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orecise assays such as leukocyte excretion rate or hemocytom-

chamber counts. Kunin et al?® established that the
zlence of pyuria rises with the level of bacteriuria,
theresfore, patients with low count bacteriuria de not always
=xpress pyuria, in keeping with the notion that low count
bacteriuria is just an early phase of classical bacterial cystitis.
The importance of pyuria was discussed by Think Tank
participants, but no clear conclusion was reached as to whether
the presence of pyuria is an essential diagnostic criterion for
bacterial cystitis.

In general, catheter specimens of urine (CSU) are more likely
0 give a true representation of the presence of pyuria,
compared with Mid Stream Urine (MSU) samples. The need
Tor vigorous labial toilet, as opposed to a simple clean catch
"'hmque was emphasized by participants. Although no direct

comparison of labial toilet (washing the labia with sterile saline
‘_"*.en opening the labia out laterally before commencing the
clean catch MSU) versus simple clean catch technique has been
published, anecdotal evidence suggests that the former method
will reduce the likelihood of permeal organisms falling into the
specimen pot (which may yield a “contamination” result). The

argument regarding need for catheter urine specimens in the
research context was briefly touched upon but not conclusively
zzreed upon. Consensus was not reached about the use of CSU

versus MSU, because CSU is much more invasive for the patient,
'ess agreeable to Ethics Committees and more time consuming/
costly for the researcher. Therefore insistence upon CSU
specimens generally limits recruitment into research studies.
A comparison study of MSU by strict labial toilet versus CSU
does not appear to have been published (but see Clinical Studies
below for further discussion).

CLINICAL STUDIES IN PATIENTS WITH REFRACTORY OAB/DO

As mentioned above, part of the reason for this Think Tank
being convened, is that several publications have appeared in
the last 4 years regarding the topic. For example, Walsh et al.*®
studied 50 women with refractory idiopathic DO over 2 years
who were asked to provide an MSU whenever their OAB
symptoms worsened—none of these patients had dysuria or
foul smelling urine, just increased frequency/urgency/nocturia
with or without urgency incontinence. Overall, 39% of their
MSU samples revealed bacteriuria, compared to 6% of a control
group of 50 women with no OAB symptoms. As regards only
B low count bacteriuria,” 17% of the Refractory IDO group versus
% of the control group showed this finding. Pyuria occurred in
i.,c of traditional bacterial cystitis versus 23% of the low count
bacteriuria specimens.

Because of the argument regarding the need for CSU, rather
than MSU, the same authors®* went on to study CSUs, taken at
urodynamic testing, from patients with newly diagnosed
idiopathic DO versus other types of incontinence (n=161),
compared with CSU taken from 75 continent women at the
=ime of hysteroscopy or laparoscopy for routine gynecological
conditions who had no OAB symptoms. This revealed an odds
r=tio of 5.2 for any bacteriuria in the incontinent group versus
tinent controls, which was particularly true for patients
h pure DO (odds ratio 6.4) The same authors performed
znother study of catheter specimens of patients with refractory
DO (partly to measure levels of ATP after stretch by 50ml of
instilled fluid) which revealed bacteriuria »10” cfu/mlin 27% of
these refractory patients.*

Contemporaneously, another group in London was investi-
z=ting the problem of refractory DO from the perspective of
dder biopsies. Digesu et al.*® studied 106 women with
r=fractory IDO by bladder biopsy; histopathological analysis
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