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Apparently 'sterile' pyuria
in children
Sir,
Apparently 'sterile' pyuria - defined as
the presence of more than 10 white cells
MI-' of uncentrifuged urine with no
growth on a primary isolation medium
after overnight aerobic incubation - is
not an uncommon finding in children.
Little attention has been paid to its
significance and many laboratories no
longer undertake urine microscopy, regar-
ding culture as the only relevant test for
infection. In the past, pyuria has
sometimes been dismissed as a non-
specific response to fevers in children.
Were this so it should occur as often in
boys as in girls. In this laboratory sterile
pyuria was found in 194 girls and seven
boys in 1988 and 290 girls and 19 boys in
1989. This suggests that it is, in fact, in-
dicative of an inflammatory response to
infection. There are three possible ex-
planations for this. The child may have
been receiving antibacterial therapy when
the specimen was collected, there may be
inflammatory changes in the bladder or
kidneys persisting after antibacterial treat-
ment of an infection or there may be in-
fection with an organism which is not
detected by overnight incubation on a
primary isolation medium. The latter
could involve the urinary tract (the only
child who has developed renal failure
owing to reflux nephropathy in this
district during the past 12 years was in-
fected with Haemophilus influenzae) or,
possibly, the vulva or vagina. In none of
these circumstances should the pyuria be
ignored. Our practice is to request a fur-
ther carefully collected fresh specimen
from such children, asking for informa-
tion about treatment. These specimens are
cultured by methods capable of detecting
fastidious organisms.' Some are com-
pletely negative on microscopy 'and
culture, some yield aerobic pathogens,
while others yield fastidious organisms,

tne nature ot wnicn suggests tnat a wiaer
interest in this problem is warranted.

Between August 1988 and January 1990
inclusive we have isolated fastidious
organisms from the urine of 80 children,
all girls (age range two to 12 years), who
presented with urinary symptoms and in
whom the initial specimen showed 'sterile'
pyuria. The commonest isolate was Gard-
nerella vaginalis (39); there were 27
isolates of various fastidious species of
streptococci, three of Corynebacterium
sp, two ofH influenzae and nine isolates
which did not identify on the basis of the
tests used. It is recognized that fastidious
streptococci may be pathogenic in damag-
ed renal or bladder tissue.2'3 The
predominance of G vaginalis in this series,
however, is striking. This organism is in-
creasingly recognized as a urinary
pathogen in adults. It has been
demonstrated in renal and bladder urine
from patients with urinary tract
pathology3 and in bladder wall biopsies
from patients with the inflammatory
changes of so-called 'interstitial cystitis'.4
It is known to be present in the vaginal
flora of women and sometimes in the
urethral flora of adults of both sexes. Its
presence, however, was not recorded in
studies of the periurethral or urethral flora
of pre-menarchal girls,5'6 although in the
latter study it is possible that the Coryne-
bacterium sp recorded may have includ-
ed it. Bartley and colleagues7 found it in
the vaginal flora of 20 girls who had been
sexually abused, although they also found
it in five girls in a control group of similar
size. Bacteraemia with this organism has
been reported in a four week old baby girl
with a congenital renal tract abnormality
(PHLS, Communicable Disease Surveill-
ance Centre, unpublished report); infec-
tion in this case was presumably via
the genital tract of the mother during
childbirth.
The risk of urinary tract infection in

children as a consequence of sexual abuse
is self evident, and it is surprising that
there is little published evidence on the

suoject. wnen tne patnogen is a common
one, such as Escherichia coli, there is no
easy way to distinguish the small number
of children who have been abused from
the majority who suffer urinary tract in-
fection as a result of the more generally
recognized causes. However, the presence
of a pathogen not usually associated with
urinary tract infection in children, and not
known to be present in their commensal
flora, might be an important pointer to
sexual abuse. Goldenring and colleagues8
reported urinary tract infection owing to
Staphylococcus saprophyticus, another
pathogen usually associated with urinary
tract infection in young sexually active
women, in a sexually abused girl of 29
months. In three of the patients reported
here from whom G vaginalis was isolated
the general practitioner volunteered a
history of known sexual abuse. To draw
this conclusion in all cases would be quite
unjustified but the problem certainly
warrants further investigation. General
practitioners should be alerted to the im-
portance of 'sterile' pyuria and initiate
appropriate investigations and referral.

