OBGYN—Vulvovaginitis and STDs
VULVOVAGINITIS


Vulvovaginitis is the most common condition seen by PCPs taking care of women.  Can be caused by infections, chemical irritation, or hypoestrogen environment.  Affects the labia minora/majora, clitoris, and vestibule of the vagina.  During reproductive years, the vagina is a moist environment, consisting of an alkaline transudate and cervical glands.  Normal vaginal discharge is clear to milky with no odor.  Normal vaginal microflora include lactobacillus, Corynebacterium (most prevalent), streptococcus, Bacteroides, and staph.  Changes with age, stress, hormonal influence, health status, and sexual activity can alter this normal flora.  Leads to signs and symptoms of vulvovaginitis (Vulvovaginal discomfort or abnormal vaginal discharge).
Usual Suspects

1) Bacterial vaginitis

2) Candida vulvovaginitis

3) Trichomonas vaginitis
Approach to Diagnosis

1) Color, consistency of discharge – presence of odor

2) Dysuria

3) Pruritis – discomfort before or after menses
4) Previous STDs

5) Bubble baths, soap, douching

6) Dyspareunia

7) Must do pelvic exam

8) Knowledge of appropriate lab test to aid in diagnosis 
Candidal (Monilial) Vulvovaginitis

Candidal (monilial) vulvovaginitis is the most common fungal pathogen to affect humans.  It is a true opportunistic infection.  95-90% of vaginal candida infections are caused by candida albicans.  10% are caused by other candida species such as candida glabrata, candida tropicalis, and candida krusei.  3 out of 4 women have had a vaginal candidal infection in their lifetime.  Common in females of childbearing age.  2nd most common cause of vulvovaginitis.
Risk Factors – any host factor that alters the vaginal environment/secretions

1) Pregnancy – more acidic vaginal mucosa suppresses growth of inhibitory bacteria
2) DM/HIV – must r/o diabetes candida infection
3) Corticosteroids

4) Anti-microbials – ampicillin, tetracycline, or cephalosporins
5) Age extremes
Signs and Symptoms

1) Vulvar pruritis – worse before or after menses.  Symptomatic after intercourse or urination
2) External dysuria

3) Thick, cottage cheese-like vaginal discharge

4) Dyspareunia

5) Erythema/edema of vestibule and labia

6) Thrush patches loosely adhered to vulva

7) Curd-like, clumpy, white vaginal discharge
8) Cervix will be normal
Diagnosis
1) Wet mount – microscopic evaluation of vaginal discharge.  Look for spores, conida, and pseudohyphae.  Addition of 10% KOH prep allows for easier ID of budding hyphae

2) pH of vaginal discharge <4.5 (normal)
3) Culture on Nickerson’s media

4) PAP smear – false positives
Treatment

1) Topical antifungals – “azoles” have 80% cure rate.  Azoles are better than Nystatin to cure candida.  SEE CHART!

2) PO antifungals – fluconazole is FDA-approved

3) Pregnancy – more difficult to treat.  Azoles are not approved until 2nd trimester.  Topical Nystatin in 1st trimester.  
Complications

1) Recurrent/persistent candidiasis - <5% of females.  Suppressive therapy includes Ketoconazole, itraconazole, and fluconazole

2) Prophylaxis during antibiotic or corticosteroid therapy
3) No intercourse until infection is cleared
4) Wear white-cotton underwear
5) Treatment of uncircumcised male partner.
Bacterial Vaginosis


Bacterial vaginosis is the MCC of vaginitis.  It is a symbiotic infection of anaerobic bacteria such as Bacteroides, mobiluncus, gardenella, and Peptococcus.  It is not sexually transmitted but thought to be linked to development.

