


 Bacteriological Profile and Antibiotic Resistance of Uropathogens bacteria in Pregnant Women in Conakry, Guinea.


Abstract
Introduction: Urinary tract infections (UTIs) represent one of the most common bacterial infections worldwide, particularly affecting pregnant women. Objective:  The aim of the present study was to describe the bacteriological profile and antibiotic‑susceptibility patterns of uropathogenic bacteria isolated from pregnant women consulting for UTIs in Conakry, Guinea. Methods: A six‑month cross‑sectional investigation was carried out from April to September 2023. Bacterial cultures of 105 samples were done on different solid media. Bacterial identification and antibiotic susceptibility were performed by API kits and the VITEK-2 Compact system.  Results: The age group of 18 to 25 years was predominant. Based on socio-professional characteristics, seamstresses were in the majority, followed by housewives. Multi-gesture women were predominant (41.9%), followed by Primigestrous  women (39%). Urinary tract infections were more frequently observed in the second trimester of pregnancy (52.4%). Approximately 26.7% of women were on antibiotics  while only 4.8% used herbal infusion. Eighty‑one samples (77.1 %) yielded bacterial growth. The isolates included 48% (=39/81)    Gram‑negative bacilli and 52 % (=42/81) Gram positive cocci, belonged to 9 different bacterial species. Escherichia coli was the most frequently isolated (34.6%), followed by Staphylococcus lentus (29.7%), Staphylococcus xylosus (11.1%) and Staphylococcus aureus (9.9%). Gram‑negative bacilli were mostly sensitive to Cefoperazone+sulbactam (94.87%),  piperacillin/tazobactam (84.6 %), imipenem (79.5 %), and amoxicillin/clavulanate (71.8 %), but highly resistant to ampicillin (87 %), cefotaxime (97 %), and cefixime (85 %). Gram‑positive cocci showed marked resistance to tetracycline (95 %), gentamicin (62 %), and tobramycin (74 %), but they were sensitiveto but sesitive to Pristinamycin (83.33%), Quinipristine/Dalfopristine (80.95%), Nitrofurantoin (73.8%). Conclusion: These results highlight multi-resistance to antibiotics of uropathogenic germs during pregnancy in Conakry, thus requiring continuous monitoring of antibiotic resistance through rational use of antibiotics during pregnancy in Guinea.
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1. INTRODUCTION:
Urinary tract infections (UTIs) are extremely common they , accounting for 40% of hospital-acquired infections and the second leading cause of consultation and antibiotic prescription after respiratory infections [1]. They are defined by the presence of bacteria and leukocytes in the urine and can develop in a healthy or diseased urinary tract. They can be acute or chronic, simple or complicated [2]. Urinary tract infections are a major public‑health problem and the most frequent bacterial infections in women [1]. 
In women, they are very common, and even more so in pregnant women [3]. It is estimated that nearly 50% of women experience at least one UTI in their lifetime, and in pregnant women, they are generally responsible for miscarriages and premature births [4] and, due to their frequency, represent a significant public health problem [5]. The incidence of UTIs is estimated at 150 million cases annually worldwide [6]. During pregnancy, physiological and hormonal changes predispose to infection, often leading to pyelonephritis, preterm labor or low‑birth‑weight neonates.
In the Americas, the incidence of urinary tract infections (UTIs) has been estimated at between 30% and 45.9% in Brazil [7,8] and at 51.2% in the United States [9]. In contrast, in Asia, this incidence is estimated at 46.6% in India [10]. In Europe, severe UTIs account for 2.9% in Portugal [11], and in France, 5-10%, meaning one in five women is affected [12].
In Africa, significant variations have been observed: 4.1% in Tanzania [13], between 7% and 18.8% of asymptomatic bacteriuria in Ethiopia [14], and in Côte d'Ivoire, according to studies by Aminon, its incidence is 7.29% [15]. In developing countries, empirical antibiotic use is common due to limited laboratory facilities [2]. In Guinea, a study conducted in the Donka and Ignace Deen University Hospitals to evaluate antibiotic prescriptions showed that the non-compliance rate was 63.1%, the duration of administration was inadequate in 33.3%, and antibiotics were not indicated in 11.7% of cases [16].
This practice promotes resistance and therapeutic failure. The objective of the present study was to describe the bacteriological profile and antibiotic‑susceptibility patterns of uropathogenic bacteria isolated from pregnant women consulting for UTIs in Conakry, Guinea.
2. MATERIALS AND METHODS
2.1 Study site and design
This prospective cross-sectional study, lasting six months, was conducted from April to September 2023 at the Biomedical Laboratory of the China-Guinea Friendship Hospital (HASIGUI) in Kipé, Conakry, on uropathogenic bacteria isolated from pregnant women in consultation at the Ratoma Communal Medical Center in Conakry.
2.2 Sample collection and microbiological analysis
The women included in the study received instructions on how to collect urine samples. This consisted of washing their hands with soap and clean water, including the entire genital area, the urinary tract, and the labia majora and minora, followed by rinsing with clean water. Next, 20 ml of midstream urine was collected, and the containers were sealed and transported to the laboratory within minutes for analysis.
Macroscopic analyses were performed, followed by microscopic examination of the fresh urine sample before inoculation onto various agar media: Nutrient agar, MacConkey, CLED, Chapmann. Incubation lasted 18 to 24 hours. Isolated colonies underwent Gram staining, identification, and antibiotic susceptibility testing. Bacterial identification was performed using API galleries (bioMérieux, France) and the VITEK‑2 Compact system (bioMérieux, France).  Antibiotic susceptibility testing was carried out according to CLSI 2023 guidelines.
2.3 Data analysis
Results were expressed as frequencies and percentages. Susceptibility was classified as sensitive, intermediate, or resistant.
3. RESULTS:
Table 1: Distribution of pregnant women seen at the Ratoma Medical Center by age
	Age groups (Years)
	Number
	Percentage (%)

