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A varying, but significant, incidence of “asymptomatic” gonorrhea in women has 
been reported by numerous investigators and is one rationale for collecting speci­
mens during pelvic examinations for screening gonorrhea cultures. There is a lack 
of research evidence, however, to document the value of such cultures in 
all settings.

In this retrospective study of gonorrhea cultures in a family practice, all of the 
cultures performed in one year were reviewed. Of the 219 clinically asymptomatic 
women who had screening cultures ordered, only two (0.9 percent) had culture­
positive results, and both were known to be recent contacts of men with con­
firmed gonorrhea and hence would have had a screening culture ordered anyway. 
This finding opens to serious question the value of routinely screening women for 
gonorrhea by culturing vaginal specimens in all circumstances and suggests that 
thorough history and examination alone, supplemented by cultures only when 
clinically indicated, would suffice in certain settings.

T he existence of significant pools of “asymptomatic” 
gonorrhea in women has been widely accepted, with 

the attendant result that routine gonorrhea screening is 
widely performed and is actually required in certain fed­
erally funded clinics. Screening is justified on the basis of 
cost and morbidity of the disease, the related perinatal 
mortality and morbidity, the observation that numerous 
contacts of known cases escape treatment, and the as­
sumption that asymptomatic women are unlikely to be 
cultured in the absence of a screening program. The re­
search evidence supporting routine screening, however, 
has been inconsistent.

In 1972 Pariser' described a pioneering Norfolk Health 
Department study of 250,000 gonorrhea cultures of spec­
imens taken from women, “most of whom were unaware 
of their disease.” Although he concluded that 90 percent 
of the positive cultures reflected “asymptomatic gonor­
rhea,” he unfortunately provided no data to support this 
conclusion. This study is often cited as having established 
the existence of large pools of asymptomatic gonorrhea.
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Zackler et al2 suggested that, because far more men 
than women are treated for gonorrhea, and because “the 
majority of men acquire gonorrhea through heterosexual 
contact, these figures tend to substantiate the belief that 
there exists a large infectious pool of female carriers.” On 
this questionable theoretical basis, they recommended and 
implemented the largest routine mass-screening program 
in the country.

Other authors attempted to document the number of 
patients who may be identified through screening cultures 
alone. Hein et al3 reported that 7 percent of a series of 
374 asymptomatic girls had test results that were culture 
positive. McCormack et al4 reported 19 percent positive 
gonorrhea cultures of specimens taken from “asympto­
matic” women who had presented to Boston City Hospital 
Clinics. Raba5 reported positive cultures in 5.2 percent of 
737 “asymptomatic” inmates of the Cook County Jail.

Whether such studies truly reflect unsuspected gonor­
rhea detectable only by culture, however, is open to ques­
tion. The subjects of Hein et al3 were a self-selected group 
of New York City detention center adolescents who had 
volunteered to undergo genital, rectal, and oral cultures. 
The population studied by McCormack et al4 included a 
high proportion with known gonorrhea contact. Raba5 
found that 32.1 percent of his series of Cook County in­
mates reporting no symptoms actually did have urethral 
discharge when examined. Such considerations have led 
Weisner and Thompson6 to caution that “the term
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TABLE 1. CHARACTERISTICS OF WOMEN IN THE STUDY

No. (%)

Contraception
Birth control pill 93 (42.5)
Tubal ligation 12 (5.5)
Intrauterine device 19 (8.7)
Diaphragm 10 (4.6)
None 85 (38.8)

Age (years)
11-14 3(1.4)
15-19 45 (20.5)
20-24 97 (44.3)
25-29 74 (33.8)

Known contact with gonorrhea
Yes 6 (2.7)
No 213 (97.3)

Past venereal disease history
None 197 (89.0)
Gonorrhea 12 (5.5)
Pelvic inflammatory disease 10 (4.6)

Race
White 188 (85.8)
Black 24 (11.0)
Other 7 (3.2)

‘asymptomatic’ should not be used too literally, since most 
men and women have definite, even if mild, symptoms.” 

Several investigators have not found the high incidences 
of unsuspected gonorrhea reported above. Querido and 
Haspels7 reviewed a series of patients who had abortions 
and found that only three asymptomatic women out of 
1,021 were culture positive. They concluded that routine 
cultures were probably not justified in their population. 
McMillan and Pattman8 reviewed the culture results of 
urethral specimens from 5,076 men attending a sexually 
transmitted disease clinic and found that only six cases 
would have been missed had cultures not been performed. 
Moreover, Morbidity and M ortality Weekly Report9 in 
1978 reviewed the results of gonorrhea screening for the 
previous six months. The results of over 925,000 cultures 
of specimens taken from both symptomatic and asymp­
tomatic women from private physicians’ offices showed 
only 1.8 percent positive cultures, or less than the rate of 
positive cultures reported for asymptomatic patients alone 
in previously cited studies. Such findings led McCormack 
et al4 to speculate that, except in women with recent con­
tact, “the widely held concept that most gonococcal in­
fections in women are asymptomatic may be erroneous.” 

Several factors may explain the discrepancy in reported 
findings. Asymptomatic is a broad term that may include 
preclinical, subclinical, atypical, or partially treated in­
fections. In addition, the patients in these studies vary 
widely in demographic characteristics, sexual activity, ac­
cess to infected partners, and ability to identify signs of

gonorrhea. The result, unfortunately, is that many phy­
sicians may feel obliged to do “routine screening” cultures 
because of studies done in situations very different from 
their own.

