VAGINAL DISCHARGE
I. OVERVIEW: 
Most common reason for visit to gynecologist. 

10% of office visits to Primary Care. 

Epidemiology:  variable according to patient population
Patients presenting to OB/Gyn with vaginal discharge. 

-33% Bacterial vaginosis

-20-25% Cervicitis

-20% Candida

-10% Normal secretions

-10% Trich

-2-5% Undetermined

Healthy Vagina:
May increase due to hormonal concentration or a pH disturbance. 

Without odor. 

Acidic pH=3.8-4.2

Predominance of lactobacilli

Few WBC’s

Gardnerella and candida exist in the normal vagina. 

Diagnostic Studies:
Microscopy (wet mount): using normal saline and 10% KOH. (only 20-60% sensitive)
Amine (Whiff) test: using 10% KOH, a positive test results in a fishy odor due to the release of amine in the discharge
Vaginal pH : However, pH in premenarchal and postmenopausal women may be 4.7 or higher, thus measurement of pH is less useful at these ages. Also, lubricating gels, semen, douches, and intravaginal medications may alter pH. 
Cultures/DNA probes:  consider when cervicitis, GC, Chlamydia suspected. 
II. BACTERIAL VAGINOSIS:
(most common cause of vaginal d/c in US. )

	Normal
	Bacterial Vaginosis

	Predominately lactobacilli
	Low concentration lactobacilli

	Low concentration gardnerella and anaerobes
	Gardnerella  concentration 100x normal

	Total bacterial concentration 106
	Total bacterial concentration 109-11

	Ph= 3.8-4.5
	pH >4.5

	
	


Clinical Characteristics:

High pH 
Foul Smelling- smell worsens with menses and after intercourse due to interaction of basic pH of blood, seminal fluid and the vaginal fluid, resulting in the release of amines. 
Lack of irritation and itching

Diagnosis: 

Amsel Criteria: (80-90% sens with 3 out of 4 of  the following) (<10% false pos)

1. Homogeneous, thin vaginal discharge… Cup of milk)

2. Vaginal pH greater than 4.5

3. Positive whiff-amine test. (fishy odor with 10% KOH) 
4. Clue cells on saline mount (at least 20% of epithelial cells)
DNA probes expensive (detect high conc of abnl bacteria) 
Diagnostic cards: detect elevated pH and increased amine conc (87% sens, 92% spec)
No role for culture
COMPLICATIONS:

Preterm Birth 
Infection post hysterectomy 



Postpartum fever

PID?  ( ?rel to inc pH and more susceptible to pathogens)

TREATMENT: Controversial: treat if symptomatic-resolves spontaneously in up to 1/3 
Metronidazole 500mg bid x 7 days. (90% cure)

Metronidazole 2g single dose ( higher rate of recurrence)

Clindamycin 300 tid x7 days

0.75% metronidazole gel bid x 7d.*

2% Clindamycin cream intravag qHS x 7 days*
Clindamycin suppositories x 3 days*
*Topicals 70-85% successful

Asymptomatic patients: Should consider treatment of women who are to undergo pregnancy termination or hysterectomy. Preoperative treatment decreases the frequency of postoperative infectious complications. 
30% relapse 
Rx prolonged 10-14 days

No evidence to support treatment of sexual partner. 

III.VULVOVAGINAL CANDIDIASIS  ( VVC)
Candida Albicans responsible for 80-90%
Rarely C. glabrata, tropicalis.  These are less sensitive to OTC topical treatment

Approximately 75% premenopausal at least one episode

<5% develop recurrent VVC
25-40% women of reproductive age are asymptomatic carriers

RISK FACTORS: 
-Diabetes Mellitus

-Immunosuppresion (coricosteroids, HIV, etc)
-Antibiotics 

-Pregnancy

-OCPs

-Vaginal sponges and IUDs, not spermacides. 

-No high quality evidence linking with hygiene or tight or synthetic clothing
Clinical:

Pruritus and irritation (inflammation)

External dysuria

Erythema 

Sometime thick adherent “cottage cheese-like”

Diagnosis:

PH 4-4.5

KOH wet prep, Microscopy 50% sensitive
Therapy:

Topical antimycotic drugs achieve cure rates in xs of 80%

Azoles more effective than nystatin
Fluconazole 150 mg single dose (lasts up to 72 hrs) (SE= HA, GI intol, transient LFTs ↑
Complicated (Severe symptoms, DM, Abnormal host) may require longer duration

· 10-14 days topical

·  repeat fluconazole 150 after 3 day

Recurrent VVC

4 or more episode per year

Usually susceptible strains of C. Albicans

1/3 have non-albicans species and may require culture

Minority have risk factor. (Immunocomp, DM, HIV, antibiotics, hormone therapy) 
Maintenance Suppressive Therapy:
(Initial intensive therapy for 10-14 days followed by maintenance regimen x 6 months)
-Fluconazole 150mg q72hrs x3 doses, then once per week for 6 months
-Clotrimazole 500 mg vag supp/ week

Treat sexual partner if evidence of balantitis
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