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SUMMARY We describe two cases of spontaneous rupture of the membranes, followed by
premature labour at 32 and 34 weeks’ gestation, in association with gonococcal infection.

Introduction

Gonococcal infections in pregnancy are thought to
be uncommon in the United Kingdom, and two pro-
spective studies reported incidences of 0-2%.!2 No
complication of pregnancy in association with gonor-
rhoea has been documented. In the United States,
however, studies have shown incidences ranging
from 0-5-7%34 in antenatal patients. Infections in
late pregnancy have been shown to be associated with
preterm rupture of the membranes, preterm labour,
and clinical and histological chorioamnionitis.’ ¢7
We report two similar cases occurring in the United
Kingdom.

Case reports

CASE 1

A 25 year old woman (para 2 + 2) whose antenatal
course had been uneventful, presented to the Bristol
Maternity Hospital as an emergency at 32 weeks’
gestation. Spontaneous rupture of the membranes
had occurred 36 hours before and contractions had
started 3 hours before presentation. Her temperature
was 37-8°C. and pulse rate 120 beats/minute. On
examination presentation was noted to be cephalic
and the cervix was effaced; the mother was managed
conservatively. Later in labour a fever of 38:0°C
developed and a high vaginal swab was taken, but
this was not received by the laboratory. A baby girl
of 32 weeks’ gestation was delivered whose weight
was 1-54 kg and whose Apgar score was 6 at one
minute and 9 at five minutes. Because of the
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maternal fever in labour and prolonged rupture of
the membranes, an orogastric aspirate and deep ear
swab were taken from the baby. The aspirate showed
40 white cells per high power field and many Gram
negative bacteria. The baby was nursed in 25%
oxygen in humidified air in a headbox and given
benzyl penicillin 25 mg and gentamicin 4 mg twice
daily by intravenous injection. There was no clinical
evidence of ophthalmia neonatorum. Neisseria
gonorrhoeae was cultured from the orogastric
aspirate and material from the deep ear swab. On the
seventh postnatal day the baby was diagnosed as
having necrotising enterocolitis. Metronidazole was
prescribed and the baby’s recovery was uneventful.

The mother developed no clinical signs of puerperal
sepsis, but a full blood count at three days post-
partum showed a leucocyte count of 11 700 x 10°/1.
She was discharged home on the sixth day, having
received no antibiotic treatment. She failed to return
to the postnatal clinic for further investigation. Six
weeks after delivery her common law husband was
shown to have asymptomatic urethral gonorrhoea
but he did not name her as a sexual contact. He was
treated with amoxycillin 3 g and probenecid 1 g and
did not return for follow up. Ten weeks postpartum
she discovered a defaulter’s letter sent to him, and
presented for examination. Characteristic gonococci
were seen in endocervical secretions, and culture of
cervical material confirmed the presence of N
gonorrhoeae; culture for Chlamydia trachomatis
gave negative results. She was successfully treated
with a single dose of amoxycillin 3 g given with
probenecid 1 g.

CASE 2

A 20 year old woman (para 1 + 0) was admitted at
29 weeks’ gestation with a small antepartum haem-
orrhage which settled with conservative treatment,
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and she was discharged home after two days. Ultra-
sound scanning had been performed at 14 weeks, and
showed fetal maturity consistent with her dates. She
was readmitted at 34 weeks’ gestation 18 hours after
spontaneous rupture of the membranes. She was
managed conservatively, but developed a fever of
38-3°C in labour. Blood cultures and a high vaginal
swab were taken, and she was treated with ampicillin
and metronidazole given intravenously. Blood
cultures were sterile but the high vaginal swab grew N
gonorrhoeae on New York City medium. The
minimum inhibitory concentration of penicillin for
this isolate was 0-15g/1. Two hours after antibiotic
treatment was started, a boy weighing 2-26 kg was
delivered. Apgar scores were 5 at one minute, 5 at
five minutes, and 9 at ten minutes. An orogastric
aspirate and deep ear swab were taken. The aspirate
showed more than 10 white cells per high power field,
but both cultures were sterile. In view of the maternal
fever the baby was given prophylactic antibiotics for
five days. On day 8 he became unwell and was shown
to have Staphylococcus albus septicaemia in
association with a superficial abscess in the ante-
cubital fossa. This was treated with intravenous
cefotaxime and gentamicin, and by draining of the
abscess. The baby was eventually discharged home
five weeks after delivery.

The mother’s fever settled the day after delivery,
and postnatal recovery was uneventful. She was
asked to attend the department of genitourinary
medicine clinic for follow up, but would not do so.

Discussion

Both these cases presented with preterm rupture of
the membranes, maternal fever in labour, positive
cultures for N gonorrhoeae, and fetal orogastric
aspirate showing polymorphonuclear leucocytosis.
Preterm rupture of the membranes is known to
follow, as well as cause, infections in amniotic fluid,8
and it seems likely that the presence of the
gonococcus played a part in pathogenesis in these
cases.

While there have been many similar reports from
the United States, there appear to be none from the
United Kingdom. Gonorrhoea in pregnancy may be
less common in this country, and complications
therefore unusual. The established STD clinic system
in the United Kingdom may also effectively remove
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the routine management of these conditions from the
hands of the obstetrician, thus reducing awareness
that they may occur. Two studies have further
complicated our understanding of the effects of
sexually transmitted infections in pregnancy.? ! Both
looked at maternal infection with C trachomatis, and
one also studied infection with Ureaplasma
urealyticum and Mycoplasma hominis. While the
first showed that infection with C trachomatis was
significantly associated with a shorter duration of
pregnancy and increased morbidity, this was not the
case in the second study. Neither of them considered
the role of N gonorrhoeae. Preterm delivery is a
major cause of perinatal mortality in this country.!!
Properly designed studies to determine the role of
sexually transmitted infections in this would need
close co-operation between obstetricians, bacterio-
logists, and genitourinary physicians.

We thank Miss Gillian Turner and Dr Peter M Dunn for
permission to report these cases and Dr A E Jephcott of the
Public Health Laboratory, Kingsdown, Bristol for micro-
biological studies and helpful criticism of the manuscript.
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