METHODS

The present study was devised to determine the efficacy 
of routine screening cultures in a specific family practice. 
The setting was the North Memorial Family Practice 
Clinic, a residency training clinic that serves the north­
western quadrant of Minneapolis. Its patient population 
is predominately young, female, and poor with 35.2 per­
cent on welfare. Characteristics of the study population 
are displayed in Table 1. Because these characteristics 
suggest high risk for gonorrhea,6 it was assumed that 
asymptomatic gonorrhea would be encountered here, if 
in any private practice. Clinic policy at the time of this 
study required that a sample be obtained for gonorrhea 
culture on every woman undergoing a pelvic examination.

The cultures performed on samples taken from all 
women aged under 30 years during a one-year study pe­
riod were reviewed. Women aged less than 30 years were 
chosen because this age group includes the patients at 
highest risk for the disease.6 Patients who had received 
antibiotics in the two weeks prior to having the gonorrhea 
screening test were excluded because of the possibility that 
the antibiotics would cause a false-negative culture. Each 
patient was included only once in the study.

Women were not considered asymptomatic if they had 
one or more symptoms suggesting gonorrhea. By consen­
sus of all physicians in the clinic, the following presenting 
complaints were identified as suggestive of gonorrhea: ab­
normal vaginal bleeding, vaginal discharge noted as ab­
normal by the patient, dysuria, dyspareunia, and lower 
abdominal pain of unknown etiology with or without 
fever.

Contacts of individuals known to have gonorrhea were 
included in the study population. Because some patients 
were not open about their contact history, it was decided 
to include all contacts rather than selectively excluding 
just those who admitted to contact.

Cultures consisted of a single endocervical swab inoc­
ulated immediately onto Thayer-Martin medium. Cul­
tures were placed in a candle jar and transported at the 
end of each day to the state health department laborato­
ries. This type of culture was standard practice in the 
clinic, partly because the clinic is located in geographic 
proximity to the state laboratories, and partly because the 
cost of such cultures was minimal, lessening the likelihood 
that a patient would refuse culture for reasons of cost.
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RESULTS

Two hundred nineteen women whose characteristics are 
displayed in Table 1 were included in the study. The ma­
jority of patients fell into the two highest risk age groups, 
15 to 19 years and 20 to 24 years, as identified by Weisner 
and Thompson.6 Two women, or 0.9 percent, had positive 
culture results. Both were known to be recent contacts of 
men with gonorrhea.

DISCUSSION

Screening has been defined as “a process of separating 
those individuals with high probability of disease from 
those with low probability of disease in a population of 
apparently normal individuals.” 10 If this process can be 
accomplished through history and physical examination 
alone, then some of the considerable costs of “routine 
screening” gonorrhea cultures may be unnecessary.

The family practice clinic in this study serves a popu­
lation that is, by traditional criteria, at high risk for gon­
orrhea. In patients identified as asymptomatic using the 
previously listed criteria, however, culture-proven gon­
orrhea was not identified except in two individuals who 
were known to have had recent contact with gonorrhea. 
Those criteria, therefore, might be used in preselecting 
patients who need not be cultured in this clinic. Ideally 
this initial set of criteria eventually will be revised and 
optimized for this particular setting.

Other investigators have suggested that certain high- 
risk women should probably receive cultures as a part of 
pelvic examination even in the absence of symptoms. Al­
lard et al11 have published a list of predictors of asymp­
tomatic patients likely to have culture results positive for 
gonorrhea. These include women with known gonorrhea 
contact,12 contacts of bisexual men,13 women with sca­
bies,14 and individuals on the first visit following treatment 
for gonorrhea.15 It is also likely that women who electively 
present to venereal disease clinics constitute a high-risk 
group deserving gonorrhea screening by culture on that 
basis alone.

In other cases, however, a history and physical exam­
ination may suffice for gonorrhea screening. At first glance, 
a history and physical examination might appear to be 
more expensive and time-consuming than a culture. A 
culture, however, is done only in conjunction with an 
examination (a speculum being required to gain access to 
the cervix) and not as a substitute for it. Moreover, in 
some cases a careful history offers clear advantages over 
a culture; intensive directed interviews, for example, may 
lead to identification of gonorrhea in children and other

contacts who would not ordinarily be cultured in a 
screening program.16

The single Thayer-Martin culture, as used in this study, 
may not represent an optimal laboratory screening 
method. Handsfield et al17 have compared the sensitivity 
of the Thayer-Martin medium and fluorescent antibody 
staining and report the culture to be the more sensitive. 
At best, however, the sensitivity of endocervical Thayer- 
Martin cultures appears to be somewhere between 71 and 
90 percent.18 Several authors have suggested routinely 
culturing the rectum as well as the cervix in that 3 percent2 
to 20 percent19 of cases may be diagnosed on the basis of 
a rectal culture despite a negative cervical culture,18 but 
this practice may increase the cost by three to ten times 
per case detected.20 Culturing of throats21 and of tam­
pons22 has also been suggested. Several alternative tests 
for gonorrhea, such as the Gonozyme immunoassay, are 
now also available, and such tests may prove to be the 
most cost-effective and sensitive approach to gonorrhea 
screening.

Hart10 has pointed out the distinction between mass 
screening of entire populations or subgroups and individ­
ual screening, usually involving patients who have actively 
sought medical care. He stresses the danger in trying to 
extrapolate from individual patients, who may be a skewed 
and self-selected group, to the general population.

A study such as this, done in a private clinic, may 
therefore have limited relevance to other settings. It does 
suggest, however, that routine cultures of all patients may 
not add to the number of cases identified clinically in all 
settings.

The costs of gonorrhea screening cultures are tremen­
dous given that over 2 million cultures are performed in 
private practices each year.9 Until other diagnostic tests 
become widely available, further study in a variety of set­
tings is clearly justified to determine whether, in fact, some 
hundreds of thousands of routine gonorrhea cultures each 
year may be unnecessary.
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