” AND 
“prostatectomy” AND “urinary catheter.” Results: Three articles were identified having the scope of our review, with 1,040 patients, which 
were subjected to our meta-analysis revealing a marginally significant decrease in the risk of urinary infection after indwelling urinary 
catheter removal (odds ratio–OR = 0.51; 95% confidence interval–95%CI 0.27–0.98; p = 0.04; I2 = 0%). No difference was found regarding 
the presence of bacteriuria (OR = 0.39; 95%CI 0.12–1.24; p = 0.11; I2 = 73%). Conclusion: In our meta-analysis, there was a significant 
decrease in urinary tract infection with antibiotic prophylaxis after indwelling urinary catheter removal following radical prostatectomy.
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Introduction

Prostate cancer, a pervasive and potentially lethal disease, ranks as the second leading cause of cancer-related mortality 
among men1. Among the diverse treatment modalities available, radical prostatectomy (RP) emerges as a pivotal intervention. 
RP patients commonly require short-term indwelling urinary catheters post-surgery to facilitate the primary healing of 
the vesico-urethral anastomosis.

Despite its life-saving potential, RP introduces unique challenges, notably urinary tract infections (UTIs), which can 
significantly impact patients’ recovery and overall well-being1,2. The presence of indwelling urinary catheter is a well-known 
risk factor for UTIs, potentially progressing from asymptomatic bacteriuria to symptomatic UTIs. Managing this condition 
remains a subject of clinical debate and presents a critical decision point for healthcare providers.

One approach to mitigate UTI risk in this vulnerable patient population involves administering antibiotic prophylaxis 
at catheter removal2. Many clinicians adopt this strategy to preemptively address potential infections. However, the medical 
community lacks consensus on whether to treat asymptomatic bacteriuria during catheterization or employ prophylactic 
antibiotics at catheter removal to prevent symptomatic UTIs3.

National guidelines further complicate the matter, with divergent recommendations regarding antibiotic prophylaxis at 
catheter removal. For instance, the American Urological Association4 suggests considering prophylaxis for selected patients, 
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while the Infectious Diseases Society of America3 and the European Association of Urology5 discourage antibiotic use to prevent 
UTIs. The European Association of Urology guideline also advises against treating asymptomatic catheter-associated bacteriuria.

Given these disparate recommendations and the absence of a unified stance, this study’s primary objective was to 
conduct a comprehensive systematic literature review and meta-analysis. Through meticulous analysis and synthesis of 
existing evidence, we aimed to critically assess the efficacy of antibiotic prophylaxis at the time of Foley catheter removal 
in patients who have undergone radical prostatectomy.

Methods

Search strategy

This systematic review and meta-analysis were conducted and reported in accordance with the Cochrane Collaboration 
Handbook for Systematic Review of interventions and the Preferred reporting Items for Systematic Reviews and Meta-
Analysis Statement guidelines6.

We searched on MEDLINE, Latin American and Caribbean Health Sciences Literature, and ISI/Web of Science platforms 
from its inception to June 2023 for retrospective and clinical studies on patients who underwent radical prostatectomy. 
Our search strategy was based on the use of the descriptors “radical prostatectomy” and “urinary tract infection.”

The references from all included studies, previous systematic reviews and meta-analyses were also searched manually for 
any additional studies. The prospective meta-analysis protocol was registered on PROSPERO under protocol CRD42023420820. 

Eligibility criteria for study selection

We included: 
•	 Randomized trials (RCTs) or non-randomized cohorts (non-RCTs); 
•	 Studies that assessed the efficacy of antibiotic prophylaxis regarding the Foley catheter removal in patients who 

underwent radical prostatectomy. 

In addition, studies were included only if they reported any of the clinical outcomes of interest.

We excluded studies with patients not submitted to radical prostatectomy; and patients submitted to radical prostatectomy 
with a cystostomy catheter instead of a urethral catheter.

Endpoints and subgroup analysis

The primary endpoint assessed was the risk of urinary infection after indwelling urinary catheter removal after radical 
prostatectomy. Secondarily, we analyzed the presence or absence of bacteriuria in these patients.

Screening

After deduplication using Endnote online™ 207, a reference management software from Clarivate, Philadelphia, United 
States of America, two independent researchers (LS and BP) screened the studies by title and abstract, and disagreements 
were solved by a third one (JA). Following this process, full text screening was performed.

Data extraction and quality assessment

Two authors (LS and BP) independently extracted the data based on a predefined protocol and disagreements were 
solved by a third (JA). Our primary outcome, risk of urinary infection, was extracted from all studies here included8–10, 
while the bacteriuria rate could only be assessed in Fang et al.8 and Berrondo et al.9 trials.

