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The next day she developed fulminant small vessel vasculitis, which
manifested as truncal livedo reticularis and florid butterfly rash. Despite
further methylprednisolone ischaemia of the right hand and severe generalised
myositis developed (creatine phosphokinase 8100 U/1, lactate dehydrogenase
800 U/1), and subsequent respiratory distress necessitated positive pressure
ventilation. Her condition continued to deteriorate with progressive renal
failure and digital gangrene despite further pulses of methylprednisolone
4 g daily and infusion of epoprostenol (prostacyclin). She died on day 10.

Comment

Drugs, infection, and sunlight are major precipitating factors of
systemic lupus erythematosus; as no treatment has been shown to
alter the course of the disease, management aims at treating symptoms
and preserving function of the major organs. Avoidance of precipitat-
ing factors is therefore important.
The indication for griseofulvin in this case remains unclear.

Exacerbations of systemic lupus erythematosus and unmasking of
lupus diathesis have been reported after treatment with griseofulvin,l -3

but the mechanism is unknown. Any drug administered to patients
with systemic lupus erythematosus should be considered to be
potentially harmful and treatment begun only if absolutely necessary.
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Detection of Chlamydia trachomatis
in the vaginal vault of women who
have had hysterectomies

Chlamydia trachomatis is thought to infect the columnar epithelium of
the endocervix but not the squamous epithelium of the vagina.'
After a report of chlamydial vulvovaginitis in a woman who had had a
hysterectomy2 we screened women who had had hysterectomies to
determine the prevalence of C trachomatis in the vagina.

Patients, methods, and results

In the last three months of 1984, 17 women who had had hysterectomies
attended the Praed Street Clinic. In addition to performing microscopy of
Gram stained urethral and vaginal smears and dark ground microscopy
of a wet smear from the vagina we collected urethral, vaginal, and rectal
specimens for culture of Neisseria gonorrhoeae and took a smear from the
vaginal vault to be examined for C trachomatis using a direct monoclonal
antibody test (Syva).3
C trachomatis was detected in smears from four of the 17 women (table).

All had had their ovaries conserved at hysterectomy, and serum follicle
stimulating hormone and luteinising hormone concentrations of < 15 U/l
confirmed that they were premenopausal.

Details of women who had had hysterectomies in whom Chlamydia trachomatis was detected in the vaginal vault

Case Age Reason for Concurrent
No (years) hysterectomy Presenting complaint infection Sexual partners in previous three months

1 24 Pelvic tuberculosis Vaginal discharge Gonorrhoea Husband had postgonococcal urethritis; 10 contacts untraceable
2 49 Fibroids Genital ulceration Herpes simplex Husband had non-gonococcal urethritis; positive for C trachomatis
3 43 Sterilisation Vaginal discharge Regular boyfriend asymptomatic, negative for C trachomatis
4 44 Menorrhagia Vaginal discharge, dyspareunia Husband asymptomatic, negative for C trachomatis; casual boyfriend untraceable

At the next visit the women were examined colposcopically. Of the three
who had presented with vaginal discharge, two (cases 3 and 4) had vaginal
inflammation most pronounced in the vault, with a white mucous discharge.
One patient (case 1) had been treated for gonorrhoea one week previously,
and examination confirmed that her discharge had resolved. Four ulcerated
areas were seen in the upper third of the vagina in case 2, from which herpes
simplex virus was isolated in cell culture. No cervical remnants were present
in any of the women.

All patients were treated with doxycycline 100 mg twice daily for seven
days. The vaginal discharge in cases 3 and 4 resolved; repeat examination
confirmed the absence of vaginitis, and tests for C trachomatis one and four
weeks after treatment gave negative results.
The sexual partners of the patients were examined and tested for C

trachomatis (table). The husband of one patient (case 2) had urethritis and
was the only contact whose urethral smear was positive for C trachomatis.
The husband of the patient in case 1 was being treated for gonorrhoea;
although C trachomatis was not detected in his urethral smear, he subsequently
needed treatment for postgonococcal urethritis.

Comment

Vaginal colonisation by C trachomatis in neonates results from mater-
nal contamination during delivery.4 It is generally accepted, however,
that chlamydiae do not infect squamous epithelium. The report of
chlamydial vaginitis in a postmenopausal woman with cervical carci-
noma and an irradiated atrophic vagina was, therefore, surprising. No
less surprising was our finding of chlamydiae in 24%0 of vaginal smears
from otherwise healthy premenopausal women who had had hysterec-
tomies. Hitherto such women have not been considered to be at risk of
harbouring chlamydiae in the vagina. As we believe that our patients
were an unbiased sample of our clinic population, we would expect
further studies to find a similar prevalence.
Two patients had vaginitis, which resolved after antichlamydial

treatment. WhetherC trachomatis can truly infect the vaginal squamous
epithelium and cause vaginitis, however, is uncertain. The organisms
may have contaminated the surface of vaginal cells, having been
derived from close anatomical sites-namely, the urethra, rectum,
and Bartholin's glands--or from a sexual partner. Indeed, as a urethral
rather than a vaginal specimen is more likely to be positive for N
gonorrhoeae in women who have had hysterectomies5 the prevalence of
C trachomatis may have been underestimated in our study because other
sites were not sampled. Nevertheless, the identification ofC trachomatis
in the vaginal vaults of women who had had hysterectomies is impor-
tant for two reasons: firstly, the organisms may serve as a source of
infection for the patients' sexual partners, and, secondly, they may
cause symptoms in these patients. Sexually active women who have had
hysterectomies should therefore be screened for vaginal chlamydiae,
particularly as these may be eliminated by treatment.
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