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Local treatment for bacterial vaginosis

Bacterial vaginosis (non-specific vaginitis) is a mild but common condition.
O'Dowd et al reported that organisms associated with vaginosis could be
isolated from 37% of women who presented with vaginal symptoms. The
current treatment of choice is an oral nitroimidazole (metronidazole or
tinidazole), given either as a single large dose or as a twice daily regimen for
five to seven days. A problem with any treatment for vaginosis is the high
rate of recurrence.2

This study compares the efficacy ofmetronidazole given as a single oral 2 g
dose with that of local treatment in the form of chlorhexidine pessaries in
curing vaginosis and preventing recurrence.

Patients, methods, and results

Premenopausal women attending the Praed Street Clinic, London, with
vaginosis were entered into a randomised single blind study. One group was
allocated to receive a single 2 g oral dose ofmetronidazole and the other to receive
intravaginal chlorhexidine as a single pessary containing 150 mg active drug on
two consecutive days. A diagnosis of vaginosis was based on finding three of the
following: "clue" cells, an abnormal vaginal discharge, a positive amine test
result, and a vaginal pH>4-5.3 Cervical and vaginal samples were taken for
culture of Neisseria gonorrhoeae, Gardnerella vaginalis, lactobacilli, and anaerobic
cocci and curved rods. Quantitative bacterial cultures were done on vaginal
washings.

Seventy nine women entered into the trial reattended for assessment at seven
days. Forty three received chlorhexidine and 36 metronidazole. There was no
significant difference in age, ethnic origin, parity, past history of sexually
transmitted diseases, or forms of contraception between the two groups.
Differences in results of treatment were analysed by x2 test.

Chlorhexidine and metronidazole had similar efficacy in reducing both
symptoms and signs of vaginosis (table). Metronidazole eradicated vaginal
colonisation by G vaginalis in more patients than did chlorhexidine, but this was
the only significant difference between the two regimens. When G vaginalis
persisted there was no difference between the treatment groups in the numbers of
organisms found (mean 107 colony forming units/g vaginal exudate).
Of the 79 women assessed seven days after treatment, 63 (80%) returned at

28 days. Thirty four had been treated with chlorhexidine and 29 with
metronidazole, ofwhom 26 and 20, respectively, had no discharge at seven days.
Of these patients, 10 (38%) in the chlorhexidine group and 4 (20%) in the
metronidazole group had a recurrence of vaginal discharge at 28 days. This
difference was not significant (p=0 3).
With regard to signs ofvaginosis (raised pH and presence ofamines, clue cells,

and abnormal discharge), 27 ofthe chlorhexidine group had two or fewer at seven
days, as did 25 ofthe metronidazole group. By day 28, 13 (48%) ofthe 27 patients
in the chlorhexidine group and 10 (40%) ofthe 25 in the metronidazole group had
signs of recurrence (three or four findings positive). Again this difference was not
significant (p=0 7), a finding matched by the colonisation rates ofG vaginalis and
anaerobes in the two groups.

Patients cured ofbacterial vaginosis at seven days by chlorhexidine and metronidazole

No negative at seven days/No positive p Value for
at entry (%) difference

between
Chlorhexidine Metronidazole groups

Symptom:
Vaginal discharge 32/41 (78) 20/30 (67) 0-42

Signs:
pH>4-5 24/42 (57) 22/35 (63) 0-78
Amines 30/42(71) 29/36(81) 0-50
"Clue" cells 34/43 (79) 26/36(72) 0-65
Abnormal discharge 28/42 (67) 20/35 (57) 0-53
More than three signs 36/43 (84) 28/36 (78) 0 70

Culture:
Anaerobes 20/37(54) 20/31 (65) 0 53
Gardnerella vaginalis 8/39 (21) 15/32 (47) 0-03

Comment

Our results show that vaginal chlorhexidine is as effective as oral
metronidazole in curing bacterial vaginosis and that recurrence rates with
the two treatments are not significantly different. We find that in vitro
chlorhexidine is active against both G vaginalis and relevant anaerobes such
as Bacteroides bivius.
A striking feature in our series was that two thirds of the women had had

one or more previous episodes of vaginosis. Recurrence is a major factor in
the condition. This together with an association between recurrence and
menstruation and sexual activity may suggest a role for treatment continued
at key periods over more than one menstrual cycle, an approach for which
local agents may be more suitable. More work needs to be done on the
formulation of local antibacterial agents such as chlorhexidine for use in the

vagina, but this study shows that such treatment may be effective in
vaginosis.
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Treatment of post-kala-azar dermal
leishmaniasis with sodium stibogluconate
Sodium stibogluconate is used to treat post-kala-azar dermal leishmaniasis,
but a high rate of relapse and treatment failure has been reported.'`3 We
undertook this study to find the optimal regimen of treatment.

Patients, methods, and results

We studied 108 patients (56 male, 52 female; mean age 23-7 years, range 4-72);
100 patients definitely had post-kala-azar dermal leishmaniasis and had had no
drug treatment for six months, and eight patients with morphological features of
the disease (six with a doubtful history ofkala-azar, two with no history) were also
included. Total and differential white cell count, haemoglobin and serum protein
concentrations, and serum alanine transaminase and aspartate transaminase
activities were measured. Urine examination, chest radiography, electro-
cardiography, and skin smears to show the presence of parasites were performed.
These tests were repeated every 20th day during drug treatment. A skin biopsy
sample was taken in selected patients.

Patients were randomly allocated to three groups and given sodium
stibogluconate intramuscularly daily for 120 days: group A, 10 mg/kg body
weight; group B, 15 mg/kg; and group C, 20 mg/kg. Patients were assessed on
day 120.1 If the clinical response was slow in groups A and B the drug dose was
changed to 20 mg/kg body weight; the course was prolonged until the lesions
resolved. Patients were seen every month for 12 months after the end of
treatment, and cure was assumed when there had been no relapse during follow
up.
The doctor who examined the patients for response to treatment was blind to

the drug dose being taken. Patients were asked to describe any toxic effects such
as anorexia, rashes, muscle pain, hypersensitivity reactions, palpitation, and
yellowness of the eye. Statistical analysis was by Fisher's exact test with
Armitage's modification for two tailed tests.
The response started within 20 days in all three groups. The rate of cure was

significantly greater with the 20 mg regimen at 20 days (p<0-001). The rate of
cure was greater in group B (15 mg) than group A (10 mg), but not significantly
so, at 120 days. Eighteen patients in group A and 12 in group B were not cured at
120 days, so their dose was increased to 20 mg/kg; all were cured after a further
three months. Three patients required more than 120 days' treatment with the
20 mg dose; all were cured with further treatment, two with another 40 injections
and one, with extensive lesions, with another 80 injections. Two patients in
group C developed electrocardiographic changes, and the drug was stopped for
20 days; the changes resolved and the drug was restarted. One patient developed
arthralgia with a plasma urate concentration of 0 49 mmol/l; this responded to
allopurinol and indomethacin while the treatment was continued. All patients
tolerated the longer course of treatment.

Comment

The cure rate in this series was significantly higher with the 20 mg regimen
compared with the 10 mg and 15 mg regimens. In Singh's series the relapse
rate was 91% after the fourth course of treatment.' Sen Gupta found that
two thirds of the patients with nodular and erythematous disease and
half of those with hypopigmented macules were completely cured, with a
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