Risk of bias was assessed in randomized studies using version 2 of the Cochrane Risk of Bias assessment tool (RoB 2)11. 
The non-randomized study was assessed with the Risk of Bias in Non-randomized Studies – of Interventions tool 
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(ROBINS-I)12. Two independent authors completed the risk of bias assessment (LS and BP). Disagreements were resolved 
through a consensus after discussing reasons for discrepancy. 

Statistical analysis

Dichotomous data are presented as odds ratio (OR) with 95% confidence interval (95%CI) in an attempt to a better risk 
comprehension. Pooled estimates were calculated with the random-effects model, considering that the patients came from different 
populations. Review Manager 5.413 (Cochrane Center, The Cochrane Collaboration, Denmark) was used for statistical analysis.

Results
Study selection and characteristics

Our search retrieved 170 articles, of which three were included (Fig. 1). Table 1 describes the baseline characteristics of 
included studies, which were Fang et al.8, Berrondo et al.9, and Pinochet et al.10.

Regarding the design of the included studies, two of them were RCTs, while one was a non-RCT. We included a total of 
1,040 patients, 424 of antibiotic prophylaxis, and 616 of the control group. In the Berrondo et al.9 trial, the mean age of all 
patients was 62.7 years old, with a prostate specific antigen (PSA) mean of 9.4 ng/dL. The therapeutic scheme was based on 
oral ciprofloxacin, 500 mg, twice daily, for one day. The patients of Fang et al.’s8 study presented the mean age of 65.5 years old 
and the average PSA of 1.7 ng/dL. The therapeutic group received oral ciprofloxacin, 500 mg, once daily, for seven days. 
Finally, Pinochet et al.10 trial involved a series of patients with the average age of 60 years old. The PSA levels were not 
informed. Also, oral ciprofloxacin, 500 mg, twice daily, for three days, was offered for therapeutic group.

Identification of studies via database and registers

Records identified
PubMed (n=52)
LILACS (n=51)

ISI/Web of Ccience (n=67)

Record screened
(n-78)

Reports assessed by abstract
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LILACS: Latin American and Caribbean Health Sciences Literature. Source: elaborated by the authors.

Figure 1 – Preferred reporting Items for Systematic Reviews and Meta-Analysis diagram with the results found in the research.
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Table 1 – Baseline characteristics of the included studies#.

Study Type of 
study

Patients 
enrolled 

(N), 
antibiotic/

control

Mean age 
(years), 

antibiotic/
control

Mean BMI 
(Kg/m2), 

antibiotic/
control

Mean PSA 
(ng/dL), 

antibiotic/
control

UTI (N), 
antibiotic/

control

Positive 
urine 

culture (N), 
antibiotic/

control

Antibiotic 
used and 

dose

Catheter 
duration 

(days), 
antibiotic/

control

Postoperative 
complications 

(Clavien-Dindo), 
antibiotic/

control

UTI definition

Fang 
et al.8

Randomized 
prospective 

trial
80/80

65* ± 
NS/66* ± 

NS
NS/NS

1.64* ± 
NS/1.76* 

± NS
3/2 7/9

Oral 
ciprofloxacin, 
500 mg, once 

daily, for 
seven days

8* ± 3.5/9* 
± 2.7

3 patients grade I 
(3.75%), 2 grade 

III (2.5%)/3 
patients grade I 

(3.8%), 2 grade III 
(1.3%)

Fever associated 
with urinary 

symptoms

Berrondo 
et al.9

Randomized 
prospective 

trial
83/84

62.49 ± 
6.86/62.98 

± 6.82

28.95 ± 
5.06/29.41 

± 5.30

11.03 ± 
23.31/7.77 

± 5.36
3/5 26/56

Oral 
ciprofloxacin, 
500 mg, twice 
daily, for one 

day

9.82 ± 
1.77/10.08 ± 

1.81

8 patients grade I 
(9.6%)/12 patients 

grade I (14.3%)

Positive urine 
culture with at 

least one organism 
exceeding 100,000 
CFU/mL, coupled 

with the presence of 
at least one symptom 
or sign compatible 

with UTI

Pinochet 
et al.10

Non-
randomized 
retrospective 

trial

261/452
60* ± 

NS/60* ± 
NS

28* ± 
NS/27* ± 

NS
NS/NS 8/33 NS/NS

Oral 
ciprofloxacin, 
500 mg, twice 

daily, for 
three days

11 ± NS/7 
± NS

52 patients grade I 
(20%), 16 grade II 
(6%), 32 grade III 
(12%), 1 grade V 

(0.4%)/91 patients 
grade I (20%), 34 
grade II (8%), 61 
grade III (13%)

Patients with 
lower urinary 

tract symptoms 
suggestive of UTI 

(e.g., burning 
sensation, increased 

frequency, and 
urgency)

#The continuous variables were represented by mean ± standard deviation; BMI: body mass index; UTI: urinary tract infection; PSA: prostate specific 
antigen; NS: non specified; *median. Source: elaborated by the authors.

