
Four times as many baby boys have covert bacteriuria as
girls,3 and infections, whether causing symptoms or not,
should be thoroughly investigated because of the high pro-
portion of associated urological abnormalities, such as reflux,
stones, and obstruction.' Investigations include ultrasono-
graphy, followed in selective cases by urography and
cystography. Treatment of any infection will depend on the
urinary pathogen and any underlying structural abnormality.
Proteus species and other less common Gram negative bacilli
may be found more often in boys (especially in those who are
uncircumcised)5 and management will require close co-
operation between laboratory and doctor.

Urinary symptoms in men aged between 15 and 55 should
prompt a thorough search for their cause. Cystitis due to
Gram negative or Gram positive organisms is uncommon and
possibly related to the low rate of covert bacteriuria (0-5%),6
but dysuria and frequency with or without urethral discharge
may be caused by urethritis due to Neissenia gonorrhoea,
Chlamydia trachomatis, and possibly Mycoplasma hominis or
Ureaplasma urealyticum. Such patients should be managed in a
genitourinary clinic. Reports from the United States that
urinary infections are more common in homosexual than in
heterosexual men78 have not been confirmed in Britain.9 The
prevalence and incidence of urinary infections among patients
with AIDS are unknown.

Genitourinary tract infections apart, there remains a group
of patients with prostatitis with or without epididymitis
whose condition is difficult to define, diagnose, and manage.'0
The prevalence of prostatitis is unknown, and diagnosis by
the four glass method" is not widely practised. Culture of
prostatic secretions or semen may yield a positive diagnosis.
Most clinicians, however, rely for diagnosis on a combination
of symptoms (backache, fever, frequency, and dysuria),
prostatic tenderness, and positive results on culture of urine
(attempts to culture chlamydia should be made). Treatment is
aimed at achieving adequate antibacterial concentrations of
agents such as erythromycin, cotrimoxazole, or tetracycline
(rather than 3 lactam antibiotics). Treatment should continue
for at least two and probably four weeks. Patients who have
frequent relapses or in whom infection is difficult to clear may
be suffering from "chronic prostatitis" and will require longer
courses of antibiotics or, as a last resort, surgery.
Men with urinary tract infections due to conventional

pathogens should always be investigated as urological
abnormalities are likely to be present.'2 Recurrent infections,
unusual organisms, and early relapse also suggest structural
abnormalities of the urinary tract. Single doses or short
courses of antimicrobial drugs are probably wrong, and
treatment for two weeks is recommended. Patients with
sterile pyuria or haematuria also merit investigations to
exclude tuberculosis, malignancy, stones, and, when appro-
priate, schistosomiasis.
The prevalence of covert bacteriuria increases with age,

approaching one in four men over the age of 70'3 and is even
higher in institutionalised elderly patients."' Predisposing
factors include instrumentation of the urinary tract, prostatic
hypertrophy, the presence of urethral catheters, dementia,
and concurrent infections such as pneumonia. The presence
of infection has prompted studies of long term antimicrobial
prophylaxis,'4 which have concluded that routine treatment,
short term or long term, is not justified in patients with
asymptomatic bacteriuria. Treatment should be reserved for
patients with symptoms, including those with bacteraemia, or
before operations on the urinary tract.
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Desmopressin for enuresis

Useful in the short term

The main disappointment with all drugs for enuresis is that
many children do not benefit from them and those who do'
achieve only temporary dryness. Drugs thus take second
place to the more laborious treatments for enuresis, such as
enuresis alarms' and dry bed training,2 which are of proved
efficacy and commonly produce a long term cure. But for
short term treatment to prove to patients that they can be dry
or to allow them to visit a friend or go on holiday with
confidence desmopressin is worth considering.
Only a few drugs have been shown by controlled clinical

trials to be effective in enuresis.3 These include the tricyclic
antidepressants-for example, imipramine and amitriptyline
-and the antidiuretic desmopressin. The availability of
desmopressin in a convenient metered dose aerosol (for
intranasal application) calls for a reappraisal of its use in
treating bed wetting.
There are at least 24 published trials of desmopressin for

enuresis, and half of these were double blind and randomised
in design. They show that desmopressin is superior to placebo
in reducing the number of wet nights.47 When improvement
occurs it is within a few days after starting treatment.
Only a few patients (12-40%) become completely dry with
treatment,46 although more (up to 80%) derive substantial
benefit.48 Desmopressin seems to remain effective when used
for several months or even years,"9 but immediate relapse on
stopping treatment is usual.568 Intranasal desmopressin is
effective in dosages of 10-40 Ftg a night, a higher dose
sometimes proving effective when lower doses have failed.96
The drug has been used in children as young as 5 years and in
adults. The best response rates seem to occur in children over
9 years.' Desmopressin has an efficacy similar to that of
imipramine'° but less than that ofthe enuresis alarm8- because
of the relapse rate.
How desmopressin helps those with enuresis is uncertain.