	14 - 18 
	13
	12.4

	18 - 25 
	38
	36.2

	25 - 30 
	35
	33.3

	30 - 38 
	19
	18.1

	Total
	105
	100
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Figure 1: Distribution of pregnant women seeking consultation at the Ratoma Medical Center according to profession

	Residence
	Number
	Percentage (%)

	Coyah
	2
	1.9

	Dixinn
	8
	7.6

	Ratoma
	87
	82.9

	Matoto
Matam
	5
3
	4.8
2.9

	Total
	105
	100


Table 2: Distribution of pregnant women seeking consultation at the Ratoma Medical Center according to their place of residence






Table 3: Distribution of pregnant women consulting at the Ratoma CMC according to the 
Trimester of pregnancy












	Pregnancy trimester
	Number
	Percentage (%)

	First trimester
	5
	4.8

	Second trimester
	55
	52.4

	Third trimester
	45
	43.9

	Total
	105
	100



Table 4: Distribution of pregnant women seeking consultation at the Ratoma CMC according to parity
	Parity
	Effectifs
	Pourcentage (%)

	Primigestrous 
	41
	39.0

	Multi-gesture
	44
	41.9

	Large multi-gesture
	20
	19.1

	Total
	105
	100




Table 5: Distribution of pregnant women seen at the Ratoma Medical Center according to antibiotic use 
	Antibiotic Use
	Number
	Percentage (%)

	Yes
	28
	26.7

	No
	77
	73.3

	Total
	105
	100



Table 6: Distribution of pregnant women consulting at the Ratoma Medical Center according to the use of herbal infusions 
	Use of herbal infusions
	Number
	Percentage (%)

	Yes
	5
	4.8

	No
	100
	95.2

	Total
	105
	100
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Figure 2:  Distribution of isolates according to Gram staining

Table 7: Distribution of pregnant women seen at the Ratoma Medical Center according to identified bacteria
	
	Gram
	
	Bacterial Species
	Number
	Percentage (%)

	Gram negative
	Enterobacter aerogenes
	5
	6.2

	
	Enterobacter cloacae
	4
	4.9

	
	Escherichia coli
	28
	34.6

	
	Pseudomonas luteola
	1
	1.2

	
	Pseudomonas  oryzihabitans
	1
	1.2

	Gram positive
	Staphylococcus aureus
	8
	9.9

	
	Staphylococcus capitis
	1
	1.2

	
	Staphylococcus lentus
	24
	29.7

	
	Staphylococcus xylosus
	9
	11.1

	
	
	
	Total
	81
	100





Table 8: Antibiotic susceptibility profile of Gram-negative bacilli (n=39)
	Antibiotiques	
	Sensitivity (%)
	Intermediate (%)
	Resistance (%)