Meta-analysis

No difference was found when assessing bacteriuria (OR = 0.39; 95%CI 0.12–1.24; p = 0.11; I2 = 73%) (Fig. 2). The data of urine 
culture was available only for 41 patients (5.75%) in the Pinochet et al.10 trial, so this study was not included in this statistical analysis.

In terms of UTI, the group who received antibiotic prophylaxis showed superiority over control group (OR = 0.51; 
95%CI 0.27–0.98; p = 0.04; I2 = 0%) (Fig. 3).

95%CI: 95% confidence interval. Source: elaborated by the authors.

Figure 2 – No difference was found regarding the bacteriuria between the patients.

Study or 
Subgroup

Antibiotic Control Odds Ratio
Events Total Events Total Weight M-H, Random,95% CI

Berrondo 26 83 56 84 56.0% 0.23 [0.12, 0.44]
Fang, 2014 7 80 9 80 44.0% 0.76 [0.27, 2.14]

Total (95% CI) 163 164 100.0% 0.39 [0.12, 1.24]
Total events 33 65
Heterogeneity: Tau2 = 0.52; Chi2 = 3.67, df = 1 (P = 0.06); I2 = 73%
Test for overall effect Z = 1.60 (P = 0.11)

Odds Ratio
M-H, Random,95% CI

0.001 0.1 1 10 100
Favors [prophylabc a/b] Favors [control]

Study or 
Subgroup

Antibiotic Control Odds Ratio
Events Total Events Total Weight M-H, Random,95% CI

Berrondo, 2019 3 83 5 84 19.6% 0.59 [0.14, 2.56]
Fang, 2014 3 80 2 80 12.7% 1.52 [0.25, 9.35]
Pinochet, 2010 8 261 33 452 67.7% 0.40 [0.18, 0.88]

Total (95% CI) 424 616 100.0% 0.51 [0.27, 0.98]
Total events 33 65
Heterogeneity: Tau2 = 0.00; Chi2 = 1.78, df = 2 (P = 0.41); I2 = 0%
Test for overall effect: Z = 2.02 (P = 0.04)

Odds Ratio
M-H, Random,95% CI

0.001 0.1 1 10 100
Favors [prophylabc a/b] Favors [control]

 95%CI: 95% confidence interval. Source: elaborated by the authors.

Figure 3 – Superiority of antibiotic prophylaxis group over control group in terms of urinary tract infections development.
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Quality assessment

Berrondo et al.9 and Fang et al.8 trials were assessed by Rob-2 tool, and both presented a moderate risk of bias 
(Fig. 4a). On the other hand, the ROBINS-I score was used in the Pinochet et al.10’s study, which showed an overall 
serious risk of bias (Fig. 4b). It was due to missing data regarding the urinary culture and a possible bias observed in 
measurement of outcomes.

+  low risk bias; !  some concerns; -  high risk of bias; +  low risk bias; ?  moderate risk of bias; X  high risk of bias; RCT: randomized trials; RoB 2: 
Cochrane Risk of Bias assessment tool; ROBINS-I: Risk of Bias in Non-randomized Studies – of Interventions tool. Source: elaborated by the authors.

Figure 4 – Risk of Bias assessment. (a) Risk of bias RoB 2 tool of the included RCT studies. (b) Risk of bias ROBINS-I of 
the included non-RCT study. 
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Discussion

According to the guidelines established by the Japanese Urology Association14, the use of prophylactic antibiotic is 
recommended for a 24-hour duration in clean surgeries, which are performed in sterile tissues or tissues that can be 
decontaminated, in the absence of local infectious and inflammatory processes or major technical failures. In cases of 
clean-contaminated surgeries, the recommended prophylaxis duration extends to 48 to 72 hours. For surgeries classified as 
non-clean, particularly those involving proximity to intestinal loops, the guideline suggests antibiotic use for approximately 
72 to 96 hours. Notably, these recommendations contrast with those provided by the American Urological Association4 and 
the European Association of Urology5. However, there is a growing consensus to reconcile these differing guidelines 
and implement a single-dose protocol for urological surgeries. This dilemma serves as a focal point for our investigation.

