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These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items  
on this list or their individual situation should consult their physician. 

Five Things Physicians  
and Patients Should Question

Released January 4, 2022

Do not perform diagnostic imaging to establish the diagnosis of 
cryptorchidism.
Referring providers should not perform or order ultrasound (US) or other imaging modalities in the evaluation of boys with cryptorchidism prior to  
referral as these studies rarely assist in decision making. This is a standard in the American Urological Association (AUA) Guideline statements with  
Grade B strength of evidence, based on strong observational studies. More than 70% of cryptorchid testes are palpable on examination by an experienced  
provider. Ultrasound has a sensitivity of 45% and specificity of 78% for localization of a nonpalpable undescended testis. CT imaging is usually avoided 
due to the risks of ionizing radiation. MRI has greater sensitivity and specificity compared to ultrasound but is deferred by higher costs and the possible  
need for anesthesia. As there is no test that is sufficiently accurate, safe, and accessible to confirm testicular absence, a surgical exploration such as 
diagnostic laparoscopy or open exploration is the gold standard for both diagnostic and therapeutic purposes for non-palpable testes.

Do not screen for urinary tract infection in asymptomatic patients who 
perform clean intermittent catheterization.
Guidance has been published by the American Urological Association (AUA), European Association of Urology (EAU), and the Infectious Diseases 
Society of America (IDSA) that discourage both the screening for and treatment of asymptomatic bacteriuria (ASB) in non-pregnant patients, including 
children. Children who perform clean intermittent catheterization may have urinary tract colonization of bacteria sometimes considered to be pathogenic.  
Typical symptoms of UTI include fever, chills, and/or pain (dysuria, abdominal, flank, suprapubic). Urinary consistency changes, such as cloudy urine, 
odor, or sediment are commonly described, but when in isolation, can be normal based on hydration and emptying. Atypical symptoms of UTI can 
include malaise, lethargy, and anorexia. 

In children with neurological abnormalities, such as those with neurogenic bladder, UTIs may present with atypical symptoms; however, these symptoms  
should also prompt providers to assess for constipation and other systemic pathologies.

Low-grade fever and pyuria in the absence of any other UTI symptoms does not necessarily indicate urinary infection, so clinicians must carefully exclude 
other sources of fever. A multitude of studies have concluded that the treatment of ASB contributes to the widespread problem of resistant bacterial strains.

Do not perform newborn clamp circumcision in boys with anatomic penile 
anomalies including hypospadias, chordee, penile torsion, or penoscrotal 
webbing without first consulting with a urologist. 
In 2012, the American Academy of Pediatrics Task Force on Circumcision listed hypospadias, congenital chordee, and deficient shaft skin (penoscrotal 
fusion/webbing or buried penis) as contraindications to newborn circumcision. For patients with hypospadias, preservation of the prepuce is important 
for use in future reconstruction. Additionally, abnormal urethral anatomy may predispose to urethral injury during clamp circumcision. As such, best 
practice dictates consulting a urologist to help assess these anatomic penile anomalies prior to initiation of circumcision.

Newborns with a circumferentially normal foreskin may undergo completion of clamp circumcision without concern for concealed hypospadias. 
In this situation, if a hypospadias is present, it is usually on the glans of the penis, and clamp circumcision should not increase the risk for future 
complications if hypospadias repair is needed. 
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Do not perform a bagged urine specimen for urine culture to confirm 
urinary tract infection in a non-potty-trained child.
Prospective studies on the use of a bag applied to the perineum for urine collection have shown a high incidence of false-positive culture results, 
ranging from 85 – 99%. Bagged specimens, when collected appropriately, may be used for screening urinalysis as a first step when a urinary tract 
infection is suspected. If there are signs of infection, a properly collected urine culture should then be obtained. For children under 2 years of age,  
it is recommended to perform sterile-technique urethral catheterization. Alternatively, suprapubic bladder aspiration has been shown to have the 
highest sensitivity but requires skilled providers often with ultrasound guidance, so is often not practical. In older children with sphincteric control, 
mid-stream clean-catch collection is possible and reliable. AAP, American Academy of Family Physicians (AAFP), and European Association of Urology 
(EAU) guidelines each issue this recommendation with the support of quality A evidence. 

Do not treat urinary incontinence in a child with pharmacotherapy (e.g., 
anticholinergics), before first evaluating and treating constipation.
The association of lower urinary tract dysfunction and constipation is termed bladder-bowel dysfunction (BBD). From 25-30% of children with functional  
constipation have daytime urinary incontinence. Treatment of constipation alone can eliminate daytime urinary incontinence in many patients and also 
has been shown to reduce recurrent urinary tract infection. The clinical diagnosis of constipation can be made using the Rome IV criteria. Treatment 
strategies involve education, fecal disimpaction in many, prevention of re-accumulation with maintenance regimens and close follow-up. 

If a child is started on anti-cholinergic medications, the bowel regimen must be continued to obviate worsening constipation.  
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About the American Academy of Pediatrics Section on Urology 

The American Academy of Pediatrics 
is an organization of 66,000 primary 
care pediatricians, pediatric medical 
subspecialists and pediatric surgical 
specialists dedicated to the health, safety 
and well-being of infants, children, adolescents and young adults. The Section 
on Urology, founded in 1971, provides an educational forum for the discussion 
of problems and treatments related to pediatric urologic disease and strives to 
stimulate research in, and the teaching of, pediatric urology. 

For more information, visit www.aap.org. 
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How This List Was Created
The AAP Section on Urology (AAP SOU) Executive committee worked together to develop five items in the practice of Pediatric Urology of tests or 
procedures that  should not be done routinely. Approximately 11 members of this committee participated in the process. They submitted items from 
their practices and experiences of tests or procedures they found were commonly over-utilized. The committee then agreed on a final list of 5 based on 
incidence and importance of the condition.  Educational committee fellows then reviewed the appropriate guidelines and literature to provide references 
and support for each item. The AAP SOU Education committee reviewed the 5 listed items and provided further feedback then approved the list, 
descriptions, and references. The AAP Executive Committee granted final approval of the list.

The guidance in this list does not indicate an exclusive course of treatment or serve as a standard of medical care. Variations, taking into account 
individual circumstances, may be appropriate.
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