Signs and Symptoms

1) Increase in vaginal discharge and malodor

2) Thin, gray-white-yellow, homogenous fluid

3) Fishy/musty odor – stronger after intercourse

4) No irritative symptoms

 Diagnosis
1) Except for the presence of abnormal discharge, pelvic exam is usually normal

2) Examine secretions under microscope, mix with 10% KOH
Amsel’s criteria (3 out of 4 necessary for diagnosis) 
1) Homogenous discharge

2) pH >4.5

3) Positive Whiff test

4) Presence of clue cells – increased number of WBCs with clumped bacteria on them 
Treatment

1) Metronidazole – Oral is 500mg BID x 7 days or 2gm PO x 1 dose.  Topical (Metrogel) is 0.75% applied intravaginally QD x 5 days

2) Clindamycin – Oral is 300mg BID x 7 days.  Topical (Cleocin) is 5% applied intravaginally qHS x 7 days or 100mg suppository qHS x 3 days
3) Pregnant females – topical therapy is NOT recommended.  Flagyl 250mg PO TID x 7 days or Clindamycin 300mg BID x 7 days.  Bacterial vaginitis can cause spontaneous abortion in females!
Trichomonas Vaginitis


Trichomonas vaginitis is caused by unicellular flagellate protozoan Trichomonas vaginalis.  It inhabits vaginal and urethral tissues in females.  Inhabits the urethra, external genitalia, prostate, and semen in men.  It is sexually transmitted.  Affects 2-3 million females/year.  Associated with presence of other STDs.  Pregnant females are at risk for PROM and low birth weight infants.  50% of patients are asymptomatic.  
Signs and Symptoms

1) Frothy, yellow/gray/white vaginal discharge with foul smell
2) Dyspareunia
3) Vulvar itching
4) Postcoital spotting
5) Vaginal soreness
6) Symptoms worsen after menses

7) Vulvar/vaginal erythema
8) Foul smelling discharge
9) Strawberry cervix – colpitis macularis 
10) Mild-lower abdominal tenderness – must consider salpingitis
11) Friable cervix
Diagnosis
1) Vaginal pH >5

2) Whiff test may or may not be positive

3) Saline wet mount of vaginal secretions – motile flagellates

4) Can be diagnosed on PAP smear

5) May culture
Treatment

1) Metronidazole 500mg PO BID x 1 week or 2gm PO x 1 dose

2) Must test and treat all sexual partners – abstain from intercourse or use condom until treatment is complete
Bartholins Gland Cyst/Abscess


Bartholins gland is located inferiorly on either side of the vaginal opening.  The gland, when filled with fluid, can become distended and painful).  Occasionally forms cysts or abscesses (secondary to occlusion of the ostium).  Highest incidence in females between 20-29 years old.  Nulliparity and no health coverage are also considered to be risk factors.  Most common organism is n. gonorrhea.  Others include Chlamydia, staph, and strep
Symptoms

1) Painful, unilateral labial edema

2) Dyspareunia
3) Fever
4) Intermittent pain and discharge
5) Tender labial mass
6) May be fluctuant
Treatment

1) Needle aspiration

2) Word catheter placement – small catheter placed into abscess, allowing it to continually drain

3) Marsupialization

4) I & D

5) Adjuvant antibiotics – Ceftriaxone, Doxycycline, and Ciprofloxacin
6) Must treat all sexual partners – report to DOH
Gonorrhea


Gonorrhea is caused by n. gonorrhoeae.  Peak incidence between 15-29 years of age.  Symptoms arise 2-8 days after exposure.  Cervicitis is the most common site of infection.  Females are often asymptomatic but can present with dysuria, purulent vaginal discharge, friable cervical mucosa, and pus coming from cervical os.  Can also cause pharyngitis (asymptomatic) or anorectal infection (painful defecation).  If patient has abdominal pain, this may be an early symptoms of PID.
Complications

1) Dissemination (1-3%)

2) PID

3) Infertility

4) TOA
Diagnosis
1) Culture on Thayer martin agar

2) Gram stain

3) DNA probe/DNA amplification
Treatment

1) Ceftriaxone 125mg IM x 1

2) Ciprofloxacin 500mg PO x 1

3) Oxfloxacin 400mg PO x 1

4) Always treat for Chlamydia!!! 
Chlamydia


Chlamydia is caused by gram-negative obligate intracellular microorganism.  Most common bacterial STD in the US.  Cervicitis has a high incidence in adolescent females.  Females are usually asymptomatic.  May have thin to mucopurulent vaginal discharge, postcoital bleeding, and rarely dysuria unless urethra is involved.
Complications
1) PID/TOA