Considering the scope of our meta-analysis, which encompasses three pivotal studies (Table 1), we observed that the 
group receiving antibiotic prophylaxis experienced fewer UTI events in comparison to the control group. Remarkably, there 
were no significant differences in bacteriuria incidence among the patients included in these studies. 

The decreased rate of UTIs observed in the intervention group can be attributed to the early initiation of antibiotic 
prophylaxis, as illustrated in Fig. 3. Notably, it is essential to highlight variations in the timing of antibiotic administration 
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among the studies. Specifically, Pinochet et al.10 administered antibiotics a day before catheter removal, while Fang et al.8 
and Berrondo et al.9 initiated antibiotic therapy on the day of catheter removal.

Regarding the assessment of bacteriuria (as depicted in Fig. 2), our meta-analysis focused exclusively on the trials 
conducted by Fang et al.8 and Berrondo et al.9. This selection was made due to a significant methodological difference in 
the Pinochet et al.10’s study, once urine culture was performed solely for patients with prior suspicion of UTIs. This selective 
approach invalidates its inclusion in the comparative analysis of bacteriuria rates. It’s important to highlight the significant 
heterogeneity observed in this parameter, with an I2 value of 73%. Nevertheless, caution must be exercised when interpreting 
this information due to the limited number of articles, which reduces the reliability of this parameter. Additionally, the 
choice of a random-effects model was warranted given the diverse nature of the populations under assessment.

The Clavien-Dindo classification system15 was employed to evaluate the postoperative complications across the included 
studies. In Berrondo et al.9 cohort, the intervention group exhibited eight patients classified as grade I (9.6%), while the 
control group had 12 patients with the same grade I (14.3%). In Fang et al.8 cohort, the intervention group had three 
patients categorized as grade I (3.75%) and two as grade III (2.5%), whereas the control group had three patients classified 
as grade I (3.8%) and two as grade III (1.3%). Lastly, Pinochet et al.10 cohort displayed notable variations in complication 
grading. In the intervention branch, there were 52 patients with grade I complications (20%), 16 with grade II (6%), 32 with 
grade III (12%), and one with grade V (0.4%). There was no data about grade IV complications in any of included studies. 
Conversely, in the control group, there were 91 patients with grade I complications (20%), 34 with grade II (8%), and 61 with 
grade III (13%). These differences in complication grading among the studies can likely be attributed to the diverse patient 
populations within each study. Notably, the studies encompassed patients at different stages of prostate cancer, indicating 
varying disease severity and surgical complexities. 

In general, the diagnosis of UTI depends on the presence of genitourinary symptoms such as dysuria, suprapubic pain, 
hematuria, and a marked increase in urgency or frequency, often coupled with a confirmed positive urine culture16–18. 
However, it’s important to know that consensus on UTI diagnosis can vary considerably based on factors such as patient 
age, institutionalization status, and the presence of indwelling urinary catheters16. 

This lack of a gold standard definition for UTI has contributed to a situation in which there is a prevalent tendency to 
overprescribe antibiotics in cases in which UTI is suspected. The overuse of antibiotics has far-reaching consequences, with 
the development of multidrug-resistant pathogens being one of the most pressing concerns. Our study reflects this complex 
reality by highlighting the varying definitions employed by different researchers. For instance, Berrondo et al.9 adopted the 
symptomatic UTI definition proposed by the Centers for Disease Control, which encompasses a positive urine culture with 
at least one organism exceeding 100,000 CFU/mL, coupled with the presence of at least one symptom or sign compatible 
with UTI, such as dysuria, urinary frequency, urinary retention, fever, suprapubic or abdominal pain, or hematuria19. 
Fang et al.8, on the other hand, defined UTI patients as those presenting with fever associated with urinary symptoms, while 
bacteriuria was defined as a urine culture yielding at least 105 CFU/mL. Pinochet et al.10’s trial distinguished patients with 
lower urinary tract symptoms suggestive of UTI (e.g., burning sensation, increased frequency, and urgency) from those 
presenting with fever, hematuria, or abdominal pain. 