ROSALIND MASKELL
Public Health Laboratory
St Mary's General Hospital
East Wing, Milton Road
Portsmouth P03 6AQ
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Patient self management of
asthma
Sir,
Asthmatic patients need to know when to
adjust their medication and how to
recognize when their asthma is going out
of control. The difficulty is how to con-
vey this information clearly. Beasley and
colleagues' developed a simple self
management plan, using daily peak flow
readings, for asthmatic§ and found that
patients 'improved significantly in all ob-
jective and subjective measures of asthma
severity'.
They introduced the concept of poten-

tial normal peak flow values. These values
are derived from the highest consistent
peak flow values achieved or the highest
predicted value, whichever is the greater.
Patients are given clear action guidelines,
based upon a drop in peak flow from the
potential normal value - 70% and 50%
of the potential normal value are the two
action levels for patients.
We have devised a method for doctors

which simplifies the advice that they may
give to patients.
1. Calculate the potential normal peak
flow value from the highest consistent
earlier documented peak flow rates, or the
highest predicted value as described by
Beasley and colleagues.'
2. Look at the chart (Table 1), to ascer-
tain the corresponding 70Wo and 50%7
levels for this potential normal value.
3. Mark the patient's peak flow chart with
a line at each of these levels (Figure 1).

Table 1. Peak flow action level calculator.
Determine the patients potential normal
peak flow level and then read off the action
levels from left to right.

Peak flow values (I min-')

Predicted
(or best) 70% 50%

650 455 325

510 357 255
500 350 250
490 343 245

50 35 25

The patient can then see clearly, by
keeping a daily record, when their asthma
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Figure 1. A patient's peak flow chart marked with 70% and 50% levels.

is going out of control. If the peak flow
rates drop below the 70% line then pa-
tients are advised to double their medica-
tion and continue at this dose until the
previous potential normal values are
reached. They should count the number
of days it took to reach these values and
then continue at the double dose for the
same number of days. If the peak flow
rates drop below the 50% line patients are
advised to take a dose or oral steroids,
double their medication and contact the
doctor urgently if they are no better. If
they improve on double medication they
should continue as above. The steroids
should be continued until the potential
normal value is reached and then half the
daily dose taken for the same number of
days.

This advice can be provided in a writ-
ten form or adapted by the general prac-
titioner or practice nurse to suit the
understanding of individual patients.
Thus, the excellent research by Beasley
and colleagues' can be practically
applied for the benefit of patients.

SALLY ANN HAYWARD
MARK LEVY

Prestwood Avenue Surgery
32a Prestwood Avenue
Kenton
Middlesex HA3 8JZ

Reference
1. Beasley R, Cushley M, Holgate ST. A self

management plan in the tratment of adult
ashma. Thomx 1989; 44 200-204.

Provision of hearing aids in
the community
Sir,
Decentralization of the dispensing of
hearing aids from hospital based specialist
units to general practice based community
sites is suggested by the Royal National
Institution for the Deaf, because some
hospital based services can mean lengthy
delays.' A survey in 1984 showed that the
average waiting time for an ear, nose and
throat (ENT) outpatient appointment in
the UK was 16 weeks, with regional varia-
tion ranging from one to 132 weeks.2
With an estimated 3.9 million adults with
hearing impairment which might be
helped by an aid, and an ageing popula-
tion, this demand will inevitably increasec

General practitioners' views on the pro-
posals of the Royal National Institution
for the Deaf need to be established before
a community based service for the provi-
sion of hearing aids is set up. We therefore
conducted a survey among general prac-
titioners in north Kent. Questionnaires
were sent to 210 general practitioners ask-
ing for their views on hearing aid dispen-
sing by general practitioners in the com-
munity, for details of their previous ENT
training and whether they would be will-
ing to undertake further ENT training
with a view to dispensing hearing aids in
the community. One hundred and sixty
replies were received (76% response rate).

166 British Jourmal of General Practice, April 1990


