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SAMPLE Sexually Transmitted Disease Nurse Clinician 
Standing Delegation Orders 

Nurses provide a variety of clinical nursing services in their communities.  One important service is Sexually Transmitted Disease (STD) care.    The SAMPLE “STD Nurse Clinician Standing Delegation Orders” that follow have been designed to assist clinicians in providing high quality STD care, including screening, assessing, treatment, and patient education.   The SDOs are a generic example that can be used in a variety of settings.  They are intended to be edited by medical directors with the STD clinicians under their supervision, based on their community’s needs and the capacity of their clinics and personnel.  

SAMPLE TEXT FOR STANDING DELEGATION ORDERS

Definition

Standing delegation orders (SDO) are written instructions, orders, rules, regulations, or procedures prepared by a physician and designed for a patient population with specific diseases, disorders, health problems, or sets of symptoms.  SDOs provide authority and a plan for use with patients presenting themselves prior to being examined or evaluated by a physician. SDOs are distinct from specific orders written for a particular patient. 

Purpose
The purpose of these SDOs is to provide authority for specific acts of STD clinical services under authority of Rule Title 22, Texas Administrative Code §193.2, Standing Delegation Orders. 
Authorized Delegated Acts

This SDO gives the authorized licensed nurse authority to perform the acts described in this SDO in consultation with Dr. <<Name of Medical Director>> as needed.  
It is the intent of all parties involved that all procedures conform to the Texas Administrative Code, the Texas Medical Practice Act, the Texas Nursing Practice Act and rules promulgated under those acts, and the 2015 CDC STD Treatment Guidelines, published June 2015.
Method Used for Development, Approval and Revision

1. Sample SDOs were initially drafted and reviewed  by clinical staff (physician manager and nurse consultant) at the Department of State Health Services (DSHS) Central Office STD Program;

2. The Authorizing Physician, Dr. ________________, reviewed the sample SDOs,  edited the content to be suitable for <<Name of Agency>>, and signed, and distributed them for use by STD clinicians under his/her supervision.
3. The Authorizing Physician, a physician licensed by the Texas Medical Board who executes this SDO, will review and sign the SDO annually.
4. The nurses will also review and sign the SDOs annually.  The SDOs and the signature sheets will be retained by the agency for ___ years.  
Level of Experience, Training, Competence and Education Required 
To carry out acts under this SDO, an authorized licensed nurse must:

1. Be an employee of <<Name of Agency>>;

2. Be a registered nurse or a licensed vocational nurse;
3. Hold a current nursing license from the Texas  Board of Nursing ( A note verifying the current license in the Texas Board of Nursing on line data base will be placed in the employee’s personnel file and will be reviewed on an annual basis);
4. Be currently certified in Basic Life Support;

5. Have completed medical director approved training in accordance with appropriate STD clinical procedures and standards; 
6. Have undergone the following initial or continuing evaluation of competence relevant to immunization clinical services within 12 months prior to signing and providing services under this SDO: 

· Initial evaluation of competence is performed by the nurse’s supervisor and consists of verification that the authorized licensed nurse possesses a valid nursing license, a post-test evaluation of initial training, as described above, and observation of the required clinical skills. 

· Continuing evaluation of competence is performed annually by the nurse’s supervisor, or clinical designee, and consists of verification that the authorized licensed nurse possesses a valid nursing license, an annual review with a post-test evaluation, and periodic observation of the required clinical skills. 

· If the nurse’s supervisor is not a licensed clinician, a licensed nurse or authorizing physician responsible to oversee the clinical practice of the authorized licensed nurse shall be responsible for observation of the required clinical skills. 
· A record of the authorized licensed nurse who completed the required training and demonstrated competence shall be documented and maintained by the nurse’s supervisor.
7. Have reviewed and signed this SDO, ATTACHMENT 1: Attestation of Authorized Licensed Nurse (page 6 of this document), within 12 months prior to providing services under this SDO.
Procedures and Requirements to be followed by Authorized Licensed Nurses

1. Adhere to all infection control precautions when participating in clinical services.

2. Utilize interpreter services to facilitate patient and provider communication as it relates to limited English proficient (LEP) patients.

3. Ensure, to the extent possible, that the patient seen for STD clinical services is, in fact, who the person claims to be.
4. Create a medical record and obtain patient’s consent and signature in the preferred language of the patient in accordance with agency policy and provide copies of the <<Name of Agency>> HIPAA privacy notice and applicable signed consent forms. 
5. Document the history and the physical findings in the patient’s medical record, including:
a. A personal and medical (including sexual) history;

b. Nursing care delivered on each patient visit, including an appropriate physical examination, as described on pages 8 – 16 of this SDO;

c. Actions carried out under the SDO;

d. Drugs or medications administered, provided, or observed to be taken by the patient (directly observed therapy);

e. Patient teaching and counseling, including precautions and preventive measures; and
f. Any other information that is routinely noted on patient charts and files maintained by clinicians in their offices.
Limitations on Setting

Authorized licensed nurses can provide services under these standing orders in the clinic setting, in the patient’s home, or other field settings when the authorizing physician can be contacted by phone.
1. Nurses (RNs and LVNs) who provide services using these orders should contact the authorizing physician (or the authorized health care provider on call) directly when medical direction or consultation is needed, in the event that patient assessment data deviates from normal limits, or as specified in any individual standing order.  In an emergency situation, the authorized person is to call 911, provide first aid services, and contact the supervising physician.  

