
Most symptoms in mastocytosis appear to be re­

lated to effects of histamine release. It has therefore 

been natura! to try various types of drugs, which 
could influence histamine release or act as an­
tagonizcrs. Howcver. neither H I nor H2 antihis­
tamines have proved very effective (12) and the 
same appears to be the case with histidine decar­
bo>..ylase inhibitors ( 14) and histamine liberators (7). 

DSCG is effective in the treatment of allergic 
asthma. allergic rhinitis and allergic conjunctivitis. 
in which the drug is believed to act by inhibiting 

mast cell degranulation locally and thereby his­

tamine release. DSCG is, in our experience (11). 

of no value in chronic urticaria. probably due to 
insufficient absorption and therefore lack of effect 
on cutaneous mast cells. These data have been in 

general agreement with the results of Denman (2). 
However. Denman found an effect in a subgroup of 

patients with dietary hypersensitivity. where ur­
ticaria could be related to some extent to histamine 

release from mast cells in the gastrointestinal tract. 

Our present data support the idea that oral DSCG 
acts only on symptoms related to mast cell release 
from the gastrointestinal tract. This would seem to 
contradict the data of Soter somewhat (10); they 

reported a time course effect of DSCG on skin as

well as on the central nervous system and gastroin­
testinal tract in a controlled clinical trial on 8 pa­
tients with mastocytosis, but no influence on uri­
nary histamine excretion. Our data tally well with 
the case reported by Sauder & co-workers re­
gan.ling the finding of reduced urinary histamine 
in a 5-month-old boy with systemic mastocytosis 

treated with oral DSCG. 
We feel that our results demonstrate that DSCG 

is a useful drug in the treatment of gastrointestinal 
manifestations of mastocytosis. but that in the 
present dosage it has no effect on cutaneous 

symptoms. 
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Absrracr. 65 patients with chlamydia-positive urethritis 
were treated with doxycycline and 59 with tetracycline 
chloride I g/day for one week. All steady sexual partners 
of these patients were treated with the same regimen du­
ring the same period. At control visits 2 and 3 weeks after 
the beginning of the treatment. all re-exarnined doxycycli­
ne-treated patients and all except 4 tetracycline-treated 
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patients showed clinical cure and were free from signs of Table Il. Microbiological J111di11gs i11 chlam_rdia­
urethritis in thc microscopical examination of Gram- posilive case.1· l({ter treatment 
stained smears from the urethra. Isolation ofC. trachoma-
tis was positive in 7 of the doxycycline-Lreated and 10 of Therapy 
the Letracycline-treated patients at the ftrst control visit ----------

Tetra-and in one more tetracycl ine-treated patient at the second 
control visit. The study stresses Lhe importance of attempts 
to isolate C. rrachomatis in cases without clinical or micro­
scopical evidence of nongonococcal urethritis at control 
visits after short-term treatment with tetracyclines. The 
present investigation indicates that this is true also in 
cases in which all steady sexual partners are treated simul­
taneously. 

Key words: Ch.lamydia-positive urethritis: One-week 
treatment; Doxycycline: Tetracycline 

Tetracyclines have long been used to treat non­

gonococcal urethritis (NGU) and are regarded as 

first-choice drugs. However, the optimal regimen in 
terms of type of preparation. dose and duration of 

treatment are not established. According to Tham­

ber et al. (3) satisfactory results can be achieved 

with a one-week regimen of tetracycline whether 

the patienfs steady sexual partner is treated at the 

same time or not. We tried to test this with two 
different tetracyclines in chlamydia-positive cases 

with NGU. 

PATIENTS AND METHODS 

201 male patients attending the Out-Patient Department 
for Venereal Diseases. University Central Hospital. Hel­
sinki were selected for the study (Table I). In order to gain 
as high proportion of cases with chlamydia-positive NG U 
as possible we included especially men with sexual part­
ners diagnosed as having chlamydia-positive cervicitis. 
The diagnos is of NGU was established by the presence of 
urethral discharge. dysuria and ;;;o 10 leukocytes per high­
power field in Gram-stained smears from Lhe urethra and 
culture-negative for N. gonorrhoeae (I). Isolation of C. 
rraclwmaris from the urethra was carried out as described 
elsewhere (2). The patients were treated with either dox-

Table I. Cli11ical dMa o.f the patie111s 

Total no. of patients 
Avcragc age (years) 
Average weight (kg) 
C. trachomatis-positive

Therapy 

Doxy­
cycline 

100 
29 
74 
65 
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Tetracycline 
chloride 

101 
31 
77 
59 

Doxy- cycline 
cycline chloride 

Total no. treated 65 5?