	Ampicillin
	5(12.8)
	0(00.0)
	34(87.2)

	Amoxicillin+clavulanic acid
	28(71.8)
	0(00.0)
	11(28.2)

	Ticarcillin
	8(20.5)
	0(00.0)
	31(79.5)

	Piperacillin 
	12(30.8)
	0(00.0)
	27(69.2)

	Piperacillin+tazobactam
	33(84.6)
	1(2,6)
	5(12.80)

	Cefalotin
	5(12.8)
	1(2,6)
	33(84.6)

	Cefazoline
	36(92.30)
	0(00.0)
	3(7.70)

	Cefuroxim
	4(10.52)
	1(2.63)
	33(86.84)

	Cefixime
	2(5.10)
	0(00.0)
	37(94.9)

	Cefotaxim
	1(2.60)
	0(00.0)
	38(97.4)

	Aztreonam
	32(82.10)
	0(00.0)
	7(17.9)

	Cefoperazone+sulbactam
	37(94.87)
	1(2.56)
	1(2.56)

	Cefoxitin
	8(20.5)
	1(2.56)
	30(76.9)

	Cefoxitin 32
	12(30.8)
	0(00.0)
	27(69.2)

	Ceftazidime
	12(30.8)
	7(17.9)
	20(51.3)

	Cefepime
	21(53,8)
	4(10.3)
	14(35.9)

	Imipenem
	31(79.5)
	0(00.0)
	8(20.5)

	Meropenem 
	4(10.3)
	0(00,0)
	9(23.1)

	Nitrofurantoin
	24(61.53)
	2(5.12)
	13(33.3)

	Gentamicin
	14(35.89)
	3(7.69)
	22(56.4)

	Norfloxacin
	7(17.94)
	2(5.1)
	30(76.9)

	Tobramycin
	15(38.46)
	3(7.7)
	22(56.4)

	Amikacin
	25(64.10)
	3(7.7)
	11(28.2)

	Tetracycline
	1(2.56)
	3(7.69)
	35(89.74)

	Nalidixic acid
	1(2.56)
	1(2.56)
	37(94.87)

	Ofloxacin
	12(30.8)
	4(10.3)
	23(59.0)

	Levofloxacin
	22(58.97)
	5(12.82)
	11(28.2)

	Ciprofloxacin
	21(53.8)
	4(10.3)
	14(35.9)

	Cotrimoxazole
	14(35.89)
	2(5,10)
	23(58.97)

	Fosfomycin
	13(33.33)
	3(7.69)
	23(58.97)

	Teicoplanin
	7(29.2)
	0(00.0)
	4(16.7)



Table 9: Antibiotic susceptibility profile of Gram-positive cocci (n=42)
	Antibiotics	
	Sensitivity (%)
	Intermediate (%)                                                                                                                                                                                                                                                                                             
	Resistance (%)

	Ampicillin
	12(28.6)
	20(47.61)
	10(23.8)

	Amoxicillin+Clavulanic acid
	35(89.7)
	0(00.0)
	7(16.7)

	Ticarcillin
	2(4.8)
	00(00)
	40(95.23)

	Piperacillin
	24(57.14)
	1(2.38)
	17(40.47)

	Piperacillin+Tazobactam
	17(40.5)
	3(7.14)
	22(52.38)

	Cephalotin
	8(19.0)
	19(45.23)
	15(35.7)

	Cefuroxime
	1(2.4)
	19(45.23)
	22(52.38)

	Cefixime
	1(2.4)
	19(45.23)
	22(52.38)

	Cefotaxime
	19(45.23)
	1(2.4)
	22(52.38)

	Cefoxitin
	9(21.42)
	2(4.76)
	31(73.8)

	Cefoxitine 32
	14(33.3)
	1(2.4)
	8(19.0)

	Ceftazidime
	22(52.38)
	5(11.9)
	15(35.71)

	Cefepime
	27(64.28)
	5(11.9)
	10(23.8)

	Imipenem
	22(52.4)
	0(00.0)
	1(2.38)

	Nitrofurantoin
	31(73.8)
	0(00.0)
	11(26.2)

	Gentamicin
	14(33.33)
	2(4.76)
	26(61.9)

	Norfloxacin
	2(4.8)
	0(00.0)
	21(50.0)

	Tobramycin
	10(23.8)
	1(2.4)
	31(73.8)

