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procedure 

Q l When should asymptomatic bacteriuria 
in the elderly be treated? 
THOMAS F. KEYS, MD 
Department of Infectious Disease, Cleveland Clinic 

AT T H E R E IS N O I N D I C A T I O N for treating 
• asymptomatic bacteriuria in the 

elderly, unless there is urinary tract obstruc-
tion or a need for an invasive procedure. In 
short, don't look, unless you need to touch! 

9 ASYMPTOMATIC BACTERIURIA 
IS C O M M O N IN THE ELDERLY 

The prevalence of asymptomatic bacteriuria 
in the elderly (over age 70) depends cm gender 
and other factors. For example, the prevalence 
in ambulatory women is 18%—three times 
higher than in ambulatory men (6%). The 
prevalence in nursing home patients is 24%, 
which is twice as high as in apartment dwellers 
( 1 2 % ) . i 

Urinary incontinence, cystoceles, and 
lack of estrogen are risk factors that predispose 
elderly women to bacteriuria. In men, obstruc-
tive uropathy is the usual culprit. 

Functional impairment is another risk fac-
tor. In one institution, where the majority of 
patients had Alzheimer disease, the preva-
lence of bacteriuria was 5 0 % in women and 
3 3 % in men.2 

Nursing home patients are also more like-
ly than apartment dwellers to have persistent 
bacteriuria (repeated positive urine cultures); 
the prevalence is 14% vs 3%. However, persis-
tence due to the same microorganism is infre-
quent, reported only in 6 % of women and 
1.3% of men. 

• IS ASYMPTOMATIC BACTERIURIA 
HARMFUL? 

A provocative article, published in 1981, con-
cluded that asymptomatic bacteriuria in old 
age reduced survival.3 This study was done in 

healthy residents of a home for the aged in 
Greece, with a 10-year follow up. Twenty-
two percent of residents had asymptomatic 
bacteriuria, and their median survival was 
significantly lower than in those without 
infection. More patients with bacteriuria had 
declining renal function, and more died of 
strokes. Unfortunately, there was no autopsy 
confirmation of cause of death. Furthermore, 
patients who initially had sterile urine but 
subsequently developed bacteriuria were not 
identified. 

T h e results of this study have been repeat-
edly challenged. Nicolle and colleagues,4 in a 
study of elderly institutionalized men (of 
whom nearly 6 0 % were functionally impaired 
and incontinent of urine), found no difference 
in survival between those with bacteriuria and 
matched controls. 

• BENEFIT OF TREATMENT NOT PROVED 

Treatment of asymptomatic bacteriuria in the 
elderly has not been very successful. In a nurs-
ing home population, antibiotic failures, 
relapses, and recurrences occurred in 8 1 % of 
treated women,2 and a relapse or failure 
occurred in 7 7 % of treated men.5 A recur-
rence rate of 36% was reported in elderly 
ambulatory women.6 

Further, there is no evidence that 
patients with asymptomatic bacteriuria are 
predisposed to urosepsis unless their urinary 
tracts are obstructed or manipulated, as 
might occur from urinary catheters or cysto-
scopes. However, we do know that prolonged 
antibiotic use results in colonization by resis-
tant organisms, which may be harder to 
treat, if the need arises. While there may be 
a perceived short-term benefit in eradicating 
bacteriuria, there is no long-term effect on 
outcomes, even in patients with diabetes 
mellitus.7 '8 E3 
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For more information, please contact the 
Cleveland Clinic Center for Continuing 

Education at 

1-800-762 8173 or 216 444-5695 
or visit our website: 

www.clevelanddinicmeded.com 
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CORRECTION 

In " T h e Mediterranean diet and endothelial 
funct ion: W h y some dietary fats may be 
heal thy" by Dr. Robert A . Vogel (Cleve Clin J 
Med 2 0 0 0 ; 6 7 : 2 3 2 - 2 3 6 ) , reference 10 was 
omitted. T h i s should be as follows: 

10. H a k i m A A , Curb DC, Petrovich H, e t al. Effects o f w a l k i n g 
o n c o r o n a r y h e a r t disease in e lder ly m e n . T h e H o n o l u l u 
H e a r t P r o g r a m . C i rcu la t ion 1999; 1 0 0 : 9 - 1 3 . 
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