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Case Report

TWO CASES OF ENDOCERVICAL GONORRHOEA
AND BARTOLIN GLAND DISEASES

Mahwah Dezfulimaneh1

ABSTRACT: Gonorrhoea a sexually transmitted disease if left untreated can cause infertility
apart from other disorders. We report two cases and feel that all pregnant women should be
screened for gonorrhoea.
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INTRODUCTION

Gonorrhoea is a sexually transmitted disease
caused by Nisseria Gonorrhoea.1 Gonorrhoea
can infect the cervix, urethra, rectum, anus and
throat. Gonorrhoea is a curable STD but if left
untreated can cause infertility, meningitis, sep-
ticaemia,2 Endocarditis, pericarditis, chronic
pelvic pain in women.3-5

These infections are associated with
increased risk for human immunodeficiency
virus infection.6,7 In some patients genitouri-
nary infection may result in dysuria and pu-
rulent discharge after a one to three week in-
cubation period.8 Pus may be excreted from the
urethra, Skene’s ducts, or Bartholin’s gland.9

In some studies, colonized pregnant patients
have been reported to have an increased risk
of preterm birth, premature rupture of mem-
branes, puerperal infection and Gonococcal
neonatal ophthalmia,9 A gram’s stain of the
purulent material from the genitourinary tract
exudate can provide rapid identification of
Nisseria Gonorrhoea.10

This study has done in two parts. The first
part was to find out the prevalence of Endocer-
vical Gonorrhoea in women and the second part

was to follow up the infected cases. Two infected
women were followed up for ten months.

Since the screening for Gonorrhoea in
pregnant women is not a routine test in Iran,
because of the high cost, therefore most women
with Gonorrhoea are asymptomatic and
widespread appearance of Gonorrhoea strains
is resistant to drugs due to reinfection rather
than treatment failure. So it is important to
report these cases for further evaluation
because both patients belonged to a low
socioeconomic set up.

CASE REPORT

Case Report-1: Ms ZK age 29 years was
admitted to our hospital with complaints of
painful large swelling of left labian magus, ad-
vanced pregnancy (approximately early first
trimester) and excessive vaginal discharge. The
patient belonged to low socioeconomic set up
and was uneducated. She was Gravida three,
Para two and the present pregnancy was from
her second marriage. She had been attending
antenatal clinics in local health centre and tak-
ing anti-anemic medication, and had necessary
investigations including ultrasonography.

After hospital admission patient was given
antibiotics Cefteriaxon and Gentamycin and
underwent abscess drainage. Her husband
was also given antibiotic cover. The culture
reports of cervical discharge and abscess pus
confirmed the presence of Gram Negative
diplococci a sign of Gonococcal infection. She
recovered well. At completion of full term the
patient was readmitted in labour ward and
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had normal delivery of a healthy male infant
with no signs of gonococcal infection. Culture
for the mother’s genital tract six weeks after
delivery was also negative.
Case Report-2: Ms RS a 35years old housewife
with low socio economic background and
uneducated was Gravida 3, Para 3 reported
with excessive foul smelling vaginal discharge,
dyspareunia, pelvic discomfort and labial
swelling. Apart from essential blood picture she
had smear and culture examination of her vagi-
nal and cervical discharge which came posi-
tive for gram negative diplococci–Neisseria
Gonorrhoea. She was treated with Ceftriaxone
and Doxycycline. Her partner was treated with
antibiotics as well. The Bartholin Cyst was
surgically drained. A repeat culture of cervi-
cal discharge was negative for Gonococci.

DISCUSSION

The highest incidence of gonorrhoea occurs
in women aged 20-29 years.11 Occurrence in
those older than 40 years is rare and should
raise concerns about malignancy as an alter-
native cause. The course of the disease may be
several hours to several days, with painful
unilateral labial edema, dyspareunia, sudden
relief of pain followed by discharge (highly
suggestive of spontaneous rupture).12  Diagno-
sis of Bartholin abscess or cyst is made prima-
rily upon the following physical examination
findings:

A labial mass may be present and may be very
tender and fluctuant, fever is reported in ap-
proximately one third of patients and sponta-
neous rupture may occur. If spontaneously rup-
tured, the mass decompresses and may yield
few findings other than discharge, which may
be purulent if an abscess has formed. In gen-
eral, risk for Bartholin gland disease is similar
to that for sexually transmitted diseases (STDs).

Identified risk factors in a small case control
study include patient aged 20-29 years, no
health coverage, low or null parity or gravid-
ity.12 Abscess formation is usually due to one
or more pyogenic organisms, although sterile
abscesses (negative cultures) have been
reported with varying frequency. Nisseria

Gonorrhoea is the most commonly cultured
organism, reported in up to 80% of abscesses.13

As such in the age of AIDS, attention has
tended to focus on that lethal and feared sexu-
ally transmitted disease. But for those caring
for adolescents, infection by these two bacte-
rial pathogens (Chlamydia, Gonorrhoea), is still
a daily and serious concern. Once they estab-
lish a foothold, the way to serious sequelae,
including HIV infection, is open.8 We suggest
that all pregnant women should be screened
for gonorrhoea.
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