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on several crucial factors. Patients must be carefully selected
and well informed. There must be sufficient staff, especially
senior nursing staff, to care for the patients in a relaxed and
confident manner. Since no medical staff are appointed specific-
ally to the unit, staff from the various specialties concerned must
be readily available at all times. There must be sufficient flexi-
bility to allow delayed discharge or admission to a parent ward
whenever necessary. Communications with relatives, general
practitioners, and district nurses must be prompt and thorough.
Secretarial work must be painstaking, careful, and efficient.
The secretary assumes much responsibility, and the post
should be graded accordingly. When patients are managed as
inpatients, errors in organisation or communication can usually
be retrieved. With day care, there is no such latitude. It follows
that this is not a department in which stringent economies in
staffing should for a moment be accepted.

In conclusion, the facilities of the day-bed unit have been
beneficial to patients under the care of a wide range of special-
ties. Over the seven years day care has come to play an increas-
ingly large and important part in the service that this hospital
offers to the community.

We thank the many nursing, medical, and secretarial colleagues
who have assisted with the preparation of this review. In particular,
we are very grateful to Sister E Gray of the day-bed unit for her
invaluable help in collecting the data.
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Clinical Topics

Recommended terminology- of urinary-tract infection

A REPORT BY THE MEMBERS OF THE MEDICAL RESEARCH COUNCIL BACTERIURIA
COMMITTEE*

British Medical3Journal, 1979, 2, 717-719

In 1975 the Medical Research Council's Systems Board
recommended that a bacteriuria committee be set up with the
following terms of reference: (1) to co-ordinate present research
on bacteriuria in the United Kingdom, (2) to consider what
further studies should be undertaken in the field and to make
recommendations to the systems board, and (3) to organise and
monitor studies approved by the board.
During its review of past and present work on bacteriuria the

committee recognised that many difficulties of interpretation
have arisen because different workers attached different
meanings to some of the relevant terms. The committee believed
that future work on urinary-tract infections (UTI) would
benefit and be better understood if agreement could be reached
on the meaning of these terms. In this paper the members of
the committee set out their recommendations.

*The membership of the Committee was as follows: Dr R Blowers (chairman),
Professor A W Asscher, Professor W Brumfitt, Professor J R T Colley,
Dr H M Saxton, Mr J E S Scott, Dr J B Selkon, Dr J M Smellie, Dr R H R
White (secretary).

This report was drafted by AWA, KRUF Institute of Renal Disease,
Royal Infirmary, Cardiff, to whom correspondence and requests for reprints
should be addressed.

Clinical and bacteriological definitions

Note-Terms marked ** are not recommended because the
members of the Committee consider that their use has led to
confusion.

URINARY-TRACT INFECTION (UTI)

The presence of micro-organisms in the urinary tract.

BACTERIURIA

The presence of bacteria in bladder urine. For epidemiological
purposes this may be detected by quantitative urine culture;
its presence is usually indicated by the finding of > 100 000
colony forming units (cfu) per ml of freshly voided urine and
any growth from urine obtained by suprapubic aspiration. In
infants the suprapubic aspiration needle may occasionally be
advanced into the rectum, resulting in a false-positive culture;
this can be recognised as the cause of a positive culture when
urine is aspirated on withdrawal rather than advancement of
the needle.

BLADDER BACTERIURIA

The presence of bacteria in urine obtained from the bladder
by catheter or by suprapubic aspiration.
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ASYMPTOMATIC SIGNIFICANT BACTERIURIA (ASB)**

Significant bacteriuria in the absence of symptoms requiring
medical consultation.

COVERT BACTERIURIA (CB)

Significant bacteriuria detected by the screening of apparently
healthy populations. The use of this term is preferred to ASB.

UPPER-TRACT BACTERIURIA

The presence of bacteria in urine collected from the renal
pelvis or ureter(s), or both. This may indicate renal infection,
but in the presence of vesicoureteric reflux the organisms may
derive from the bladder.

FREQUENCY AND DYSURIA SYNDROME (synonym: cystitis**)

A clinical syndrome often called cystitis (especially by lay
people) consisting of frequency and dysuria. Bladder bacteriuria
may or may not be present.

BACTERIAL CYSTITIS

A syndrome consisting of dysuria and frequency of micturition
by day and night. Bladder bacteriuria is present and is usually
associated with pyuria and sometimes haematuria.