2) Fitz-Hugh Curtis syndrome – perihepatic inflammation secondary to infection

3) Infertility – causes more damage to tubes than gonorrhea

4) Ectopic pregnancy

5) Newborn conjunctivitis and pneumonia

Diagnosis

1) Difficult to culture

2) DNA probe/DNA amplification
3) Routine screening in high-risk patients with PAP smear
Treatment

1) Doxycycline 100mg PO BID x 7 days

2) Azithromycin 1g PO x 1 dose

3) Levaquin 500mg QD x 7 days

4) Pregnant females – Amoxicillin 500mg TID x 7 days

5) Treat all partners

6) Always treat for gonorrhea as well!!!
Herpes Simplex Virus


Herpes genitalis is caused by HSV.  It is highly contagious.  Approximately 500,000 new cases each year.  HSV-2 is organism responsible.  Patients can have asymptomatic viral shedding

Symptoms

1) Lesions to vulva, vagina, and cervix

2) Multiple vesicular lesions bordered by an erythematous base

Primary Infection

1) Bilateral ulcerating, painful lesions

2) Dysuria

3) Very painful
4) Malaise, low-grade fever, and inguinal adenopathy

Recurrent infection

1) Unilateral lesions, fewer

2) Shorter duration (2-5 days)

3) Less painful

4) Tingling, paresthesia before recurrence
Diagnosis

1) Clinical 

2) Tzanck smear – multinucleated giant cells

3) Viral cultures

4) ELISA

5) PCR
Treatment

Initial Episode

1) Acyclovir 400mg PO TID x 7-10 days

2) Valacyclovir 1000mg PO BID x 7-10 days

Recurrent Episode

1) Acyclovir 400mg TID x 5 days

2) Valacyclovir 500mg BID x 3-5 days

Suppression

1) Acyclovir 400mg PO BID x 6 months-1 year

2) Valacyclovir 500mg QD

KEEP LESIONS CLEAN AND DRY!!!  C-section is mandated for all females with active lesions
Condyloma Acuminata


Condyloma Acuminata is caused by HPV.  Most common viral STD.  Highly contagious.  Infection may take years to develop.  Types 16, 18, 45, 51, 52, and 56 are associated with development of cervical neoplasia.  Usually cause transient infection.  Young sexually active females are at increased risk of development

Signs and Symptoms

1) Soft, fleshy papular or cauliflower-like lesions

2) Found on labia in vagina or on cervix
3) Itching, postcoital bleeding, burning
4) Can occur signally or in groups
Diagnosis

1) PAP smear

2) HPV DNA detection by PCR

3) Colposcopy
Complications

1) Cervical dysplasia

2) Cervical cancer
Treatment

1) Podophyllin – applied by doctor.  Can not be given in pregnancy
2) Tricholoroacetic acid

3) 5-FU

4) Cryotherapy – used in pregnancy
5) Laser therapy (electrocautery)
6) Excisional therapy
Syphilis


Syphilis is caused by the spirochete treponema pallidum.  Acquired via direct contact with an infected lesion during sexual activity.  Can be transmitted across the placenta.  It is known as “The Great Imitator” because of its multiple stages of infection with different signs and symptoms.  Spirochete gains access of disrupted epithelium at sites of minor trauma.  Most common sites of entry for females are the vulva, vagina, and cervix.  
Primary Syphilis

1) Chancre – painless ulcer at site of inoculation.  Heals spontaneously in 3-6 weeks regardless of treatment

2) May have local LAD near chancre
Secondary Syphilis

1) 25% of untreated patients go on to develop secondary syphilis

2) Begins 9-11 weeks after appearance of chancre

3) Rash – most characteristic symptom of secondary syphilis.  Polymorphic, maculopapular eruption involving trunk and extremities.  Involves palms and soles.
4) Flu-like symptoms

5) General LAD

6) Patchy alopecia

7) Condyloma lata – moist, flat, symmetric lesions in mucus membranes, mouth, and perineum
Latent Syphilis