Findings 7 days after 
treatment 
No. re-examined 62 55 
No. culture-negative 
No. culture-positive 

55 (89%) 45(82%) 

(relapse) 5 (8%) 7 (13%) 
No. culture-positive 
(probable reinfection) 2 (3%) 3 (5%) 

Findings 14 days after 
treatment 

No. re-examined 54 42 

No. cullure-negative 54 41 (98%) 

No. culture-positive 0 I (2 <;f) 

ycycline 200 mg on the first day and 100 mg per day for the 
next 6 days. or tetracycline chloride I g per day for 7 days. 
The treatment was randomized. The steady partner of 
cach patient received the same treatment as the patient 
himself. starting on the same day. ClinicaJ data of the 
patients are presented in Table I. 

Re-examinations were performed 7 and 14 days after the 
last day of Lreatment. At each re-examination, Gram­
stained urethral smears were examined and isolation 
of C. rrac/wmatis wa� performed in all cases � before 
treaunenc. 

RESULTS 

Altogether 65 patients treated with doxycycline and 

59 treated with tetracycline chloride had a positive 

isolation of C. trachomati.1 before treatment ( Table 

Il). Three of the doxycycline group and 4 of the 

tetracycline chloride group did not retum for the 

first re-examination 14 days after the treatment had 

startcd. At this first re-e:-.amination C. troc/10111a1fa· 

could not be isolated in 899t of the doxycycline­
treated and 82 9t of the tetracycline chloride-treated 

patients. True relapses were regarded as probable 

in 8 % of the doxycycline- and 13 q of the doxycyc­

line chloride-group. Two patients of the former and 

3 of the latter group admitted intercourse with un­

treated partners after treatment all 54 re-examined 
patients treated with doxycycline had a negative 
isolation of C. trnclwmatis. while one of the 4::! 
re-examined patients treated with tetracycl ine chlo­

ride had a positive isolation of C. tracho111aris at 

this time. despite a negative result one week earlier. 



Table I 11. Micro:;copirnlf,11di11xs 1(/ter trea1111e111 i11 
cMa111yclia-positi1·e C(I.\CS 

Therapy 

Tetra-
Doxy- cycline 
cycline chlori<le 

No. C'hlamydia-po�itive before 
trcatmcn1 65 59 

Total no. rc-examincd 7 days 
aftcr trcatment 62 55 

Microscopical examination 
negative 6:? 53 (96'1) 
positive 0 2 (4 <7,) 

Total no. rc-examined 14 days 
after trcatment 54 42 

Micro�copical examination 
negative 54 40 (95'1) 
positive 0 2 (5 t;;) 

This patient admitted an intercourse with a ne� 
partner and could have had a re-infection. 

Result� of the microscopical examination ai the 
control visits 2 and 3 weeks after thc treatmcnt had 
started arc presented in Table 111. All doxycycline­

treated re-examined patients had fewer than 10 
leukocytes per high-power field at both re-examina­
tion�. In the tetracycline chloride treated group, 2 

patients had more than 10 leukocytes at the first 
control vi'iit and 2 others likewise at the �econd 
control visit. 

Onc patient reportcd severe stomach pain <luring 
the doxycycline treatment. No other severe adverse 
reactions were reportcd. 

DlSCUSSION 

According to the micro�copical examination at the 

control visits both tetracyclines used in the present 
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study were very effective when the patients· steady 

partners were treated at the same time. Unfortuna­

tely this finding did not correlate with the isolation 
of C. 1racl10111ati!, at the control visit�. Alchough 
doxycycline seemed to be more effective than tet­
racycline chloride. about 10% of the doxycycline­
treated group had a positive i�olation one week after 

the end of the treatment. This indicated that a one­
week treatment is not long cnough with eithcr of the 
tetracyclines uscd in the present study. It also 
stresses the importance of attcmpts to isolate C. 1ra­

clw111a1is at control visits after tetracycline-treat­
ment despite clinical and microscopical cure in C.

tmchomntis-positive cases of NGU. In our experi­
encc there is no practical nced to follow up the�e 

highly promiscuous patient� for more than 2 weeks 
aftcr the treatment. as the incidcnce of reinfection 
rises very rapidly with longer follow-up periods. 
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