ABACTERIAL CYSTITIS (synonym: urethral syndrome**)

A syndrome consisting of frequency and dysuria in the
absence of bladder bacteriuria. The use of the term urethral
syndrome is not recommended because there is no evidence of
urethral disease in most of the patients.

ACUTE BACTERIAL PYELONEPHRITIS

A syndrome consisting of loin pain, tenderness, and pyrexia
accompanied by bacteriuria, bacteraemia, pyuria, and sometimes
haematuria. The condition is associated with bacterial infection,
of the kidney.

CHRONIC PYELONEPHRITIS**

The terms chronic interstitial nephritis or chronic tubulo-
interstitial disease are preferred.

CHRONIC INTERSTITIAL NEPHRITIS
(synonym: chronic tubulointerstitial disease)

A chronic inflammatory disease affecting the renal interstitium
and tubules. The condition may lead to progressive shrinkage
of the kidney(s) due to interstitial fibrosis. Tubular dysfunction
is more pronounced than the reduction of glomerular filtration
suggests. The condition has many causes including bacterial
infection, excessive analgesic consumption, x-irradiation,
crystal-induced nephropathies, methicillin nephropathy, and
lead poisoning. These aetiological factors have been identified
but in many instances the cause is unknown. Bacterial infection
may prove to be a rare cause of chronic interstitial nephritis and
is characterised by the presence of inflammatory changes in the
renal pelvis. Interstitial disease produced by analgesics is often
associated with papillary damage.
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Radiological definitions

FOCAL REFLUX NEPHROPATHY (synonyms: coarse renal scarring
(chronic), atrophic pyelonephritis, chronic childhood pyelone-
phritis)

Focal scarring of the kidney(s), often predominantly polar in
localisation and usually with related calyceal (caliceal*) clubbing
or blunting. The scars vary from small fissures to large zones of
parenchymal atrophy: in unaffected regions there may be
compensatory hypertrophy. There is a strong association with
past or present vesicoureteric reflux and often also with
symptomless or symptomatic infections. The affected kidneys
are often smaller than normal, and they may cease to grow
during periods of infection or severe vesicoureteric reflux or
both.

GENERALISED REFLUX NEPHROPATHY

A condition associated with past or present vesicoureteric
reflux (most often grade 3). It is characterised by generalised
dilatation of the calyces and reduction of the renal parenchyma.

VESICOURETERIC REFLUX (VUR)

Reflux of urine from the bladder into the ureter due to
incompetence of the vesicoureteric valve mechanism. The
severity of the condition has been graded in several ways; the
use of three grades is recommended.

Grade I (mild)-Contrast medium flows into the ureter but
does not reach the kidney.

Grade II (moderate)-Contrast medium flows into the ureter
and reaches the kidney without distension of calyces or ureter.

Grade III (severe)-Contrast medium flows into the ureter,
reaches the kidney, and distends the calyces, ureter, or pelvis
or all three. (This grade may be subdivided depending on the
degree of dilatation.)
The severity of VUR is influenced by several factors which

include:
(a) the severity of the anatomical and functional derangement
at the vesicoureteric region: this tends to lessen with age,
and reflux may therefore disappear;
(b) the presence of bladder outlet obstruction or unstable
bladder contractions or both;
(c) the vigour and efficacy of ureteric contractions; and
(d) technical factors such as the rate of contrast infusion, the
volume of contrast used, and whether or not the examination
is performed under general anaesthesia (which is not
recommended).

INTRARENAL REFLUX

Backflow of contrast medium from the calyces into the
collecting tubules, which is occasionally seen in association
with severe VUR. It is commonest in the polar regions of the
kidney and is seldom seen in children after the age of 4 years.

Response to treatment

RESPONSE

Disappearance of bacteriuria after treatment.

*As the word calyx derives from chalice the correct spelling would appear
to be calix, though the spelling calyx is common.
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RELAPSE

Post-treatment recurrence of bacteriuria due to the same
organism as that originally isolated. Relapse of infection usually
occurs within six weeks of cessation of treatment.

PERSISTENT INFECTION

Bacteriuria persisting during and after treatment.

REINFECTION

Recurrence of bacteriuria after treatment due to an organism

different from that Qriginally isolated. Reinfection with the
same organism cannot be distinguished from relapse.

