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Take bacteriology HVS and endocervical swab.  
If new sexual partner and <25 years, take 

 chlamydial endocervical swab or screening test 

Other causes include: 
physiological 

allergy 
pinworm – moistened swab from perianus 

dermatophyte if pruritis 
                foreign body (eg tampon) 
                                Trichomoniasis          
                                   Streps/Staphs  
Chlamydia – endocervical chlamydia swab or screening test 

N. gonorrhoeae – Endocervical bacteriology swab 
Herpes – swab from lesion in viral transport medium 

HVS for 
bacteriology 

MMaannaaggeemmeenntt  ooff  AAbbnnoorrmmaall  VVaaggiinnaall  DDiisscchhaarrggee  iinn  WWoommeenn  
QQuuiicckk  RReeffeerreennccee  GGuuiiddee  ffoorr  PPrriimmaarryy  CCaarree  

FFoorr  ccoonnssuullttaattiioonn  aanndd  llooccaall  aaddaappttaattiioonn  
 In a primary care setting a clinical diagnosis of candida and bacterial vaginosis can be based on symptoms and signs.1 
 Always consider sexually transmitted infection (STI) and take an endocervical swab and a chlamydia endocervical swab 
with HVS if sexually active and high risk:  <25y or new partner <12 months and no condom use. 2-4 

 Offer chlamydia screen in sexually active, 16-24 year olds. 
 Bacterial vaginosis and candidiasis are both common causes of abnormal vaginal discharge.1,2,5 
 Bacterial vaginosis is the most common and is due to overgrowth of anaerobic organisms.2 
 Trichomoniasis is a less common cause of vaginal discharge in the UK. 
 Chlamydia trachomatis and Neisseria gonorrhoeae cause acute pelvic infection with vaginal discharge and additional 
symptoms including intermenstrual bleeding, recent deep dyspareunia, lower abdominal pain, adnexal tenderness, cervical 
excitation pain1 

WHEN TO SEND A SWAB 
Submission of genital swabs to microbiology laboratories varies greatly from 5-40/1,000 population/year.  
Send high vaginal swab (HVS)6 if 

 postnatal 
 pre & post termination of 
pregnancy2 

 pre & post operative gynae surgery 

 recurrent6 (≥ 4 cases/year) 
 symptoms not characteristic of 
candida or bacterial vaginosis 

 vaginitis without discharge 

 Possible STI  
 Suspected PID 

 

SAMPLING 
 High vaginal swabs for microbiology: Obtain discharge present in vagina, place swab in transport medium and transport to the 
 laboratory as soon as possible.  Refrigerate at 4oC if any delay. 

 If STI considered: Obtain endocervical swab for Neisseria gonorrhoeae and transport in charcoal-based transport media.7 
 Chlamydia: Use chlamydia collection kit provided by local laboratory. Endocervical cells are required: Clean cervical os with 
 large swab, wiping away any purulent discharge, insert other swab into endocervix and rotate. Place in chlamydia transport    

also send 
endocervical swab 

 tube.1-3,5

 For chlamydia screening submit urine or self-taken vaginal swab using local laboratory guidance. 
DIAGNOSIS OF CANDIDA AND BACTERIAL VAGINOSIS BY SYMPTOMS AND SIGNS 

 

Fishy or offensive odour 

Vaginal discharge 

Check if pH of discharge is >4.58,9 

with narrow range pH paper10 

White, curdy discharge 

No Characteristic appearance 
of discharge 

Other appearance Consider other causes 

Culture not needed 
unless recurrent 

Other signs 
Associated itching 

Vulvitis 
Erythema/vaginitis 

Fissuring 
Satellite lesions 

Check pH of discharge 
pH vaginal fluid ≤ 4.52,10 

Yellow, green 
frothy 

+/- pruritis 
vaginitis 
dysuria 

Trichomoniasis 
BASHH

Less common 
consider other STDs 
and send HVS and 

Endocervical swab for 
GC and chlamydia 

Thin, white/grey 
homogeneous coating 

vaginal walls8,9,11 

Bacterial vaginosis2,12 

BASHH

Most common 
culture not 

needed 

Candida1 BASHH

Yes 

  
This guidance was developed by the South West GP Microbiology Laboratory Use Group in collaboration with GPs and experts in 
the field and is in line with other UK GP guidance including Prodigy. 

http://www.bashh.org/guidelines/2002/tv_0601.pdf
http://www.bashh.org/guidelines/2002/candida_0601.pdf
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Additional guidance 
 
British Association for Sexual Health and HIV websites accessed 5th January 2007 
Bacterial vaginosis: http://www.bashh.org/guidelines/2002/bv_0601.pdf   
Candida:  http://www.bashh.org/guidelines/2002/candida_0601.pdf   
Trichomonas vaginalis: http://www.bashh.org/guidelines/2002/tv_0601.pdf  
 
Treatment advice can be found on our website:  
 
 http://www.hpa.org.uk/infections/topics_az/primary_care_guidance/menu.htm  Accessed 5th January 2007 
  
We welcome, in fact encourage, opinions on the advice given and future topics we should cover.  We would be most appreciative 
if you could email any evidence or references that support your requests for change so that we may consider them at our annual 
review.  Comments should be submitted to Dr Cliodna McNulty, Head, HPA Primary Care Unit, Microbiology Laboratory, 
Gloucestershire Royal Hospital, Great Western Road, Gloucester GL1 3NN. 
 
Email: cliodna.mcnulty@hpa.org.uk or jill.whiting@hpa.org.uk    
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