	Amikacin
	16(38.1)
	1(2.4)
	6(14.3)

	Tetracyclin
	2(4.8)
	0(00.0)
	40(95.2)

	Nalidixic Acid CA
	6(21.2)
	0(00.0)
	22(52.4)

	Ofloxacin
	10(23.8)
	1(2.4)
	31(73.8)

	Levofloxacin
	16(38.1)
	3(7.14)
	23(54.8)

	Ciprofloxacin
	13(30.95)
	2(4.00)
	27(64.28)

	Cotrimoxazole
	14(33.33)
	4(9.52)
	24(57.1)

	Fosfomycin
	10(23.8)
	2(4.8)
	30(71.4)

	Penicillin
	25(59.52)
	0(00.0)
	17(40.47)

	Oxacillin
	29(69.05)
	0(00.0)
	13(30.95)

	Oxacillin COAG(-)
	32(99.76)
	0(00,0)
	10(23.80)

	Kanamycin
	4(9.5)
	0(00.0)
	15(35,7)

	Erythromycin
	2(4.8)
	0(00.0)
	17(40.5)

	Lincomycin
	27(64.28)
	0(00.0)
	15(35.71)

	Clindamycin
	26(61.9)
	0(00.0)
	16(38.09)

	Pristinamycin
	35(83.33)
	1(2.38)
	6(14.28)

	Quinipristin +Dalfopristin
	34(80.95)
	1(2.38)
	7(16.66)

	Minocycline
	31(73.2)
	0(00.0)
	11(26.19)

	Rifampicin
	26 (62.90)
	0(00.0)
	16(38.91)

	Linezolid
	15(35.71)
	0(00.0)
	27(64.28)

	Vancomycin
	14(33.3)
	0(00.0)
	28(6.66)

	Teicoplanin
	13(30.95)
	0(00.0)
	29 (69.04)



Table 10: Antibiotic susceptibility profile of Escherichia coli species (n=28)
	Antibiotics
	Sensitivity
	Intermediate
	Resistance

	Ampicillin
	4(14.3)
	0(00.0)
	24(85,7)

	Amoxicillin+ clavulanic acid
	9(32.1)
	0(00.0)
	19(67.85)

	Ticarcilline
	5(17.9)
	
	23(82.1)

	Piperacilline 
	10(35.7)
	0(00.0)
	18(64.3)

	Piperacilline+tazobactam
	24(85.7)
	1(3.6)
	3(10.71)

	Cephalotin
	4(14.3)
	1(3.6)
	23(82.1)

	Cefazoline
	0(00.0)
	0(00.0)
	1(36)

	Cefuroxime
	3(10.7)
	1(3,6)
	23(82.1)

	Cefixime
	1(3.57)
	0(00.0)
	27(96.4)

	Aztreonam
	1(3.57)
	22(78.57)
	5(17.85)

	Cefotaxime
	0(00.0)
	0(00.0)
	28(100)

	Cefoperazone+sulbactam
	27(96.42)
	0(00.0)
	1(3.60)

	Cefoxitin
	7(25.0)
	0(00,0)
	21(75.0)

	Cefoxitin 32
	10(35.7)
	0(00.0)
	18(64.28)

	Ceftazidime
	11(39.3)
	6(21.4)
	11(39.3)

	Cefepime
	17(60.71)
	3(10.71)
	8(28.6)

	Imipenem
	23(82.1)
	0(00.0)
	5(17.9)

	Meropenem
	26(92.85)
	0(00.0)
	2(7.10)

	Nitrofurantoin
	18(64.28)
	2(7.14)
	8(28.57)

	Gentamicin
	10(35,7)
	2(7.14)
	16(57.1)

	Norfloxacin
	5(17.85)
	2(7.14)
	21(75.0)

	Tobramycin
	10(35.7)
	2(7.14)
	16(57.1)

	Amikacin
	17(60.7)
	2(7.1)
	8(28.6)

	Teracycline
	25(89.3)
	1(3.6)
	1(3.6)

	Nalidixic Acid CA-SFM
	4(14.28)
	0(00.0)
	24(85.71)

	Nalidixic Acid CLSI
	5(17.85)
	0(00.0)
	23(82.14)

	Ofloxacin
	8(28.6)
	3(10.7)
	17(60.7)

	Levofloxacin
	16(57.1)
	4(14.3)
	8(28.6)

