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Treatment of Vaginal Discharge

— Dr A Adam

Summary

Vaginal infections ave not veportable in
the RSA and the actiology of cxcessive
raginal discharge amongst urban black
patients unknown. T study was
carried out to determine the microbiology
of excessive vaginal discharge in order to
aive qmdelings for appropriate
treatinent,
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Introduction

Excessive vaginal discharge, due 10
vaginitis and cervicitis, is a commonly
¢ncountered prablem in practice.
Many so-called broad-spectrum and
over-the-counter vaginal preparations,
sold in this country, are notoriously
ineftecrive in treatment® and can lead
tor distressing vulvovaginal irnitarion,

Vaginal infections are nor reportable
in South Africa and information on
rthe microbiologic actiology of
excessive vaginal discharge amongst
urban black paticnts has been
inadequare. Specific therapy, based
on a microbiologic diagnosis, would
seem to have a higher chance of
achieving curc. Therefore, a study
was carried out in order to determine
the microbiology of excessive vaginal
discharge, so rhat appropriate
treatment guidelines could be given
tor this condmon.

Patients
The study population consisted of

ninery-two non-pregrant, sexually
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active women trom the urban setting
of Mamelodi. The age-range of the
patients was between 17 and 46 years
with an average {mean) of 29 vears,
Criteria for inclusion into the study
were the presence of excessive vaginal
discharge only, as complained of by
the patient; or in some combination
with vulvovaginal irmitation, dysuna,
dysparcuma and vaginal malodour.
Patients were excluded from the
study it they had received any form of
antimicrobial therapy, including over
the-counter vaginal preparattons, i
the preceeding two weeks,

Methods

Each patient was subjected toa
general and gynaccologic
examinatien. The urine was tested for
glucose. Note was made of any
malodour ard the appearance
(colour, consistency, cte) of the
discharge was recorded. The cervix
was exposed to observe the presence
or absence of any mucopurulent
cxudate from the endocervix. The
vaginal pH was measured with
indicator paper (Whatman, narrow
range, pH 4 to 6) dipped into the
discharge.

The ccrocervix was wiped clean with
cotton wool and swabs were taken
from the posterior formx and the
endocervix. All the chemical and
microbiologic investigations were
conducted by a team of
microbiologists from the Medical
University of Southern Africa
(MEDITNSA).

Results

The incidence of the various vaginal
and cervical infections diagnosed in
this study is shown in Table 1.
Bactenial vaginosis ( BV} was
diagnosed in 61% of che patients. Tn
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the absence of other pathogenic
genital micro-organisms, BV was
preseat in 25/92 (27%) of the
paticnts. Of the 21 veast isolates, 18
(86%) were identitied to be Candida
albicans, the restwere found to
belong the genus Tordopsis. None of
the Nessseria gonorbora strams was
found to produce beta-lactamase.

Table 1: Incidence of bactenal
vaginosis and genital micro-
organisms in 92 patients with
vaginal discharge.

Diagnuosis No (%)
Bacterial vaginosis e 6l

T vagimalis 27 29
Yeasts 21 23
N gonorrhoea 3 3
C trachomaris 17 ISJ

Inn 30 patients cervicitis was indicated
by the presence of a mucopurulent
endocervical discharge and/or 10 or
more polymorphonuclear leucocytes
{PMS’s) per lugh power ficld on
pram-stained cervical smears. The
majority of these panents also had
erythema and ocdema of the cervix,
Only one patient had cervical
ulceration. Chlasmydia trachomatis was
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Table 3: Percentage distribution of mixed infections

No of infections

I 2 3 4
Racterial vaginasis (n = 56) 45 45 11
T vaginalis (n = 27) 19 59 22
Yeasts (n = 21) 38 43 19
N gonorrhoca (n = 3) 33 33 33
C rrachematis (n = 17) 23 65 12
All patients (n = 92) 13% 47% 34% 6%

isolated from 47% and N gonorrhoca
tfrom 10% of these women (Table 2).
In one of these cases both organisms
were recovered and in 14 (47%)
neither agent was isolated. The
carriage rate ot C #rachomatis in the
62 women in whom the cervix
appeared normal was 5%. N
gonorrhoen was nat recorded in this

group.

