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TREATMENT OF URINARY 
TRACT INFECTIONS
To the Editor:

I read with interest the article 
from Duke University, “ Treatment 
of Lower Urinary Tract Infections 
with Single-Dose Trimethoprim- 
Sulfamethoxazole,” 1 which con­
cluded that single-dose therapy is 
as effective as ten-day therapy. A 
recently published study from the 
Mayo Clinic2 contradicts this find­
ing. In the Mayo Clinic study re­
lapses (persistent bacteriuria or re­
current infection with the same or­
ganism) occurred in 10 of 68 
women treated with a single dose 
of trimethoprim-sulfamethoxazole 
(TMP-SMX), while only 2 of 68 
who were treated with a traditional 
ten-day course of the same drug re­
lapsed. In fact, close examination 
of the data from the Duke study 
also shows this increased rate of re­
lapse; 5 of 111 patients treated with 
single-dose therapy relapsed while 
only 1 of 92 patients treated with a 
ten-day course did so. This higher 
rate of relapse in patients who re­
ceive a single dose of medication 
remains one of the major issues in 
the treatment of urinary tract in­
fections.

In addition to this difference in 
relapse rates, we do not yet know 
the natural history of relapses after 
single-dose therapy. In another re­
cent study3 1 of 13 patients treated 
with a single dose of TMP-SMX 
developed signs of pyelonephritis 
and a positive test for antibody- 
coated bacteria, thought to be indi­
cative of upper urinary tract infec­
tion. Such an occurrence is espe­
cially worrisome because many 
practicing physicians, including

myself, do not routinely perform 
follow-up cultures on patients with 
uncomplicated urinary tract infec­
tions.

Physicians must balance the ad­
vantages of single-dose therapy, 
such as fewer pills and a lower in­
cidence of side-effects, against the 
disadvantages including a higher 
incidence of recurrences and the 
possible need for closer follow-up. 
Single-dose therapy may be prefer­
able for selected patients. Until a 
much larger body of clinical expe­
rience is accumulated, however, it 
cannot be recommended as the 
treatment of choice for the general 
population.

James Dunlay, MD 
Houston, Texas
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The preceding letter was referred 
to Mr. Hanlon, who responds as 
follows:

We appreciate the opportunity 
to further comment on our study 
results. We recognize that it is dif­
ficult for practitioners to determine 
the significance of clinical study 
findings, especially when there has 
been an abundance of published

material in a particular topic area. 
It is to be expected that one will 
find conflicting study results. This 
requires that practitioners weigh 
the balance of the evidence that is 
available and decide whether iso­
lated or conflicting results are clini­
cally important.

Dr. Dunlay raises some interest­
ing points regarding potential dis­
advantages to treating uncompli­
cated cystitis in women with 
single-dose trimethoprim-sulfameth­
oxazole (TMP-SMX). First, our 
study found neither statistically nor 
clinically significant differences in 
the relapse or reinfection rates be­
tween the single-dose group and 
the ten-day group.1 The Mayo 
Clinic report is the only study that 
found significantly higher relapse 
rates with single-dose TMP-SMX.2 
One might speculate that this con­
flicting finding may be due to 
differences in their study popula­
tion and methodology. A body of 
literature, however, suggests that 
relapse rates with single-dose 
TMP-SMX are not significantly 
higher.3'7

Second, none of the patients in 
our study who had relapses went 
on to develop pyelonephritis. Only 
one patient has been reported 
to develop pyelonephritis after 
single-dose TMP-SMX, and this 
was 19 days after therapy with two 
negative urine cultures at three and 
14 days after treatment.8 Most ex­
perts believe that the probability of 
pyelonephritis occurring after fail­
ure with single-dose therapy is ex­
tremely low.9,10

We believe that the balance of 
evidence1’3'7,9"12 supports our find-
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ings that the single-dose treatment 
with TMP-SMX in women with un­
complicated cystitis is effective and 
offers a number of advantages.

Joseph T. Hanlon, MS 
Pharm

Lawrence R. Wu, MD 
Nancy E. Clapp-Channing, 

RN, MPH 
R. Derek Prentice, MB, 

ChB, MRCGP 
Department of Community 

and Family Medicine 
Duke University 
Medical Center 

Durham, North Carolina
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BIG BUSINESS AND 
THE PHYSICIAN-PATIENT 
RELATIONSHIP*
To the Editor:

The forces of change have 
placed the future of American 
medicine in the hands of politicians 
and big business. The “ pop” 
phrase today is “ cost contain­
ment.” The noble scramble for cost 
containment may leave two vital 
components of the physician- 
patient relationship in the dust: The 
physician and the patient.