The effectiveness of antibiotic prophylaxis has been a subject of investigation in various studies. Bootsma et al.20 conducted 
a comprehensive systematic review in 2008, focusing on antibiotic prophylaxis in various urologic procedures. Their findings 
revealed a moderate to high level of evidence supporting the use of antibiotic prophylaxis in specific urologic interventions, 
such as transurethral resection of the prostate, prostate biopsy, ureterorenoscopy, and percutaneous nephrolithotomy. 
In contrast, this prophylaxis measure was not recommended for other urological procedures, including cystoscopy, urodynamic 
investigation, transurethral resection of bladder tumor, and extracorporeal shock-wave lithotripsy. The rationale behind 
this distinction was the lack of well-executed studies investigating the true necessity of antibiotic prophylaxis for these 
procedures. These insights suggest that antibiotic prophylaxis is well-founded in certain surgical contexts while remaining 
a subject of ongoing study and evaluation in others.
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Moreover, the study conducted by Shin et al.21 assessed the antibiotic prophylaxis following RP, specifically comparing 
the incidence of perioperative infections. This trial involved two distinct patient groups (153/160 patients), with the first 
group receiving second-generation cephalosporins for less than two days, while the second group received the same drug 
for more than two days. The results were promising as they demonstrated a significantly higher incidence of postoperative 
urinary tract infection in the first group (56.9%) compared to the second group (0.6%), which received extended antimicrobial 
prophylaxis. This finding raises another critical question for future studies: determining the optimal duration of prophylaxis 
that patients should undergo, a factor that could significantly influence infection outcomes.

Furthermore, the support for antibiotic prophylaxis finds reinforcement in a multicenter study conducted by Togo et al.22. 
This extensive study encompassed 4,677 patients who underwent various urological surgeries and received antimicrobial 
prophylaxis. The results reported in this study were notably encouraging, as they demonstrated the effectiveness and practicality 
of a single-dose antibiotic prophylaxis regimen in preventing perioperative infections in the context of urological surgery.

It is noteworthy that the establishment of guidelines for antimicrobial prophylaxis during indwelling urinary catheter removal 
remains a complex and evolving challenge, as elucidated in the previous discussion3–5,14. Besides, a significant proportion of research 
studies primarily focuses on prophylaxis administration during the anesthetic induction phase. In contemporary literature, a 
discernible shift towards supporting prophylaxis emerges, particularly for select patient groups; however, the precise criteria 
for this selection are still evolving. These targeted prophylaxis recommendations likely pertain to high-risk patient cohorts, 
which may include individuals of advanced age, those with substantial comorbidities, or those with long-term catheterization 
history23–26. The strategic restriction of prophylaxis to these specific populations aims to curb the potential emergence of multi-
drug resistant uropathogens, a concerning consequence linked to the indiscriminate use of antibiotics. This not only compromises 
patient outcomes, exposing them to side effects and financial burdens, but also poses a grave threat to public health by limiting 
our antibiotic arsenal, underscoring the critical importance of addressing antibiotic overprescription.

Our study presents some limitations that warrant consideration. Firstly, the scarcity of literature on this specific topic has resulted 
in a relatively small sample size, which in turn has constrained the depth and robustness of our analysis, potentially restricting the 
generalizability of our findings. Secondly, associated with the paucity of existing literature on this topic, the three studies included 
exhibited variations in study design, ranging from RCTs to non-RCT. This diversity, to some extent, may limit the generalizability of the 
meta-analysis results. Thirdly, the diagnostic criteria for UTI varied slightly among the included studies, making direct comparisons 
challenging, introducing some uncertainty into our analysis, and demonstrating the pivotal need for creating standardized criteria 
for UTI in studies on the subject. Fourthly, we did not account for local antimicrobial resistance patterns, which can significantly 
impact the infection rates. This omission is important, as it could have influenced the observed outcomes. 

The research conducted has some important questions unanswered. One notable issue concerns the formal analysis of 
complication between the intervention and control group. Additionally, we were unable to definitively determine whether 
patients treated empirically for UTIs actually had UTIs as the cause of their symptoms. This uncertainty underscores the 
need for further investigation to comprehensively assess the implications of antibiotic prophylaxis in patients after RP, 
particularly in preventing the clinical manifestation of UTIs.

Considering the slight superiority of antibiotic prophylaxis observed in our study, we believe that further research 
in this field is essential to provide stronger evidence in favor of one technique over the other, or even to determine if 
these techniques yield similar results. This meta-analysis represents the first attempt to compare the efficacy of antibiotic 
prophylaxis following RP, and, with additional studies, we may obtain more robust evidence that could potentially lead to 
updates in clinical guidelines.