	Ciprofloxacin
	15(53.6)
	2(7.1)
	11(39.3)

	Cotrimoxazole
	10(35.71)
	2(7.14)
	16(57.14)

	Fosfomycin
	11(39.28)
	3(10.7)
	16(57.14)



Table 11: Antibiotic susceptibility profile of Staphylococcus lentus species (n = 24)
	Antibiotics
	Sensitivity
	Intermediate
	Resistance

	Ampicillin
	8(33.3)
	12(50.00)
	4(16,66)

	Amoxicillin+ Clavulanic Acid
	9(37.5)
	0(45.83)
	4(16.66)

	Ticarcillin
	1(4.16)
	11(45.83)
	12(50.00)

	Piperacillin 
	3(12.50)
	11(45.83)
	10(41.7)

	Piperacillin+tazobactam
	12(50.0)
	1(4.16)
	11(45.83)

	Cephalotin
	6(25.0)
	11(45.83)
	7(29.2)

	Cefuroxime
	1(4.16)
	11(45.83)
	12(83.33)

	Cefixime
	10(41.66)
	1(4.16)
	13(54.2)

	Cefotaxime
	8(33.33)
	3(12.50)
	13(54.2)

	Cefoxitin
	5(20.83)
	1(4.16)
	18(75.0)

	Cefoxitin 32
	8(33.3)
	11(45.83)
	5(20.83)

	Ceftazidime
	13(54.16)
	4(16.66)
	7(29.2)

	Cefepime
	3(12.5)
	4(16.66)
	17(70.83)

	Imipenem
	13(54.2)
	0(00.0)
	11(45.83)

	Nitrofurantoin
	19(79.16)
	0(00.0)
	5(20.83)

	Gentamicin
	11(45.8)
	1(4.16)
	12(50.0)

	Norfloxacin
	1(4.16)
	11(45.83)
	12(50.0)

	Tobramycin
	7(29.2)
	1(4.2)
	16(66.66)

	Amikacin
	9(37.5)
	1(4.2)
	3(12.50)

	Tetracyclin
	2(8.3)
	0(00.0)
	22(91.7)

	Nalidixic Acid CA-SFM
	1(4.2)
	11(45.83)
	12(50.0)

	Nalidixic Acid CLSI
	3(12.5)
	11(45.83)
	10(41,66)

	Ofloxacin
	7(29.2)
	1(4.16)
	16(66.7)

	Levofloxacin
	11(45.8)
	1(4.2)
	12(50.0)

	Ciprofloxacin
	8(33.3)
	1(4.2)
	14(58.3)

	Cotrimoxazole
	8(33.3)
	3(12.5)
	12(50.0)

	Fosfomycin
	5(20.8)
	2(8.3)
	17(70.8)

	Penicillin
	2(8.3)
	13(54.16)
	9(37.5)

	Oxacillin
	5(20,8)
	13(54.16)
	6(25.00)

	Oxacillin COAG(-)
	7(29.2)
	13(54.16)
	4(16.7)

	Kanamycin
	4(16.7)
	3(12.50)
	17(70.83)

	Erythromycin
	2(8.3)
	13(54.16)
	9(37.50)

	Lincomycin
	3(12.5)
	8(33.33)
	13(54.16)

	Clindamycin
	2(8.3)
	13(54.16)
	9(37.50)

	Pristinamycin
	8(33.3)
	1(4.16)
	13(54.16)

	Quinipristin +Dalfopristin
	17(70.83)
	1(4,16)
	8(33.33)

	Minocyclin
	14(58.33)
	0(00,0)
	10(41.66)

	Rifampicin
	5(20.83)
	0(00.0)
	19(79.16)

	Linezolid
	19(79.16)
	0(00.0)
	5(20.83)

	Vancomycin
	10(41.66)
	6(25.00)
	8(33.33)

	Teicoplanin
	17(70.83)
	0(00.0)
	7(29.16)



Table 12: Antibiotic susceptibility profile of Staphylococcus aureus species (n =8)
	Antibiotics
	Sensitivity
	Intermediate
	Resistance

	Ampicillin
	1(12,5)
	3(37.5)
	4(50,0)

	Amoxicillin+ Clavulanic Acid
	2(25,0)
	4(50.0)
	2(25,0)

	Ticarcillin
	0(00.0)
	3(37.5)
	5(62.5)

	Piperacillin 
	1(12.5)
	3(37.50)
	4(50.0)