The percentage distribunon of the
number of infections diagnosed in
¢ach patient is shown in Table 3. In
12 (13%) of the study population
neither a genital pathogen nor BV
was demonstraced. Ten of these
women weré adjudged to have a
physiological increase in the amount

Table 2: Isolation of Neisseria gonorrhoca and Chlamydia
trachomatis in patients with a normal cervix and with cervicitis

Normal cervice Cervicitis

Organism (n=62) (n =30)

No %o No %

No gonarrhoca 0 " 3 L0

| C trachomaris 3 ) 14 47
376 SA Family Prachice June 1990

of vaginal discharge and the other
two were tound to have signs of
cervicitis. Single infections were
demonstrated 1in 47% and mixed
infections in 40% of the patienrs.
From Tablc 3 the percentage
distribution of the various infections
individually and when mixed can also
be seen. In general, infections of the
grenital tract oceurred more
frequently when mixed with ar least
one other infection. In the 21 women
in whom veasts were found 6 (29%)
had concomitant trichomaniasis
together with active clinical
candidosis, indicated by evidence of
pscudohyphac in wet preparations.’

Treatment Guidelines

Based on the findings of this study
appropriate guidelines can be given
with regard ro therapy of urban black
paticnts presenting with cxcessive
vaginal discharge.

Trichomoniasis

Twenty seven (29%) ot the ninety-
two patients studied harboured
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Trichomonas vaginalis. Swabs were
taken trom the posterior fornix and
diagnosis was made by direct
visualisation of T vaginalis in normal
saline wet preparations.

Erther single dose or treatment over a
penod of five to seven days can be
instituted. In cases where non-
complbiance would be a problem it 15
betrer to mnstitute single-dose therapy.,

Metronidazole 1s given either as:
2 ¢ orally single dose, or

(.5 g (500 my) orally 12-hourly over
five davs, or

0,25 g {250 mg) orally 8-hourly over
seven days.

If trearment fatlure occurs, in which
reinfection has been excluded, the
patient should be given a single 2 g
dose of metromdazole daily tor three
chays.

Male sex partners of patients should
be treated with either the single dose
or the seven-day regimen. In this
study only seven of the twenry seven
patients were able to contact their sex
partacrs and these were treared with
the seven-day regimen.

Many so-called broad-spectrum
and over-the-counter vaginal
preparations are notoriously
ineftective and lead to irritation

If repeated treatment tatlare oceurs
patients should be managed in
consultation with an expert.
Evaluation of such patients should
include determination of the
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susceptibility of T vaginalis to
metronidazole.?

Vulvovaginal candidosis

Usually this is not considered to be a
sexually transmitted disease. Sexual
contact probably accounts for only a
small proportion of cascs of
vulvovaginal candidosis. It is
chagnosed i women presenting with
signs involving the external genitalia

Few of the sex partners could
be contacred

Twenty one (23%) of the patients in
the study had yeasts and some degree
of vedema of the vulva. Fungal
clements were observed 1n potassium
hydroxide wer preparations. From the
21 yeast isolates, swabs were plared
on Sabouraud’s agar and sent to the
laboratory for further identification
which showed that 86% of the veasts
were Candida albicans.

It should be remembered that
diabetes mellitus and treatment with
broad-spectrum antibiotics
predispose patients to the
development of vulvovaginal
candidosis.

Both single-dose and a three-day
regimen have proved to be effective.
Teraconazole (Terazol depot) as a
single dose and clotrimazole as a
three-day regimen were used.

