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The authors reply as follows:
We agree with Howie and Burdon that
the criteria for selection of the patients
can influence the outcome of a study on
the differential incidence of antibodycoated bacteria (ACB) in upper and
lower urinary tract infection (UTI).
However, they state that we 'repeated the
claim' that a test for ACB in the urine can
differentiate between pyelonephritis and
cystitis. This is not true since we limited
ourselves to report a clinicopathological
correlation on statistical grounds.
In our opinion, the phenomenon of
ACB is due to secretory antibodies in
urine. These are produced by plasma cells
which have accumulated in the lamina
propria, and this process can become
operative at any level along the urinary
tract. The local immune response in lower
UTI is qualitatively similar to that which
can be found in upper UTI, although it is
less frequently detectable. The higher
frequency of ACB detection in the group
of patients with pyelonephritis may be
explained by a stronger antigenic stimulation in this condition. Accordingly,
elevated urinary levels of specific antibodies have been found in 22 of 23
episodes of pyelonephritis and in 15 of 47
episodes of cystitis by means of sensitive
radioimmunoassay.'
Bearing these considerations in mind,
the number of false-positive results
depends on two main factors. The first is
the heterogeneity of the lower UTI group,
which includes subjects with asymptomatic bacteriuria and subjects suffering
from a long-standing symptomatic UTI
associated with demonstrable urological
abnormalities. In fact, the percentage of
ACB detection in the latter condition in
our study is approximately three times
higher than in the asymptomatic bacteriuria subgroup.
The second factor is the sensitivity of
the assay procedure. In this regard, the
quality of the fluorescent antibody is
important. To obtain the best diagnostic
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A simple, reliable, non-invasive test to
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of
differentiate between
upper
and lower urinary tract is still awaited. In
this context the search for ACB could
play an important role.
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