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Treatment of Bacteriuria in

Pregnancy
The value of screening pregnant women for asymptomatic bacteriuria is
well established on medical as well as economic grounds.' Left untreated,
these infections lead to acute pyelonephritis in 20 to 30% of pregnant
women.2 This risk can be reduced greatly if the bacteriuria is eradicated
by suitable treatment.2

Since the thalidomide disaster physicians have been reluctant to
prescribe drugs to pregnant women except on the clearest possible indica-
tions. It would therefore be an advantage if treatment could be confined
to those 20% of pregnant bacteriuric women who will develop acute
pyelonephritis later on in pregnancy. It has been reported3 4 that a raised
titre of serum antibodies against the infecting pathogen and a reduced
renal concentrating power identify this "high-risk" group. Even if these
estimations were entirely successful in separating women in need of
treatment from those in whom acute pyelonephritis is unlikely to develop,
the practical difficulties of performing them on a large scale would be
enormous. Until convenient and reliable techniques of identifying the
high-risk group are available, it remains necessary to prescribe treatment
for all pregnant women with asymptomatic significant bacteriuria.

Short (one-week) courses of treatment are preferable to longer ones,
since the duration Af initial treatment does not affect the recurrence rate.5 6
Moreover, short courses minimize the adverse effects of antibacterial
therapy on mother and fetus and facilitate the identification of those
women in whom reinfections are common and in whom the highest inci-
dence of acute pyelonephritis may be expected.7 Furthermore, the
emergence of drug-resistant bacteria from among the faecal flora is
discouraged, and the cost of treatment is kept to a minimum.
The choice of drug from among the many effective against infections

of the urinary tract depends on a number of factors. The most important
are the sensitivity patterns of the urinary pathogens, the toxicity of the
drug to mother and fetus, the degree of co-operation to be expected from
the patient, and the cost of the treatment. Short-acting sulphonamides
are still the most satisfactory first choice for the treatment of urinary
tract infections. They are effective, cheap, and have the additional
advantage of satisfactory renal excretion when the function of the kidneys
is impaired.8 In a series of 127 pregnant women with asymptomatic
significant bacteriuria given an eight-day course of sulphonamide the
infection was cleared in 97 (76%), and reinfection occurred in only five
patients before delivery.9

Routine disc diffusion tests for determining the sensitivity of urinary
pathogens to sulphonamides are unsatisfactory.10 Accurate determination
of the in-vitro sensitivity of urinary pathogens to-sulphonamides requires
the use of a tube-dilution technique. This is laborious, and since most
strains of Escherichia coli encountered outside the hospitals are sensitive
to sulphonamides it is justifiable to give these remedies as the first-line
treatment without prior knowledge of the sensitivity of the infecting
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pathogen. Prescribing sulphonamides in pregnancy has been
criticized because they interfere with the binding of bilirubin
to serum proteins, thereby increasing the risk of kernicterus,11
but provided they are avoided during the last month this risk
appears to be negligible. Geographical variations in the pre-
valence of sulphonamide-resistant strains of E. coli exist. In
this issue of the B.M.J. Drs. J. D. Williams and Edna K.
Smith record at page 651 that 34% of the coliform organisms
isolated from bacteriuric antenatal patients in the Birmingham
area show sulphonamide resistance in contrast to only 13%
of the strains isolated from similar patients in London.12 This
observation accounts for the low cure rate (55%) from sulpho-
namide treatment of pregnant bacteriuric women in Birming-
ham against the much higher one (88%) observed in London.13
In those areas where sulphonamide resistance among coliforms
is common, short courses of the "second-line" drugs such as
ampicillin, nitrofurantoin, cephalexin, or nalidixic acid are
indicated as initial treatment.
The place of sulphonamide-trimethoprim combinations in

the primary treatment of bacteriuria in pregnant women needs
further evaluation. Preliminary studies14 suggest that a very
high cure rate of pregnancy bacteriuria can be obtained, but
reports of the teratogenic effects of high doses of trimethoprim
in rats make it inadvisable to use this extremely effective
combination in early pregnancy.15 Tetracycline should not be
given for the treatment of bacteriuria in pregnancy because it
interferes with bone development in premature infants16 and
produces discolouration of the primary dentition.-7
The essence of good treatment is good follow-up, since

infections of the urinary tract frequently recur. Quantitative
bacterial cultures of the urine should be performed at each
follow-up visit, and these visits should be at monthly or
shorter intervals. Each recurrence should be treated with a
short course of one of the "second-line" drugs mentioned
above, the choice of drug being determined by the results of
in-vitro sensitivity tests. Scrupulous follow-up is facilitated
by the use of "dip-slides"'8 or glucose oxidase test strips.19
These methods enable prompt detection and treatment of
recurrent infection without the need for frequent attendances
at clinics.

Clearly a high degree of co-operation from the patient is
required if urinary tract infection is managed in the manner

outlined here, but it is not always forthcoming. In the manage-
ment of the non-cooperative woman with bacteriuria during
pregnancy there is a place for single-dose treatment with one
of the ultra-long-acting sulphonamides. In a London com-
munity in which the prevalent coliform strains were sensitive
to sulphonamides, a single oral dose of 2 g. of sulfadoxine
gave an 88% cure rate among the willing volunteers who took
part in the trial.13 Naturally it is impossible to study cure
rates among non-attenders, but it has been assumed that their
response to single-dose treatment is equally satisfactory. In
their article this week Drs. Williams and Smith show that the
cure rates after single (2-g.) doses of the ultra-long-acting
sulphonamides sulfadoxone and sulfametapyrazine were dis-
appointingly low (55 and 66% respectively). This finding was
attributed to the high prevalence of sulphonamide-resistant
coliforms in their locality. The highest cure rate (77%) was
obtained when a single dose of sulfametapyrazine was com-
bined with an intramuscular injection of 1 g. of streptomycin.
However, the difference between the cure rates produced by
the combined treatment and that produced by sulfameta-
pyrazine alone was not significant. On the evidence presented
no case can therefore be made for combining streptomycin
with sulfametapyrazine. Fears that long-acting sulphon-
amideE are apt to produce the Stevens-Johnson syndrome20
cannot be entirely dispelled, and in view of this it would seem
wise to reserve single-dose treatment with ultra-long-acting
sulphonamides for those patients who are likely to default
from follow-up. Certainly single-dose treatment should not
be used merely for the sake of convenience so long as there is
any doubt about the toxicity of these drugs.
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Professional Discipline
Since its first, modest excursion into public relations by way
of a pamphlet' (the "blue pamphlet") in 1963, the General
Medical Council cannot be accused of being uninformative
about what it does. The pamphlet has been kept up to date
by further editions, the latest in January this year, and in
April a leaflet2 on the general work of the council was added
to the information available to members of the public or the
profession interested in the body that functions for their
mutual benefit. Now changes in the G.M.C.'s disciplinary
powers effected by the Medical Act, 1969, make a revised
version of the blue pamphlet necessary, and it is to be
published in January under the title "Professional Discipline."
With availability since April of the leaflet2 on the council's

work generally, the new pamphlet will deal only with dis-
ciplinary matters. From what the President said in his recent
address3 to the G.M.C. it is clear that the pamphlet will aim
to meet some recent criticisms ofthe council in its disciplinary
work-criticisms which the President himself took some
trouble to answer. For example, by placing a disregard of
personal responsibilities to patients at the top of the list of
forms of professional misconduct which may lead to dis-
ciplinary proceedings, the new pamphlet emphasizes the
gravity with which the council regards such offences and
counters criticism that there has been insufficient concern
with them. Likewise adultery or other improper conduct or
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