Teraconazole 1 a synthetic triazole
fungicide and 15 believed to interferc
with triglyceride synthesis in the yeast
cell wall. One teraconazole (160 mg)
owvitle must be inserted high into the
vagina at bedrime once only, or
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clotrimazole {Canesten) 160 myg 2
tablets, intravaginally at bedtime for
three days.

Pacients with frequent unexplained
infections should be evaluated for
predisposing conditiens (especially
HIV.infection, patients on steroid
therapy and oral contraceptives,
diabetes mellitus, hypocalcacmia and
frequent antibiotic tréatment) should
be referred to an expert for care.

Treatment of sex partners is not
necessary unless candidal balanins is
present.” In this study none of the
patients brought their sex partners
for treatment.

Bactenal vaginosis (BV) (formerly
called Gardnerella-associated
vaginitis) is the clinical resule of
alternations in the vaginal microtlora.
Diagnosts is made when three of four
criteria arc present (a thin
homogeneous discharge, pH 4.5,
presence of clue cells in gram-stained
vaginal smears, positive amine odour
test also called ‘snitf-test® when
vaginal discharge is mixed with a few
drops of 10% potassium hydroxide
an a glass slide.

Oral contraceptives may have
an etfect on vaginal physiology
favouring the overgrowth of
yeasts

Treatmcent consists of metronidazole
500 mg orally, 12-hourly for seven
days.

No clinical counterpart of BV is

recognised in the male, and treatment
of the male sex partner has not been
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shown to be beneticial for the patient
or the male parener.?

Mucopurulent cervicitis duc to
Chlamydia trachomatis was
demonstrated in 17 (18%) of the
studv population. Culture and
nonculture methods tor diagnosis are
not routinely carried out in practice.
So, in clinical settings where testing
tor chlamydia is not routine or
available, treatment often is instituted
on the basis of clinical diagnosis or as
cortreatment for gonorrhocea.

It is recomnuended that periodic
surveys should be performed to
determine local ¢chlamydial prevalance
in patients with ganorrhoca?

Diagnostic eriteria used in this study
for mucopurulent cervicitis were the
presence of endocervical discharge,
which may appear yellow when
viewed on a white cotton-tipped
swialy, or 1f there are ten or more
polvmorphoenuclear leucocytes per
high power ficld on gram-stained
cervienl smears. !

The rreatment recommended 1s
dosyeyeline 100 mg orally 12-hourly
tor seven days, or rerracycline 500 mg

Tight-fitting, synthetic clothing
increase the temperature and
moisture in the perineal area

orally 6 hourly for seven days, An
alternare regimen is ervthromycin
base 500 mg orally 6-hourly or
equivalent salt tor seven days.

Infection of the cervix with Netsseria
gonorchoca was demonstrated in 3
{3%) of the study population. This
(requency of recovery 1s much lower
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than in similar studies carried out in
Durban® Qne reasen for this low
frequency is the higher average age of
padients in this study (29 years).
Ganorrhoea generally occurs more
frequently in younger patients. The
recommended treatment is influenced
by trends such as

1) the spread of infections due to
ansibioticresistant N gonorrhoca,
including penicillinase-producing
strains ( PPNG);

Tampons have a direct effect
on vaginal mucosa

2) the high frequency of chlamydial
infccnions in persons with
gonorrhoea;

3) recognition of complications of
chlamydial and gonococcal
infections and

4) the absence of a fast, inexpensive,
and highly accurate test for
chlamydial infection.

Co-existing chlamydial infection has
to be considered and so paticnts with
gonorrhoca should alse be treated for
presumptive chlamydial infections.
Generaily, patients with gonorrhoea
infeenons should be treated
simultancously with antibiotics
effective against both C trachomatis
and N gonorrhoea. Treatment
instituted in this study consisted of
doxyeyeline 100 mg orally 12-hourly
for scven days.

Tetracyeline may be given in place of
doxycycline; however, compliance
may not he so good since tetracycline
must be given ar a dose of 500 mg
6-hourly between meals whercas
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doxycyeline can be given without
regard to meals (absorption is not
affecred by meals). Also, at carrent
prices, tetracycline costs only a little
less than generic doxycycline.