	Piperacillin + Tazobactam
	3(37.5)
	1(12.5)
	3(37.50)

	Cephalotin
	1(12.5)
	3(37.50)
	4(50.0)

	Cefuroxime
	1(12.5)
	2(25.0)
	5(62.5)

	Cefixime
	3(37.5)
	0(00.0)
	5(62.5)

	Cefotaxime
	3(37.5)
	0(00.0)
	5(62.5)

	Cefoxitin
	1(12.5)
	0(00.0)
	7(87.5)

	Cefoxitin 32
	2(25.0)
	1(12.5)
	5(62.5)

	Ceftazidime
	4(50.0)
	0(00.0)
	4(50.0)

	Cefepime
	5(62.5)
	1(12.5)
	2(25.0)

	Imipenem
	4(50.0)
	3(37.5)
	1(12.5)

	Nitrofurantoin
	5(62.5)
	0(00.0)
	3(37.5)

	Gentamicin
	7(87.5)
	1(12.5)
	0(00.0)

	Norfloxacin
	3(37.5)
	0(00.0)
	5(62.5)

	Tobramycin
	1(12.5)
	0(00.0)
	7(87.5)

	Amikacin
	5(62.5)
	2(25.0)
	1(12.5)

	Tetracycline
	0(00.0)
	0(00.0)
	8(100.0)

	Nalidixic  acid 
	1(12.5)
	2(25.50)
	5(62.5)

	Ofloxacin
	1(12.5)
	0(00.0)
	7(87.5)

	Levofloxacin
	1(12.5)
	1(12.5)
	6(75,0)

	Ciprofloxacin
	1(12.5)
	0(00,0)
	7(87,5)

	Cotrimoxazole
	1(12.5)
	0(00,0)
	7(87.5)

	Fosfomycin
	2(25.0)
	0(00.0)
	6(75.0)

	Penicillin
	2(25.00)
	0(00.0)
	6(75.0)

	Oxacillin
	5(62.5)
	0(00.0)
	3(37.5)

	Oxacillin COAG(-)
	5(62.5)
	0(00.0)
	3(37.5)

	Kanamycin
	0(00.0)
	2(25.00)
	6(75.0)

	Erythromycin
	2(25.00)
	3(37.5)
	3(37.5)

	Lincomycin
	5(62.5)
	0(00.0)
	3(37.5)

	clindamycin
	5(62.5)
	0(00.0)
	3(37,5)

	Pristinamycin
	2(25.0)
	1(12.5)
	5(62.5)

	Quinipristin+Dalfopristin
	2(25.0)
	0(00.0)
	1(12.5)

	Minocycline
	3(37.5)
	0(00,0)
	3(37.5)

	Rifampicin
	1(12.5)
	0(00.0)
	2(25.0)

	Linezolide
	3(37.5)
	3(37.5)
	2(25.0)

	Vancomycin
	3(37.5)
	3(37.5)
	2(25.0)

	Teicoplanin
	3(37.5)
	(00.0)
	5(62.5)