Conclusion

Considering our thorough examination of the literature and the meticulous meta-analysis conducted to evaluate the 
potential advantages of administering antibiotic prophylaxis upon catheter removal following radical prostatectomy, a clear 
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trend emerges. Our analysis indicates a distinct advantage in favor of the prophylactic antibiotic group when it comes to 
UTI prevention. It’s noteworthy that, while the data did not reveal a statistically significant difference in the presence of 
bacteriuria, the overall trend leans towards favoring prophylactic antibiotics.

Conflict of interest

Nothing to declare.

Author’s contributions

Substantive scientific and intellectual contributions to the study: Santos LL, Fraga IA and Porto BC; Acquisition of 
data: Santos LL, Fraga IA and Porto BC; Analysis and interpretation of data: Almeida VA, Santos AHR, Porto BC and 
Passerotti CC; Technical procedures: Almeida IM, Almeida VA, Santos AHR and Porto BC; Statistics analysis: Almeida IM, 
Nascimento TR, Porto BC and Cruz JAS; Manuscript preparation: Nascimento TR, Porto BC and Cruz JAS; Manuscript 
writing: Santos LL and Porto BC; Critical revision: Artifon ELA, Otoch JP, and Cruz JAS.

About the authors

Santos LL, Fraga IA, Almeida VA, Santos AHR, Almeida IM, Nascimento TR and Porto BC are medicine students. 

Passerotti CC, Artifon ELA, Otoch JP and Cruz JAS are MDs, PhDs.

Data availability statement

Available upon request.

Funding

Not applicable.

Acknowledgements

Not applicable.

References

1.	 Ehdaie B, Jibara G, Sjoberg DD, Laudone V, Eastham J, Touijer K, Scardino P, Donahue T, Goh A, Vickers A. The 
Duration of Antibiotics Prophylaxis at the Time of Catheter Removal after Radical Prostatectomy: Clinically 
Integrated, Cluster, Randomized Trial. J Urol. 2021;206(3):662–8. https://doi.org/10.1097/ju.0000000000001845

2.	 Grabe M. Controversies in antibiotic prophylaxis in urology. Int J Antimicrob Agents. 2004;23(Suppl.1):S17–23. 
https://doi.org/10.1016/j.ijantimicag.2003.09.005

3.	 Nicolle LE, Bradley S, Colgan R, Rice JC, Schaeffer A, Hooton TM, Infectious Diseases Society of America, 
American Society of Nephrology, American Geriatric Society. Infectious Diseases Society of America guidelines for 
the diagnosis and treatment of asymptomatic bacteriuria in adults. Clin Infect Dis. 2005;40(5):643–54. https://doi.
org/10.1086/427507

https://doi.org/10.1097/ju.0000000000001845
https://doi.org/10.1016/j.ijantimicag.2003.09.005
https://doi.org/10.1086/427507
https://doi.org/10.1086/427507


9Acta Cir Bras. V39 . e390424 . 2024

Santos LL et al.

4.	 Wolf JS, Jr., Bennett CJ, Dmochowski RR, Hollenbeck BK, Pearle MS, Schaeffer AJ, Urologic Surgery Antimicrobial 
Prophylaxis Best Practice Policy Panel. Best practice policy statement on urologic surgery antimicrobial prophylaxis. 
J Urol. 2008;179(4):1379–90. https://doi.org/10.1016/j.juro.2008.01.068

5.	 Bonkat G, Cai T, Galeone C, Koves B, Bruyere F. Adherence to European Association of Urology Guidelines and State 
of the Art of Glycosaminoglycan Therapy for the Management of Urinary Tract Infections: A Narrative Review and 
Expert Meeting Report. Eur Urol Open Sci. 2022;44:37–45. https://doi.org/10.1016/j.euros.2022.07.009

6.	 Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, Shamseer L, Tetzlaff JM, Akl EA, Brennan 
SE, Chou R, Glanville J, Grimshaw JM, Hróbjartsson A, Lalu MM, Li T, Loder EW, MAyo-Wilson E, McDonald S, 
McGuiness LA, Stewart LA, Thomas J, Tricco AC, Welch VA, Whiting P, Moher D. The PRISMA 2020 statement: An 
updated guideline for reporting systematic reviews. PLoS Med. 2021;18(3):e1003583. https://doi.org/10.1371/journal.
pmed.1003583

7.	 Team TE. EndNote. Philadelphia: Clarivate; 2013.

8.	 Fang Y-Q Li T-C, Si T-J, Pang J, Gao X. Antibiotic prophylaxis at time of catheter removal following laparoscopic 
radical prostatectomy: a prospective randomized study. Acta Medica Mediterranea. 2014;30:161–5. 