There is no doubt that it has an antidiuretic activity, but if
that is its only mode of action it is curious that fluid restriction
alone is rarely beneficial. Interesting work from Denmark
showed that a small group of adolescents and young adults
with nocturnal enuresis had considerably lower nocturnal
vasopressin concentrations than normal controls." But the
suggestion that all children who wet their beds have low
nocturnal vasopressin concentrations does not fit in with
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earlier work that showed that such children did not have
an increased nocturnal urine output compared with that in
controls.'2 13
To date few adverse effects with desmopressin have been

reported. Because minor side effects are common with the
tricyclic antidepressants and because they are dangerous
drugs to have in households (because of accidental overdose)
desmopressin may be a safer drug to use. At present its use in
Britain is limited to four weeks because of a lack of data on its
long term use. Many other countries have licensed desmo-
pressin without restrictions on its length of use, and as more
studies are completed it may well be that longer use will be
allowed and indicated in Britain. If long term use or repeated
courses of desmopressin are considered then comparative
costs will become increasingly important. At present one
week's treatment with imipramine may cost 10 pence whereas
one week's treatment with desmopressin will cost between £5
and £10, depending on the dose used.
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Monitoring resuscitation

How to start and monitor, and when to stop

Difficulties arise in deciding whether to start resuscitation,
when to stop, and whether the resuscitation attempt is
proceeding satisfactorily. Research has been hampered by the
lack of standardised formats for reporting incidents and of
standardised treatments, but both are now available, which
should improve collection of data.
For inpatients a decision should have been made beforehand

about whether to resuscitate; the cardiac arrest teams should
not have to make decisions in seconds, with little or no
knowledge of patients and their illnesses. Four suggested
potential reasons for limiting treatment are that the patient's
health declines, the treatment is futile, the costs are too great,
or the quality of life would be unacceptable.1 To decide
whether to start resuscitation is most difficult when the
patient is brought into an accident and emergency department
having had a cardiac arrest outside hospital or when the arrest
occurs within minutes of arrival, and such emergency
decisions must be made in favour of a resuscitation attempt.2
Often basic facts such as the cause of the arrest, the patient's

age, the length of cardiopulmonary standstill, and the
history are not available, although a rapid history should
be sought from the ambulance crew while a doctor seeks
vital information from an accompanying relative. Clearly,
resuscitation must not be delayed, but enthusiasm for a
prolonged attempt should be tempered in the light of adverse
features in the history.

Monitoring the effectiveness of efforts at resuscitation is
important. If the patient survives without cerebral damage we
might congratulate ourselves, and if the patient does not
survive then we may console ourselves by assuming that
survival was impossible. Without taking into account all the
variables outcome can, however, be only a crude measure of
the effectiveness of the various techniques. Comparison of
outcome among various centres, or indeed within a single
hospital, is meaningless unless a standardised reporting
system is used. Zideman recognised this problem and
recommended a standardised reporting format.3 The United
Kingdom multicentre study of in hospital cardiopulmonary
resuscitation initiated by the Resuscitation Council (United
Kingdom), which uses a standardised reporting format,
should be published shortly and will provide valuable data.
A finger on the carotid or femoral pulse is the usual method

to monitor circulation, but is a palpable pulse a measure of
circulation or merely a shock wave? Kouwenhoven et al may
have been optimistic in suggesting that a systolic pressure of
60- 100mm Hg was achieved during external cardiac massage,
and they did not measure blood flow.4 Most studies investi-
gating blood flow during external cardiac massage have
used animal preparations, and a comparative study of five
techniques of external massage on dogs concluded that high
impulse manual compression generated better haemody-
namics than other methods.5 Chamberlain et al questioned the
applicability of the animal model to resuscitation in humans,6
but the work ofMaier et af and Newton et al was instrumental
in the recent decision by the American Heart Association to
recommend an increase in the rate of manual compression to
80-100 times per minute. Newton et al have recommended a
clinical trial in humans to evaluate the effect of this change.5
The Resuscitation Council (United Kingdom) has suggested

firm guidelines for managing the rhythms of ventricular
fibrillation, asystole, and electromechanical dissociation8 that
are commonly found in patients who have had a cardiac
arrest,9 and the American Heart Association has issued
detailed guidelines for drug use during cardiac arrest.9-'3
The cause of the arrest, the response to treatment, and the

age of the patient are all important factors to consider when
deciding whether to abandon a resuscitation attempt. Bedell
et al found no survivors among 294 hospital patients who had
had cardiac arrest if the attempt continued for longer than 30
minutes. 14

Standardised treatment protocols currently being revised
by the Resuscitation Council (United Kingdom), together
with data collected at resuscitation attempts, should define
effective forms oftreatment and patients most likely to benefit
from resuscitation.
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