In the deepest sense, the 
physician-patient relationship is a 
mutually dependent relationship. 
Physicians and nobody else are 
entrusted with the patient’s well­
being—the care of the patient. For 
the most part, we do care. No third 
party computer profile of our pat­
terns of care can ever demonstrate 
the care and compassion we give 
our patients while reasoning with 
updated knowledge through their 
health problems.

Let us communicate this simple 
message to our patients by contin­
ued good example and by further 
public education that we and no­
body else can do it better. No gov­
ernment agency, no health care 
coalition, no for-profit health care 
giant can safeguard the patient's 
well-being as we can.

The physician-patient relation­
ship is too important to be left in 
the hands of big business. We must 
insist that medicine is not and 
never will be exclusively big busi­
ness.

Richard J. Tushla, MD 
Santa Paula, California

*Excerpts from the president’s address to Ven­
tura County Medical Society, November 1984
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MECONIUM ASPIRATION
To the Editor:

As other perinatal complications 
have become amenable to preven­
tion, meconium aspiration syn­
drome (MAS) has come to repre­
sent a significant problem in 
perinatal medicine. Present tech­
niques in the delivery room can 
also relegate MAS to a complica­
tion of the past.

Meconium-stained amnionic fluid 
occurs in anywhere from 8 to 22 
percent of vertex deliveries. Thick 
stained fluid has a worse prognosis 
for the infant than thin and indi­
cates hypoxia.1

A study at the University of 
California in 1974 revealed that in 
80 infants with meconium-stained 
fluid who had their airways aspi­
rated, 46 had anywhere from 0.5 to 
7.5 cc of fluid in their airways. Fif­
teen of these had thick fluid in the 
airway, and 62 had meconium in 
the stomach. Of the 80, 23 had ab­
normal findings on chest x-ray 
examination, and 16 required some 
sort of treatment. Of the 16, seven 
had either a pneumothorax or 
pneumomediastinum.2

In 1975 at the University of 
Colorado a combined obstetrics- 
pediatrics approach was begun. 
During the period between 1970 
and 1974, with bulb suctioning, five 
deaths were due to MAS in 19 pa­
tients. After using the combined 
approach and DeLee suctioning 
with a DeLee suction apparatus, 
MAS occurred in seven patients, 
but no deaths. Deep suctioning and 
direct visualization of the cords re­
sulted in one patient with MAS and 
no deaths. The recommendation of 
this study was deep suctioning be­
fore the infant breathed and direct 
visualization of the vocal cords. If 
no meconium was found on the 
cords, do no further suctioning; if 
meconium, do tracheal lavage.3

Failure of deep suctioning below 
the cords to prevent MAS is prob­
ably due to aspiration of fluid in
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utero. In most cases MAS is an 
acute predetermined event. In 
others, MAS may develop in a more 
chronic form with actual intrauterine 
pneumonitis, a condition docu­
mented by a study of 200 stillborns 
in New York.4 Twenty-five infants 
had amnionic fluid in their alveoli 
and eight had evidence of meco­
nium contamination. Four cases of 
significant intrauterine pneumonitis 
also occurred.

The bulb suction cannot give the 
deep suctioning required to prevent 
MAS. One must use a DeLee suc­
tion apparatus. The infant should 
be suctioned once the head has 
been delivered and before delivery 
of the shoulders. The proper tech­
nique is to suction the mouth and 
then the nares. After delivery of the 
infant, further suctioning of the 
oropharynx and stomach should be 
done. Further suctioning in the 
meconium-stained infant should be 
done under direct vision of the 
larynx. All delivery tables should 
have a DeLee suction apparatus on 
them and should be used at each 
delivery. The bulb suction should 
be reserved only for suction of 
thick mucous. This approach 
should prevent the majority of the 
meconium aspiration syndromes.

Daniel E. McGunegle, MD 
Department of Community 

and Family Medicine 
Truman Medical CenterlEusI 

Kansas City, Missouri
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