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tics without improvement. We treated her
successfully with local applications of
piperazine solution for only eight days, and
more than 18 months elapsed since without
any recurrence. In chronic cases of sterile
pyuria, therefore, urine should be examined
for parasites. If the ova or larvae of E
vermicularis are found treatment should be
by local irrigation ofthe urethra and bladder
and vaginal application of piperazine salts.
The most probable source of repeated

urinary tract infections in our patient was the
vagina and not the intestinal tract. This
explanation is based on three observations:
(1) stools and parianal swabs from her and
her husband were repeatedly negative for E
vermicularis, (2) her condition responded to
topical vaginal treatment, and (3) no anti-
microbial or other drug was required to treat
this condition.

Yours faithfully,
Sarman Singh

J C Samantaray
Section of Parasitology,
Department of Medical Microbiology,
All India Institute of Medical Sciences,
New Delhi 110 029, India
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TO THE EDITOR, Genitourinary Medicine

Importace of Gardaerella vagin as an
aetiological agent in bacterial vagns

Sir,
Ching et al have reported that using the
PEM-GVA (plastic envelope method) Gard-
nerella vaginalis was isolated from 47 of 49
(96%) of women with clinical bacterial
vaginosis (BY).' The PEM broth medium
showed an adherence ofG vaginalis bacteria
in 75% of these patients.

Using the PEM-GVA test, we undertook a
study specifically directed at further inves-
tigating the in vitro adherence of G vaginalis
in patients with symptomatic BV. We
studied 103 consecutive women attending a
local health clinic. We compared the results
of pelvic exanations with results of the
PEM-GVA and conventional techniques.'-3

Table 1 shows that G vaginaliswasisolated

Table 1 Isolation ofGardnerella vaginalis
from 19 women with and 84 without bacterial
vaginalis (BV) (figures are numbers
(percentages) ofwomen'yielding G
vaginalis)

Conventional
Category No PEM-GVA culture

BV 19 19 (100) 16(84.2)
Non-BV 84 18 (21.4) 18 (21.4)
Totals 103 37 34

from 19 (100%) women with BV and 18
(21.4%) of the remaining 84 patients, who
did not have BV. Appreciable adherence, as
shown in table 2, occurred in 18 (95%) of the
19 women with BV and five (6%) of the 84
other patients (p < 0.0001). Table 3 shows
that appreciable numbers of clue cells were
found in 16 (84%) ofthe 19 women with BV,
and four (5%) of the 84 other patients
(p < 0.0001). When appreciable bacterial
adherence and clue cells were absent, results
correlated best with a BV negative predictive
value of98%.
A previously unreported observation was

used in this study as a possible indicator of
BV, namely the presence of gas bubbles in a
patient's discharge. It was present in all the
positive symptomatic confirmed cases.

In vivo adhesion of G vaginalis to epith-
elial cells may be important in the pathogen-
esis of BV.4 Whether any relation exists
between the in vivo and in vitro adherence
described previously is speculative. The
results of this study, however, indicate that
the PEM-GVA provides a rapid, sensitive,
and specific method of growing G vaginalis.

Adherence density BV Non-BV

4+ 14 1
3+ 4 4
2+ 1 5
1+ 0 3
None 9 71
Total 19 84

Appreciable densities were 3+ and 4+.

Table 3 Clue cell density in 103 women

Clue cell density BV Non-BV

4+ 10 0
3+ 6 4
2+ 2 4
1+ 1 7
None 0 69
Total 19 84

Appreciable densities were 3+ and 4+.
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This system also presents the microscopic
visualisation of bacterial adherence and clue
cells that correlate significantly with the
clinical diagnosis of BV.

Yours faithfully,
KA Borchardt*

B S Adly*
R F Smitht
J Eapen$
C B Beall

*Center for Advanced Medical Technology,
San Francisco State University, San
Francisco,
tContra Costa County Health Department,
Martinez,
tInternational Health Services, East Palo
Alto, California, USA
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TO THE EDITOR, Genitourinary Medicine

Sir,
Following the recent report of urethritis due
to Neisseria meningitidis,- acquired from
heterosexual oro-genital contact,' we wish to
report a similar case. A 16 year old school-
boy was referred by his GP in January 1989.
He gave a history ofpain in the left iliac fossa
radiating to the groin for one day. He denied
any urethral symptoms, and maintained that
he had never had sexual intercourse. There
was no significant past medical history. On
examination he had a tender swelling ad-
jacent to the left testicle and a profuse
purulent urethral discharge. Gram negative
intracellular diplococci were present on
urethral smear.
A presumptive diagnosis of gonococcal

urethritis and epididymitis was made and he
was treated with 2 g intramuscular spec-