4. DISCUSSION
We conducted a prospective descriptive study at the laboratory of the Sino-Guinean Friendship Hospital which allowed us to elucidate the antibiotic sensitivity profile of bacteria isolated from urinary tract infections in pregnant women consulting at the CMC Ratoma.
The results of this study indicate that 33.3% of pregnant women were in the 25-30 age group (Table 1). Our results are identical to the study conducted by Fabiyi K., in 2016  in Benin, which found 33.87% of the 25-30 age group to be the most affected [17]. Our results are also close to those found by Itatahine. Indeed, these authors reported that the pregnant women included in their study had an average age of 29 years (Itatahine et al., 2025) [18]. 
Furthermore, Dube et al., (2023) also reported that the majority of pregnant women included in their study were under 30 years old. Moreover, Balachandran et al. (2022) reported similar results [19,20]. These different studies thus show that this age group under 30 corresponds to an age of high fertility. In other world, this high rate could be explained by these young populations,  are at the beginning of their sexual lives and sexual intercourse is generally very frequent, which would promote the spread of germs to the upper urinary tract.
Regarding origin, the Ratoma district was the most represented, followed by the Matoto district, with respective proportions of 82.9% and 4.8% (Table 2). This high rate of attendance could be justified by the proximity of the study site and the fact that this district is now served by the hospital.
Regarding origin, the Ratoma district was the most represented, followed by the Matoto district, with respective proportions of 82.9% and 4.8% (Table 2). This high attendance rate can be explained by the proximity of the study site and the fact that this district is now served by the hospital.
According to socio-professional categories, seamstresses were the most represented at 30.1% followed by housewives at 26.1% (Figure 1). Our results are comparable to those of Doumbia R in Mali in 2020, who reported that housewives were the most represented at 26.1% followed by workers at 20.3% [1].
According to gestational age, The second trimester of pregnancy was the most represented, with a rate of 52.4%, followed by the third trimester at 43.9% (Table 3). This rate is similar to that of Togo A., in 2016  which found a respective frequency of 48% and 45.9% in the 3rd and 2nd quarter [21]. Our results are also similar to those reported by Dube et al. in 2023, who showed that the majority of patients in their study were in the second trimester of pregnancy [19]. 
This could be explained by the fact that in the second trimester, urinary stasis is a major cause of UTIs, exacerbated by the compression exerted by the gravid uterus on the bladder and ureters. The glucose and protein levels in urine increase, especially at the end of pregnancy, which decreases urine acidity and creates a favorable environment for bacterial growth.
However, our results differ from those reported by Yakhlaf (2019) and Balachandran et al., (2022), who reported a predominance of urinary tract infections in pregnant women during the first trimester, with rates of 74% and 43.9%, respectively [20,22 ].
The results of our present study show that pregnant women in the first trimester were the second most affected group, with 43.9%, just after those in the second trimester, with 52.4% (Table 3). All of these data from these different studies suggest that the first two trimesters of pregnancy may correspond to periods when the risk of urinary tract infections is high.
Multiple pregnancies were the most represented group in our study, at 41.9% (Table 4). This result corroborates that of Nadège A., in 2021, who found a representativeness of 63.2% for multiple pregnancies [23].
In this study, of the 105 urine samples that were cultured, 81 samples yielded positive bacterial cultures (77.14%), while two other samples yielded positive non-bacterial but fungal (yeast) cultures (Figure 2). Our results are close to those of Naber et al., (2008) who reported a frequency of culture positivity of 74.6% [24]. This positivity rate of bacterial cultures is significantly higher than those reported by other authors. Indeed, Aikou et al., (2022) in their study, revealed that out of 192 bacterial cultures, 19 were positive, at a frequency of 9.9% [25]. 
Also, Dube et al., (2023) reported a negative culture frequency of approximately 37.7%; the symptomatic women in their study showed no growth of uropathogens in their urine [19]. This corresponds to a culture positivity rate of 62.3%. More recentlty, Bakleezi et al., (2025) authors reported that in their studies on 536 participants, 34.3% of pregnant women were found to have UTIs [26].
The bacteriological profile of all positive urine culture isolates was marked by a predominance of Gram-positive bacteria (50.6%) compared to Gram-negative bacteria (47.0%), and yeast (2.4%) (Figure 2). Our results differ from those reported by some authors who have shown that Gram-negative bacteria are more frequently isolated. Indeed, Sonkar et al. (2021) reported in their study that the most frequently identified isolates belonged to the species E. coli (61.16%), while Gram-positive bacteria were predominantly represented by Staphylococcus aureus (8.3%) [27]. Similarly, Itatahine et al. showed a predominance of Gram-negative bacteria compared to Gram-positive bacteria (42.4%) and yeasts (21%). Likewise, Ali et al., (2022) reported a predominance of Gram-negative bacilli (71%), with Escherichia coli leading the way (43.5%) [28]..
