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ABC of Sexually Transmitted Diseases MICHAEL W ADLER

URETHRAL DISCHARGE: MANAGEMENT

Gonococcal Non-gonococcal

Chlamydia Chlamydia Other
positive negative infectious

'L V -' agents

Gonococcal urethritis

Chemotherapy

Aqueous procaine penicillin
Benzylpenicil lin
Ampicillin
Talampici lin
Amoxycil lin

If allergic to penicil lin:
Kanamycin
Spectinomycin
Tetracycline
Co- trimoxazole

Since the treatment of a gonococcal urethritis differs fundamentally from
that for non-gonococcal urethritis an accurate microbiological diagnosis is
essential, as are repeat microbiological tests at follow up. For this reason,
and because of the need to exclude concurrent infections and trace sexual
contacts, many doctors may prefer their patients to attend their local
department ofgenitourinary medicine after initial physical examination and
investigations in the surgery (see box).

Chemotherapy-Penicillin is the drug of choice and may be given either
intramuscularly as aqueous procaine penicillin 2-4 megaunits preceded by
probenecid 1 g orally or as 5 megaunits of benzyl penicillin in 8 ml of 0 5%
lignocaine with probenecid 1 g or by mouth as ampicillin 2-3 g in a single
dose with probenecid 1 g. Other oral preparations, such as talampicillin
hydrochloride or amoxycillin, may be used but do not offer higher cure rates
than ampicillin and are more expensive.

Ifthe patient is allergic to penicillin then kanamycin or spectinomycin 2 g
intramuscularly, tetracycline 500mg by mouth every six hours for five days,
or co-trimoxazole four tablets by mouth twice daily for two days may be
given. Neither tetracycline nor co-trimoxazole is as effective as penicillin,
but since co-trimoxazole is not treponemicidal it may be given to those
patients being investigated for suspected syphilis. (These regimens are

suggested for use only in the United Kingdom; regimens in other countries
will depend on the sensitivities of the gonococcus and the availability of
antibiotics.)

Follow up-Within three to seven days after treatment the patient should
have further microbiological tests of cure (smears and cultures) carried out
and if satisfactory again after a further week. He should be advised to
abstain from further sexual contact until this final follow up visit. All sexual

Referring a patient with urethral discharge to a department of genitourinary medicine

Weekdays Friday!jght/saturday morning

History

Physical examination
O/ X-.

Two glass urine Microbiological tests
test and two glass urine

test

Refer to next available clinic
(Tell patient to hold urine for
four hours before appointment)

History

Examination

Slide of discharge,air dry, give to patient
two glass urine test

No treatment - if possible Treatment- if necessary-is:-
Doxycycline 200mg immediately
then 100mg daily or tetracycline
or oxytetracycline 500mg four

times daily
Refer to next available clinic ( Tell patient to hold urine for
four hours before appointment and take slide)
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contacts should be encouraged to attend a clinic or their general practitioner
for investigation and treatment. Serological tests for syphilis should be
carried out for all patients after three months, as the initial investigations
may have become positive by the end of the full incubation period of this
condition.

Treatment failure

Non-gonococcal urethritis

Advice and follow up

Avoid sexual ritercourse and rrilk products
Investigate and treat sexual contacts

After 1 week
Check clinical progress
Test microbiological response

Satisfactory No response
Repeat treatment with original
regimen (tetracycline)

After 2 weeks

Check clinical progress
Repeat microbiological tests

After 3 weeks Satisfactory No response

Check clinical progress Alternative
Repeat microbiological tests regimen

(erythromycin )

After 3 months

Test for syphilis

If patients with a gonococcal urethritis do not respond to penicillin and
still harbourN gonorrhoeae two possibilities need to be considered:
reinfection or infection with a penicillinase producing strain of
Ngonorrhoeae. Reinfection needs further treatment with penicillin whereas
an infection due to a resistant strain ofN gonorrhoeae must be treated with
spectinomycin 2 g intramuscularly or cefuroxime 1-5 g intramuscularly
with probenecid 1 g orally.
Some patients (25-50%) develop a postgonococcal urethritis after

treatment with penicillin. It is not unusual at the first follow up visit to find a
residual urethritis with polymorphonuclear leucocytes on the Gram stained
smear and evidence of pyuria in the first glass of urine. Postgonococcal
urethritis should not, therefore, be diagnosed until two weeks after the
original infection has been treated. Culture will by definition be negative for
N gonorrhoeae. Postgonococcal urethritis is caused by C trachomatis in 80%
of cases. Tetracycline 250 mg should be given every six hours for seven
days. If the discharge persists the same regimen should be continued for a
further seven days.

Chemotherapy-Fortunately, the same treatment regimen is effective in
both chlamydia positive and chlamydia negative non-gonococcal urethritis.
The tetracyclines are the antibiotic of first choice, usually tetracycline or
oxytetracycline, 250 mg six hourly for seven days. Both triple tetracycline
one tablet (300 mg) 12 hourly for seven days and doxycycline 200 mg
immediately then 100 mg once a day also for seven days are as effective but
more expensive. The patient should be advised to avoid sexual intercourse
and milk products.

Follow up-Even though a one week course of tetracycline is effective in
curing both chlamydia positive and chlamydia negative non-gonococcal
urethritis, patient compliance and drug absorption have to be perfect for
this to occur. Thus after one week oftreatment the patient should be seen so
that compliance, side effects, and clinical progress can be assessed.
Microb:ological tests of cure should also be carried out and if satisfactory
finally again two weeks later (three weeks after the initial diagnosis and
treatment). Ifthe urethritis has not responded after one week oftreatment a
further week's treatment must be given. If the discharge still persists after
14 days' treatment erythromycin 250 mg should be given six hourly for 14
days. The sexual contacts of all patients undergoing treatment must be
investigated and treated. Unfortunately, this is sometimes overlooked until
it becomes clear that the patient with persistent infection is being reinfected
by his partner(s). Finally, a patient with non-gonococcal urethritis should
be investigated for syphilis after three months.
On occasions the urethritis becomes chronic and fiurther investigations

for example, of the prostate-will be needed. All too often, however, these
patients are not suffering from infective urethritis but have become anxious
self examiners and "squeezers," a condition reinforced by inexperienced
doctors who treat the microscope slide and not the whole patient.
Other infective agents only rarely give rise to a urethral discharge; those

due to T vaginalis, C albicans, warts, herpes simplex virus, syphilitic
chancre, and trauma are covered in later articles.

Professor MichaelW Adler, MD, MRCP, is professor of genitourinary medicine, Academic
Department of Genitourinary Medicine, Middlesex Hospital Medical School, London.

Advice and follow up

Avoid sexual intercourse
Investigate and treat sexual contacts
Repeat smears and cultures 3- 7 and r
14 days after treatment
Test blood samples for syphilis at
3 months

Treatment failure

Reinfection:
Penicillin

Resistant infections (due to
penicil linase producing N gonorrhoeae):

Spectinomycin

Cefuroxime

Postgonococcal urethritis:

Tetracycline

VYYYYYYY 77 777777777770

Chemotherapy

Tetracycline

Oxytetracycline
Triple tetracycline
Doxycycline
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