9.	 Berrondo C, Feng C, Kukreja JB, Messing EM, Joseph JV. Antibiotic prophylaxis at the time of catheter removal after 
radical prostatectomy: A prospective randomized clinical trial. Urol Oncol. 2019;37(3):181.e7-181.e14. https://doi.
org/10.1016/j.urolonc.2018.10.029

10.	 Pinochet R, Nogueira L, Cronin AM, Katz D, Rabbani F, Guillonneau B, Touijer K. Role of short-term antibiotic 
therapy at the moment of catheter removal after laparoscopic radical prostatectomy. Urol Int. 2010;85(4):415–20. 
https://doi.org/10.1159/000321094

11.	 Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, Cates CJ, Cheng H-Y, Corbett MS, Eldridge 
SM, Emberson JR, Hernán MA, Hopewell S, Hróbjartsson A, Junqueira DR, Jüni P, Kirkham JJ, Lasserson T, Li T, 
McAleenan A, Reeves BC, Shepperd S, Shrier I, Stewart LA, Tilling K, White IR, Whiting PF, Higgins JPT. RoB 2: a 
revised tool for assessing risk of bias in randomised trials. Bmj. 2019;366:I4898. https://doi.org/10.1136/bmj.l4898

12.	 Sterne JA, Hernán MA, Reeves BC, SavoviÄ J, Berkman ND, Viswanathan M, Henry D, Altman DG, Ansari MT, 
Boutron I, Carpenter JR, Chan A-W, Churchill R, Deeks JJ, Hróbjartsson A, Kirkham J, Jüni P, Loke YK, Pigott TD, 
Ramsay CR, Regidor D, Rothstein HR, Sandhu L, Santaguida PL, Schünemann H, Shea B, Shrier I, Tugwell P, Turner 
L, Valentine JC, Waddington H, Waters E, Wells GA, Whiting PF, Higgins JPT. ROBINS-I: a tool for assessing risk of 
bias in non-randomised studies of interventions. Bmj. 2016;355:I4919. https://doi.org/10.1136/bmj.i4919

13.	 Review Manager RevMan. Volume 5.4. The Cochrane Collaboration; 2020.

14.	 Matsumoto T, Kiyota H, Matsukawa M, Yasuda M, Arakawa S, Monden K, Japanese Society of UTI Cooperative Study 
Group. Japanese guidelines for prevention of perioperative infections in urological field. Int J Urol. 2007;14(10):890–
909. https://doi.org/10.1111/j.1442-2042.2007.01869.x

15.	 Clavien PA, Barkun J, de Oliveira ML, Vauthey JN, Dindo D, Schulick RD, Santibañes E, Pakolj J, Slankamenac K, 
Bassi C, Graf R, Vonlanthen R, Padbury R, Cameron JL, Makuuchi M. The Clavien-Dindo classification of surgical 
complications: five-year experience. Ann Surg. 2009;250(2):187–96. https://doi.org/10.1097/sla.0b013e3181b13ca2

16.	 Rowe TA, Juthani-Mehta M. Diagnosis and management of urinary tract infection in older adults. Infect Dis Clin 
North Am. 2014;28(1):75–89. https://doi.org/10.1016/j.idc.2013.10.004

17.	 Schmiemann G, Kniehl E, Gebhardt K, Matejczyk MM, Hummers-Pradier E. The diagnosis of urinary tract infection: 
a systematic review. Dtsch Arztebl Int. 2010;107(21):361–7. https://doi.org/10.3238/arztebl.2010.0361

18.	 Wojno KJ, Baunoch D, Luke N, Opel M, Korman H, Kelly C, Jafri MA, Keating P, Hazelton D, Hindu S, Makhloouf 
B, Wenzler D, Sabry M, Burks F, Penaranda M, Smith DE, Korman A, Sirls L. Multiplex PCR Based Urinary Tract 
Infection (UTI) Analysis Compared to Traditional Urine Culture in Identifying Significant Pathogens in Symptomatic 
Patients. Urology. 2020;136:119–26. https://doi.org/10.1016/j.urology.2019.10.018