In our study, the bacterial species identified in the urine culture were: For Gram-negative bacteria: Escherichia coli followed by Enterobacter aerogenes and Enterobacter cloacae with frequencies of 34.6%, 6.2%, and 4.9%, respectively. For Gram-positive bacteria: Staphylococcus lentus (29.7%), Staphylococcus xylosus (11.1%), and Staphylococcus aureus (9.9%).
Our results differ from those found by Guyer (2023) who reported that Staphylococcus xylosus was the most frequently found species (19.47%), followed by Staphylococcus haemolyticus (17.62%), Staphylococcus lentus (17.01%), and Staphylococcus aureus (16.80%). The 15 other isolated species were in the minority; indeed, they together represented less than 30% of our study population [29]. Lee et al 2019, reported that in there study, staphylococcal species (non-aureus) were the second most common uro-pathogen overall, contributing to 23% of positive cultures. The majority of these isolates were presumably Staphylococcus saprophyticus, a leading cause of cystitis in young women. The majority of these isolates were presumably Staphylococcus saprophyticus, a leading cause of cystitis in young women [30]. In Guinea, a study reported by Camara et al in 2020 showed that in urinary tract infections, Staphylococcus aureus strains came in second place with 32% of the strains isolated, just after Escherichia coli (40%) [31]. On the other hand, Taha reported in his 2024 study that the only Staphylococcus species isolated was Staphylococcus saprophyticus, representing only 3.27%. However, this author showed that Enterobacteriaceae accounted for 84.77% of the strains, with Escherichia coli being predominant (56%) [32]. 
In the present study, we showed that approximately 26.7% of women were on antibiotics (Table 5),  while only 4.8% used herbal infusion (Table 6). The use of antibiotics and the overuse of decoctions are factors that can lead to antibacterial treatment failures.
The study of bacterial sensitivity to antibiotics showed that Gram-negative bacteria were resistant to cefotaxime and cefixime (97.4%) and (94.9%), respectively, and susceptible to the combination of piperacillin and tazobactam (84.6%) and imipenem (79.5%). Antibiotic resistance most often results from repeated antibiotic administration. Our results differ from those of Nadège A. in 2021 in Benin , who found that Gram-negative bacterial strains isolated from urine cytobacteriological examinations were resistant to ampicillin (AMP) in 100% of cases, amoxicillin (AMX) in 95% of cases, and amoxicillin + clavulanic acid (AMC) in 92% of cases [23]..
Gram-positive cocci exhibit high resistance to tetracycline (95.2%) and high susceptibility to nitrofurantoin (73.8%). The results of this study are comparable to the reports of Ali AH (2022) in their study, which found that Gram-positive bacterial isolates were relatively susceptible to erythromycin, cefoxitin, ceftriaxone, nitrofurantoin, gentamicin, and ciprofloxacin (85%, 85%, 75%, 75%, 70%, and 65% respectively), and high resistance to ampicillin (90%) and tetracycline (55%) [24]..
The isolated E. coli strains showed resistance of 96.4% to cefixime, 85.7% to ampicillin, and 82.1% to cephalothin and cefuroxime. Conversely, they showed susceptibility of 89.3% to tetracycline and 85.7% to piperacillin + tazobactam. Comparing our results with the data from Uzochukwu OV. et al. in 2023 , we observed that in their study, all Escherichia coli isolates were resistant to amoxicillin/clavulanic acid (100%) and cotrimoxazole (sulfa/trimethoprim) (100%), followed by ceftriaxone (62.5%) [33] . In contrast, they showed 100% sensitivity to netilmicin, meropenem, and ofloxacin, respectively. High sensitivity was also observed with levofloxacin (91.7%), gentamicin (87.5%), imipenem (83.3%), and ceftazidime (58.3%).
In our study, Staphylococcus lentus was resistant to tetracycline and cefuroxime with respective frequencies of 91.7% and 82.1%. However, it exhibited a susceptibility of 79.2%. But Gueyer reported in 2023 indicated in his thesis that all his strains were resistant to benzylpenicillin and aztreonam (100%), followed by cefoxitin (89.29%), penicillin (87.5%), and trimethoprim/sulfamethoxazole (87.5%) [29]. 
All of these results appear to confirm those reported by other authors. Indeed, some authors had shown that urinary tract infections (UTIs) are very common bacterial infections in women, occurring mainly between the ages of 16 and 35 [Balkeezii et al., 2025; Bano et al., 2023]. It is estimated that 10% of women contract a UTI each year and that a significant percentage (40% to 60%) will experience one at least once in their lifetime.
Conclusion: The results of our study conducted in Conakry, specifically at the Biomedical Laboratory of the China-Guinea Friendship Hospital in Kipe, on urine samples collected from pregnant women seen at the Ratoma Municipal Medical Center, show that urinary tract infections are common in pregnant women. These results show that various bacterial species are involved in uropathogenic infections in pregnant women in Conakry. The different uropathogenic bacterial species exhibit multidrug resistance to the tested antibiotics, thus necessitating enhanced monitoring of bacteriological resistance through the rational use of antibiotics in Conakry, particularly among pregnant women.
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