The use of antibiotics to treat genital infections in pregnant women
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The CEG has been made aware that there is concern amongst GU medicine physicians about the
implications of a paper by Muanda et al' which found an association between the use of a number of
antibiotics in pregnancy and spontaneous abortion. Statistically significant associations were found
for (amongst others) azithromycin and metronidazole but not for cephalosporins, erythromycin and
amoxicillin.

The paper is a retrospective, case-control study and an association does not prove causation.
Sexually transmitted genital infections themselves can cause pregnancy loss so failure to treat them

effectively may also result in spontaneous abortion®>*>

. The paper does not answer the clinically
important question which is: ‘Is the woman more likely to lose the pregnancy if | do, or if | do not,
treat with a particular antibiotic?’ The associations found in the Muanda paper might result from
women being prescribed the antibiotics for genital infections with the increased risk of pregnancy
loss being due to the infections rather than the antibiotics i.e. confounding by indication. (This point

is discussed in letters written in response to the paper®.)

In the case of chlamydial infection in pregnant women it might be considered that amoxicillin or
erythromycin might be preferable to azithromycin, given that Muanda et al did not find an
association with those two antibiotics. However, azithromycin is better tolerated and more effective
than erythromycin in treating chlamydial infection in pregnancy. Amoxicillin is as effective as
erythromycin but better tolerated’. Therefore avoiding azithromycin means using a less effective
treatment which might result in a greater chance of pregnancy loss due to inadequately treated
infection.

The CEG sees no reason at the present time to change the recommendations in its current guidelines
for treating genital infections in pregnancy based on the recent publication. Good clinical practice
remains to discuss the uncertainties, and the potential risks and benefits of the treatment options,
with the patient and to document the discussion in the notes. This is especially important given that
the use of these antibiotics in pregnancy is ‘off label.’

Drs Keith Radcliffe and Paddy Horner on behalf of the BASHH Clinical Effectiveness Group
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