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To Screen or Not to Screen?

Bacterial VVaginosis in Pregnancy
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acterial vaginosis (BV) is a common condition

in which the normal vaginal microflora are

replaced by a polymicrobial overgrowth that

cludes Gardnerella vaginalis, Mycoplasma

ominis, and anaerobes such as nonfragilis

bacteroides, Mobiluncus, and peptococcus.11t is now

clear that bacterial vaginosis is associated with an

increased risk of preterm delivery. The meta-analysis by

Flynn and colleagues2 shows that the odds ratio of

preterm delivery for patients with bacterial vaginosis

during pregnancy is approximately 1.6. Although this is

not an enormous increase in risk, it is both statistically

and clinically significant. However, the association

between BV and preterm delivery does not prove causa-

tion or that prenatal screening and treatment will
improve perinatal outcomes.

Flynn and coworkers have carried out a detailed and
thoughtful meta-analysis, but even a meta-analysis cannot
overcome the inherent biases of the underlying case con-
trol and cohort studies which can not prove cause and
effect. The Heart and Estrogen/Progestin Replacement
Study3 demonstrated this phenomenon. That randomized
placebo-controlled trial of postmenopausal hormone
replacement therapy did not show the reduction in cardiac
events that had been expected on the basis of previous
observational case control and cohort data.

In the context of preterm delivery, BV is undoubtedly
only a marker for something else — presumably subclin-
ical infection of the upper genital tract — which then
leads to preterm delivery. The combination of microbes
that causes the upper tract infection is not known for
certain. Studies in which the authors attempted to treat
BV during pregnancy have shown no improvement in
perinatal outcomes with oral amoxicillin4or topical vagi-
nal clindamycin,5%supporting the theory that anaerobic
infection of the upper genital tract is the link between
BV and preterm delivery. Spontaneous regression of BV
during pregnancy assessed by vaginal gram stain also
does not appear to improve perinatal outcomes,7which
again supports the ideathat BV is not the direct cause of
preterm delivery.

Three studies have shown that prenatal screening and
treatment with oral metronidazole or with metronidazole
and erythromycin seems to reduce the incidence of
preterm delivery in patients with BV who also have other
risk factors, such as a history of a previous preterm deliv-
ery or a low prepregnancy weight.8DHowever, 2 of these
studies were weakened by methodologic problems&0 or
small sample numbers.DThese results need to be replicat-
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ed in larger studies of high-risk women before they can be
considered reliable. The case for screening and treating
low-risk women is even less clear.

If BV is a marker for something else, would treating all
high-risk women, even those without BV, also reduce the
number of preterm deliveries? Hauth and colleagues9
included an active control group of 358 high-risk women
without BV and found that antibiotics did not improve
perinatal outcomes in those patients.

As Flynn and colleagues point out, their result is dis-
ease-oriented evidence. Even those studies showing that
antibiotic treatment reduces preterm deliveries do not
address the ultimate patient-oriented outcome: the condi-
tions of the neonate and the mother after delivery. Animal
research has shown that using antibiotics to delay delivery
in the presence of chorioamnionitis leads to fetal brain
damage." Although women with BV do not have clinical
chorioamnionitis, this data strikes a cautionary chord, sug-
gesting that prolonging pregnancy in the setting of infec-
tion may not be the wisest course. Future studies must
include data on the neonatal and postpartum sequelae of
antibiotic treatment before we can be sure that we under-
stand what the risks of treatment are and that they are out-
weighed by proven benefits.

CURRENT GUIDELINES

The American College of Obstetricians and Gynecologists
suggests that screening for BV may be appropriate in
women with a history of preterm delivery or who weigh
less than 50 kg before pregnancy.?B Screening of other
patients is not warranted on the basis of current evidence.
BV can be treated after the first trimester with metronida-
zole 250 mg orally 3 times daily for 7 days or 500 mg oral-
ly twice daily for 7 days. Alternatives include metronida-
zole 2 g orally in a single dose or clindamycin 300 mg oral-
ly twice daily for 7 days. During the first trimester, symp-
tomatic BV should be treated with clindamycin cream 2%,
one applicatorful (5 g) intravaginally at bedtime for 7 days.
Clindamycin can also be used orally during the first
trimester, but the cream is preferred to minimize fetal
exposure. However, vaginal therapy is not effective in pre-
venting preterm delivery. There is no data regarding
repeated screening or retreatment of persistent or recur-
rent BV.21

For now, physicians should consider prenatal screen-
ing and treatment for BV at the end of the second or the
beginning of the third trimester in women with a history
of preterm delivery (before 37 weeks’ gestation) or who
weighed less than 50 kg before pregnancy. For all other
patients, until larger, better-randomized studies of antibi-
otic treatment of BV during pregnancy become available,
the answer to the question of screening remains “No.”
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