Two of the male sex partners of the
three patients presented for treatment
and they were treated presumptively
with doxyeychine.

Persistent symproms after treatment
may mean antibiotic resistance or re-
infection. In the case of the former,
N gonorrhoea should be tested tor
antibiotic seasitivity. However,
treatment failure 1s commonly due to
re-infection and indicates a need for
improved sex-partner referral and
patient cducation.

Mixed infections

Mixed infections were demonstrated
in 40% of the study population
(Table 3). The trearment instituted
for mixed infections in this study
consisted of metronidazole,
tetracycline, and clotrimazole vaginal
tablers. This form of therapy covered

Every cffort should be made to
trace and treat the sex partner

bacterial vaginosis, infectiens due to
T vaginalis, C trachomats, N
gonorrhoea and yeasts.

Discussion

Clinical experience indicates that
excessive vaginal discharge appears to
be increasing, in urban blacks. The
rising levels of sexual activity, the
increasing percentage of the urban
black population talling into the ages
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Intreating pain
caused by inflammation...
make every second count

provides rapid relief when it's needed most

In the treatment of soft tissue injury and acute arthritic flare-up
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of peak sexual activity, increasing the
risk of sexually acquired infections
and technological advances have
contributed te this condition. The
use of oral contraceptives in place of
barrier methods facilitates acquisition
of pathogens. In addition, the oral
contraccptives may have a specific
cffect on vaginal physiology
favouring the overgrowth of yeasts.®
Much of the underwear and
tightfitting clothing waorn is
composed of synthetic fibres and may
play a significant role in vaginal
infections by increasing the
temperature and moisture in the
perineal arca,

Tampons appear to have a dircct
effect on the vaginal mucosa” and
have been implicated in vaginal
infections with Staphylococeus
aurcus and the toxic shock
syndrome.® Other toreign matter in
the vagina has been associared with
alterations in the vaginal flora and
overgrowth of anacrobic bactenia,

It is well to bear in mind that
excessive vaginal discharge may also
result from non-infective causes
which include ihcreased cervical
mucus sceretion at the time of
ovulation, psychosomatic
vulvovaginitis® and physiological
leucorrhoea'® and pregnancy.

These ¢onditions, however, are not
accompanicd by vaginal malodour, dy-
suria or dyspareunia; and microscopic
examination does not reveal any
leucoeytes per vaginal epithehal cell.

The problem of cxcessive
pathological vaginal discharge during
pregnancy has not been addressed
here, but it should be remembered
thar both metronidazole and
retracycline are contra-indicated m
pregnancy. Expert advice should be
sought when treating thcse patients.
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Tracing the male sex partners of
patients is often difficule in urban
black practice. Living in temporary
abodes, fack ot sufficient health
education and migrant labour
systems may account for paor contact
tracing and tollow-up.

The ctticacy of the penicillins 1s
decreasing because of the increased
frequency of penicillinase-producing
gonacoceus strains. In this study
penicillin was not used for this very
reason since surveys have shown an
almost 10% treatment failure rate due
to penicillinase producing organisms.

Even in clinical situations where it is
difficult to make a defimtive
diagnesis due to lack of laboratory
tacilitics, some treatment guidelines
can be given eminating from this

It appears to be increasing in
urban blacks

study, Treatment wicth metronidazole
is recommended in view of the
trequency of trichomoniasis and BV.
Both these respond very well to this
drug. Clotrimazole or teraconazole
should be prescribed for patients
presenting with features of
vulvovaginal candidosis, Co-existent
chlamydia trachomatis intections
should be treated with doxyeycline or
tetracycline to eradicate the orgamsm
and prevent complications associared
with both N gonorrhoea and C
trachomans infections.

Every ettort should be made to trace
male sex partners of the patients so
that they can be treated where appro-
priate. Patients should be asked to
retuurn for follow-up after treatment.
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