19.	 Garner JS, Jarvis WR, Emori TG, Horan TC, Hughes JM. CDC definitions for nosocomial infections, 1988. Am J 
Infect Control. 1988;16(3):128–40. https://doi.org/10.1016/0196-6553(88)90053-3

https://doi.org/10.1016/j.juro.2008.01.068
https://doi.org/10.1016/j.euros.2022.07.009
https://doi.org/10.1371/journal.pmed.1003583
https://doi.org/10.1371/journal.pmed.1003583
https://doi.org/10.1016/j.urolonc.2018.10.029
https://doi.org/10.1016/j.urolonc.2018.10.029
https://doi.org/10.1159/000321094
https://doi.org/10.1136/bmj.l4898
https://doi.org/10.1136/bmj.i4919
https://doi.org/10.1111/j.1442-2042.2007.01869.x
https://doi.org/10.1097/sla.0b013e3181b13ca2
https://doi.org/10.1016/j.idc.2013.10.004
https://doi.org/10.3238/arztebl.2010.0361
https://doi.org/10.1016/j.urology.2019.10.018
https://doi.org/10.1016/0196-6553(88)90053-3


10 Acta Cir Bras. V39 . e390424 . 2024

Antibiotics prophylaxis at the time of catheter removal after radical prostatectomy: a systematic review of the literature and 
meta-analysis

20.	 Bootsma AM, Laguna Pes MP, Geerlings SE, Goossens A. Antibiotic prophylaxis in urologic procedures: a systematic 
review. Eur Urol. 2008;54(6):1270–86. https://doi.org/10.1016/j.eururo.2008.03.033

21.	 Shin B, Chung HS, Hwang EC, Jung SI, Kwon DD. Antibiotic Prophylaxis in Radical Prostatectomy: Comparison of 2-Day 
and More than 2-Day Prophylaxis. J Korean Med Sci. 2017;32(6):1009–15. https://doi.org/10.3346/jkms.2017.32.6.1009

22.	 Togo Y, Tanaka S, Kanematsu A, Ogawa O, Miyazato M, Saito H, Arai Y, Hoshi A, Terachi T, Fukui K, Kinoshita H, 
Matsuda T, Yamashita M, Kakehi Y, Tsuchihashi K, Sasaki M, Ishitoya S, Onishi H, Takahashi A, Ogura K, Mishina M, 
Okuno H, Oida T, Horii Y, Hamada A, Okasyo K, Okumura K, Iwamura H, Nishimura K, Manabe Y, Hashimura T, 
Horikoshi M, Mishima T, Okada T, Sumiyoshi T, Kawakita M, Kanamaru S, Ito N, Aoki D, Kawaguchi R, Yamada Y, 
Kokura K, Nagai J, Kondoh N, Kajio K, Yoshimoto T, Yamamoto S. Antimicrobial prophylaxis to prevent perioperative 
infection in urological surgery: a multicenter study. J Infect Chemother. 2013;19(6):1093–101. https://doi.org/10.1007/
s10156-013-0631-8

23.	 Maffucci F, Chang C, Simhan J, Cohn JA. Is There Any Benefit to the Use of Antibiotics with Indwelling Catheters 
after Urologic Surgery in Adults. Antibiotics (Basel). 2023;12(1):156. https://doi.org/10.3390%2Fantibiotics12010156

24.	 Liu L, Jian Z, Li H, Wang K. Antibiotic prophylaxis after extraction of urinary catheter prevents urinary tract 
infections: A systematic review and meta-analysis. Am J Infect Control. 2021;49(2):247–54. https://doi.org/10.1016/j.
ajic.2020.07.034

25.	 Johansen TE, Cek M, Naber KG, Stratchounski L, Svendsen MV, Tenke P, PEP and PEAP-study investigators, Board 
of the European Society of Infections in Urology. Hospital acquired urinary tract infections in urology departments: 
pathogens, susceptibility and use of antibiotics. Data from the PEP and PEAP-studies. Int J Antimicrob Agents. 
2006;28(Suppl.1):S91–107. https://doi.org/10.1016/j.ijantimicag.2006.05.005

26.	 Marschall J, Carpenter CR, Fowler S, Trautner BW, CDC Prevention Epicenters Program. Antibiotic prophylaxis for urinary 
tract infections after removal of urinary catheter: meta-analysis. Bmj. 2013;346:f3147. https://doi.org/10.1136/bmj.f3147

https://doi.org/10.1016/j.eururo.2008.03.033
https://doi.org/10.3346/jkms.2017.32.6.1009
https://doi.org/10.1007/s10156-013-0631-8
https://doi.org/10.1007/s10156-013-0631-8
https://doi.org/10.3390%2Fantibiotics12010156
https://doi.org/10.1016/j.ajic.2020.07.034
https://doi.org/10.1016/j.ajic.2020.07.034
https://doi.org/10.1016/j.ijantimicag.2006.05.005
https://doi.org/10.1136/bmj.f3147