tinomycin and a twoweekcourse ofdoxycy-

Acute urethitis due to Neisseria meniagitidis
Table 2 Adherence density of Gardnerella group A acquired by oro-genital contact: cae
vaginalis in 103 women report
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cline 100 mg bd. On further questioning he
revealed that he had been in contact with a 17
year old girl. Although fellatio had occurred
he denied vaginal penetration. The urethral
culture grew N meningitidis. Chlamydia tra-
chomatis was not detected by routine clinic
testing (Chlamydiazyme, Abbott Labora-
tories). On review, after one week, no
pathogens were detected on microscopy and
culture. In spite of several requests the
partner did not attend for screening.
N meningitidis more commonly colonises

the throat than the genital tract. Isolation of
it from the patient's urethral discharge is
therefore compatible with his history of oro-
genital contact. It has previously been found
in association with epididymitis.2 In this case
isolation ofN meningitidis from the urethra
offers a rational explanation for what
initially appeared to be a case of "virgin
gonorrhoea".

P E Hay,
SM Murphy,
R J S Chinn,

Department of Genitourinary Medicine, St
Mary's Hospital, London W2 lNY, UK
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TO THE EDITOR, Genitourinary Medicine

Genitournary medicine in Edinbu

Sir,
The recent article in Genitourinary Medicine
on sexually transmitted diseases in Britain:
1985-6' notes declining rates of syphilis and
gonorrhoea (B1), and the increasing
incidence of genital warts (Cl 1) and non-
specific genital infection (C4), as well as the
substantial increase of "other conditions
requiring treatment" (D2) and "those not
requiring treatment" (D3). The correspond-
ing figures for the genitourinary medicine
service provided in Edinburgh, for a catch-
ment population of approximately 844,000,
from 1980-87 have been discussed in detail
elsewhere2 but addition of the 1988 figures
shows a changing trend worthy ofcomment.

Overall, the total number of new diag-
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Fig 1 Trends in specific diagnoses in
homosexual men: 1980-1988.

noses has remained constant (7545 in 1980;
7795 in 1988), although the number of
homosexual men attending the clinic more
than doubled between 1980 and 1985 (from
331 to 719). Within the homosexual popula-
tion (fig 1) the number of cases of gonorr-
hoea (both total and rectal) reached a peak in
1982, followed by a sharp decline, whereas
the number of cases of genital warts
plateaued between 1984-6, falling thereafter.
Meanwhile, the numbers ofD2 (which in this
clinic includes testing for antibody to the
Human Immunodeficiency Virus (HIV)),
has progressively increased. However, in
1988 there has been an increase in the
numbers of cases of gonorrhoea and genital
,warts.

In the total clinic population (fig 2) there
has been a steady decline in gonorrhoea since
1980, and a decline in C4 since 1984, but the
prevalence of genital warts has steadily
increased until 1988 when there was a small
drop in numbers. Meanwhile, as in the
homosexuals, the number of D2 cases has
increased steadily, again probably reflecting
the increase in HIV testing (329 tests in 1986;
464 in 1988).

The fall in prevalence of specific infections
in homosexuals (bacterial initially, followed
by viral 4 to 5 years later) is consistent with
altered sexual behaviour in response to the
threat of HIV infection. However, it is
disturbing that the trend is not maintained in
1988. Although these cases could represent a
small reservoir of people who will never be
prepared to modify their behaviour, it is to
be hoped that they do not represent people
who previously practised "safer sex" but
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Fig 2 Trends in specific diagnoses in total
clinic population: 1980-1988. Bl-
gonorrhoea, C4-Non-specific genital
infection, Cl -Genital warts, D2-Other
conditions requiring treatment.

have now given up taking care. The trends
noted in the homosexuals are reflected three
years later in the total population, and it is
reassuring to see a break in what appeared to
be the relentlessly increasing numbers of
cases of genital warts, although it should not
be assumed on the figures of only one year
that this represents a general trend.

It is important, if these data reflect
modification of sexual behaviour in
heterosexuals, as well as homosexuals, to
continue with health education and promo-
tion of "safer sex", in order to prevent a
reversal of the trend. Although the numbers
of specific infections is decreasing, the total
number of diagnoses is stable, with steadily
increasing numbers of D2, which may reflect
the public's increasing awareness ofHIV and
other problems relating to their sexuality. It
is imperative for resource planning that these
changing trends be recognised.

C Thompson,
DHH Robertson,

Department of Genitourinary Medicine,
Royal Infirmary of Edinburgh, Lauriston
Place, Edinburgh EH3 9YW, UK

Refereoces

1 PHLSSCDSC. Sexually transmitted diseases in
Britain: 1985-6. Genitourin Med 1989;65:
117-21.

2 Thompson C. Genitourinary Medicine in Edin-
burgh: 1980-1987. Health Bull (Edin) 1989;
47:120-32.

(I

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://sti.bm

j.com
/

G
enitourin M

ed: first published as 10.1136/sti.65.4.285-a on 1 A
ugust 1989. D

ow
nloaded from

 

http://sti.bmj.com/