CRITERIA FOR CURE

In all treatment trials these should be carefully defined.
Urine specimens should be collected at specified times after
completion of treatment over a defined period (not usually less
than six weeks). If the follow-up specimens show no evidence
of infection or if reinfection is found the subject is considered
to have been cured of the original infection. If the post-treatment
specimens show a relapse or the bacteriuria persists treatment
may be deemed to have failed.

(Accepted 24 August 1979)

Committee on the Review of Medicines

Recommendations on barbiturate preparations

British Medical-Journal, 1979, 2, 719-720

In 1975 the Committee on the Review of Medicines began a
review for the Medicines Commission of the drugs that were
already on the market in 1971 when the current procedures for
licensing drugs came into effect. Two sets of recommendations
have been published in the British Medical J7ournal, in 1977
(1977, 2, 758) and 1978 (1978, 1, 1466); recommendations on
barbiturate preparations are printed below.

Review of barbiturate preparations

(1) The Committee on the Review of Medicines (CRM) has
considered the safety and efficacy of barbiturate preparations-
with the exception of phenobarbitone-when used as hypnotics,
sedatives, and anti-anxiety agents. Data-sheet guidelines (see
below) have been approved which are applicable to the oral use
of the following barbiturates and their salts: amylobarbitone,
pentobarbitone, butobarbitone, cyclobarbitone, and hepta-
barbitone. Phenobarbitone, and the use of oral and parenterally
administered barbiturates in anaesthesia (including pre-
medication) and epilepsy will be considered later.

(2) The Committee's recommendations were, in general,
determined by the known safety hazards of this group of
compounds-namely, the high dependency and addiction
potential even in "normal" clinical use; the hazards of con-
fusion, falls, and accidental overdosage in the elderly; the high
mortality after deliberate or unintentional overdose; and the
potential misuse of these drugs. In addition, they considered that
safer, efficacious alternative preparations were available in the
benzodiazepine group of compounds.

(3) The Committee gave particular consideration to three
aspects of barbiturate use-namely, acceptable indications,
addiction potential, and patients or individuals in whom it
was considered barbiturates should be contraindicated.

(a) Indications for use. The only indication to be recom-
mended by the CRM was for use in intractable insomnia.
They considered that on grounds of safety barbiturates
should not be indicated routinely for use as hypnotics or

prescribed for use as daytime sedatives or anti-anxiety agents.
Furthermore, the Committee considered that there was
insufficient evidence to establish an anxiolytic action of
barbiturates as distinct from the sedative effects. They also
considered that indications such as "tension, tension headache,
migraine, hypertension, premature ejaculation, neurasthenia,
hysteria, psychosis, and amnesia during childbirth" were
inappropriate on grounds of safety or safety and efficacy.

(b) Contradications. Under normal circumstances the
barbiturates named should not be used in the treatment of
the following patients: children and young adults; the
elderly and debilitated; women who are pregnant or breast-
feeding; and patients with a history of alcohol or drug
abuse.

(c) Warning on addiction potential. In view of the known
high addiction potential of barbiturates a warning as worded
in the data-sheet guidelines should be included under the
"further information" section. Particular attention was
drawn to the occurrence of dependence and addiction
symptoms in the elderly even when the drugs are used in
recommended dosage under medical supervision, and the
potentially fatal withdrawal symptoms which occur on
abrupt cessation of the drugs in all ages.
(4) The CRM also reviewed the 134 barbiturate combination

products currently marketed in the UK. On grounds of safety
the Committee had reason to think that they might have to
advise the licensing authority to revoke the licences for such
preparations. Licence holders have been so informed in
accordance with the statutory requirements of the Medicines
Act, and they have the opportunity of making oral or written
representation or both to the CRM before the licensing authority
can be advised to revoke the licenses.

(5) Particular concern was expressed about those preparations
containing two different barbiturate ingredients because of the
increased dependency and addiction potential and the parti-
cularly high risk of abuse of such preparations. Of the products
in this category, Tuinal was specially mentioned.

(6) In the case of combination products combining bar-
biturates and non-barbiturate components the reasons given by
CRM for taking this view included the following.

(i) Dependency and high addiction potential.
(ii) High mortality after overdosage of barbiturates.
(iii) The dosage may be determined by the non-barbiturate
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