1) No signs or symptoms but positive serologic evidence

2) Early latent – can document initial infection within 1 year

3) Late latent – primary infection >1 year ago or unknown

4) Treatment differs between two
Tertiary Syphilis

1) Can occur 1 year to up to 25-30 years after initial infection

2) Gummas – granulomas of the skin, viscera

3) Cardiovascular syphilis – dilated aorta, aortic regurgitation, and coronary artery thrombus

4) Neurosyphilis – tabes dorsalis is sensory loss in the legs due to changes in the dorsal column, syphilitic meningitis, and dementia
Diagnosis

1) Darkfield microscopy – visualization of motile spirochetes

2) Serology – non-treponemal include VDRL and RPR, which is rapid, inexpensive, and useful for screening.  Treponemal includes FTA-ABS and MHA-TP, which is confirmatory and diagnostic
Treatment

1) Primary, secondary, and early latent – Benzathine PCN G 2.4 million units IM x 1.  If PCN allergic, give Doxycycline 100mg PO BID x 14 days

2) Late latent – Benzathine PCN G 2.4 million units IM given weekly x 3 weeks.  If PCN allergic, give doxycycline 100mg PO BID x 4 weeks

3) Tertiary syphilis without neuro symptoms – Benzathine PCN G 2.4 million units weekly x 3 weeks

4) Tertiary syphilis with neuro symptoms – Aqueous crystalline PCN G 18-24 million units/day x 10-14 days 
Granuloma Inguinale


Granuloma inguinale is caused by Calymmatobacterium granulomatis.  Mildly contagious.  Fewer than 100 cases/year in US.  Endemic in Caribbean, Southern India, South Africa, and Southeast Asia
Signs and Symptoms

1) Soft pruritic red nodule that will ulcerate to a bright red granulating surface

2) Painless

3) Friable base

4) No LAD

5) Will expand until treated
Diagnosis

1) Difficult to culture

2) Tissue crush preparation or punch biopsy

Treatment

1) Bactrim 1 DS tab PO BID for at least 3 weeks

2) Doxycycline 100mg PO BID for at least 3 weeks

3) Ciprofloxacin 750mg PO BID for at least 3 weeks

4) Azithromycin 1g PO once/week for 4-6 weeks

5) Must treat partners
Lymphogranuloma Venereum (LGV)


Lymphogranuloma Venereum (LGV) is a genital ulcer caused by c. trachomatis.  Endemic in East and West Africa, India, SE Asia, and Caribbean.  Disease of lymphatic tissue.  There is direct extension from primary infection site to draining nodes.  Primary infection is a papule on the vagina that ulcerates and heals within a few days.  Secondary infection occurs 2-6 weeks after the initial infection.  Spreads to lymph nodes.  Forms “bubos” which are inflamed lymph nodes.  Presents with groove sign and may be fluctuant and become a draining sinus.  May have constitutional symptoms such as fever, chills, or rash.
Diagnosis

1) Difficult

2) May culture organism from ulcers/nodes

3) Serology – complement fixation (most common)
4) Exclusion of other disease that cause genital ulcers
Treatment

1) Doxycycline 100mg PO BID x 21 days

2) Erythromycin 500mg PO BID x 21 days
Chancroid


Chancroid is caused by H. ducreyi.  Relatively uncommon in the US but is predominant of genital ulcers in Sub-Saharan Africa.  May be under diagnosed in US secondary to limited capability of isolating h. ducreyi.  Highly infectious.
Signs and Symptoms
1) Erythematous papule that becomes a pustule and then erodes into an ulcer

2) Ulcer painful with erythematous base

3) Borders clearly demarcated

4) LAD common and may become bubos

5) May have fever, H/A, or malaise
Diagnosis

1) Difficult

2) Can gram stain bubo, but organism is difficult to isolate

3) PCR
Treatment

1) Azithromycin 1g PO x 1 dose

2) Ceftriaxone 250mg IM x 1 dose

3) Ciprofloxacin 500mg PO BID x 3 days
4) Erythromycin 500mg PO QD x 7 days