2. A description of safety measures, including anaphylaxis response, verification of ambulance service availability, and phone accessibility (cell coverage or land line) should accompany all nurses who treat patients off-site.
3. In addition, other clinic physicians may develop standing delegation orders/standing medical orders to be reviewed annually by << name of medical director>> and carried out by the nurses. For further information on the general authority of a physician to delegate, see the Texas Occupations Code, Chapter 157, Subchapter A, General Provisions, §157.001.
The following documents must be readily available to the nurse both as an electronic file and in hard copy:

1. Sexually Transmitted Disease Treatment Guidelines, (CDC), 2015 
2. Update to CDC’s Sexually Transmitted Diseases Treatment Guidelines, 2010: Oral Cephalosporins No Longer a Recommended Treatment for Gonococcal Infections
August 10, 2012 / 61(31);590-594
3. Expedited Partner Therapy in the Management of Sexually Transmitted Diseases, (CDC), 2006
4. Texas Department of State Health Services Program Operating Procedures, Chapter 12: STD Clinical Standards, revised 2014
5. Texas Department of State Health Services Program Operating Procedures, Chapter 9: Disease Intervention Specialist Performance Standards, revised 2014
6. DSHS Child Abuse Policy http://www.dshs.state.tx.us/layouts/contentpage.aspx?pageid=29469&id=2450&terms=child+abuse+reporting 
7. Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health Care Settings, (CDC) 2006
8. Section 15.5 Nurses with Responsibility for Initiating Physician Standing Orders and Section 15.17 Texas Board of Nursing/Board of Pharmacy, Joint Position Statement, Medication Errors, Texas Board of Nursing, Position Statements http://www.bne.state.tx.us/practice_bon_position_statements_content.asp#15.5 and

http://www.bne.state.tx.us/practice_bon_position_statements_content.asp#15.17 

Date and Signature of the Authorizing Physician (SAMPLE)
This SDO shall become effective on the date that it is signed by the authorizing physician, below, and will remain in effect until it is either rescinded, upon a change in the authorizing physician, or at the end of business on the last day of the <<time frame>.

Authorizing Physician’s Signature: ______________________________________________

Authorizing Physician’s Title: __________________________________________________

Printed Name: ______________________________________________________________

Effective Date: ______________________________________________________________

Emergency Contact Information: ________________________________________________
Attestation of Authorized Licensed Nurse (SAMPLE)
I, ______________________________________________________________________, have

    
  

 Printed name of authorized licensed nurse  

read and understand the <<Name of Clinic>> Standing Delegation Orders: Sexually Transmitted Disease  Clinical Services Provided by Registered Nurses and Licensed Vocational Nurses, that was signed by 

Dr.____________________________________________ on ____________________
Printed name of authorizing physician                                
  
date of authorizing physician’s signature

· I agree that I meet all qualifications for authorized licensed nurses outlined in the SDO.

· I agree to follow all instructions outlined in the SDO.

Signature of Authorized Licensed Nurse
                            


 Date
SAMPLE POLICY AND PROCEDURE

“EXPRESS/FAST TRACK” STD CLINIC SERVICES

POLICY:
It is the policy of  <<Clinic Name>>   to provide the appropriate level of care to each patient depending on their symptoms, risk factors, and personal concerns.

PURPOSE: 
To provide a procedure for triaging appropriate patients into “Express” lab testing and/or treatment.

PROTOCOL:
After the patient completes a history*, _____________ will review the form.  If the history is negative for high risk factors and the patient denies symptoms, the patient will be offered the option of “Express” services.  The patient may opt for comprehensive services. 


Nurses and trained and approved personnel may conduct “Express” testing.  Only nurses or other clinicians may do comprehensive exams.


If the Assessment form reveals no high risk criteria and the patient has no symptoms, the fast track assessment nurse or other trained and approved staff may collect a urine specimen from the patient for gonorrhea and Chlamydia testing and have the patient’s blood drawn for HIV and syphilis.  Self-collected vaginal swabs are recommended as they are more likely to detect infection in women than the urine test. (Depending on local syphilis rates, the patient may be offered prophylactic treatment for syphilis.)

“Express” services also include immunizations, treatment of partners who accompany patients, asymptomatic contacts seeking treatment, etc.  

If the Assessment form reveals one or more high risk criteria and/or the patient has symptoms, the patient will receive a comprehensive STD evaluation and appropriate lab testing.  The patient may be referred to another clinician for a comprehensive exam.

High risk patients who require an exam regardless of symptoms include persons who are contacts to syphilis, MSM, injecting drug users, and persons who exchange money and/or drugs for sex.

PATIENT
Results may be given by clinicians, nurses, or other trained clinic 

EDUCATION:
staff.  Condoms are offered to all patients.  Although counseling is abbreviated, it should include – 1) how to obtain results, 2) symptoms of complications (e.g., pelvic pain in women, testicular pain in men, or fever in men or women), 3) referral to prenatal care if pregnancy is confirmed or possible, 4) how to take the medication (if provided), 5) abstaining from sex for at least seven days after completing treatment,  6) ensuring all partners have been treated, and 7) the need to be re-screened three months after treatment.
*For a sample Express Visit form - http://www.dshs.state.tx.us/hivstd/healthcare/express.shtm .

SEXUALLY TRANMITTED DISEASE (STD) EXAM

Initial Patient Interaction

1. Cordially greet patient.

2. Verify name and address.

3. Determine the chief complaint – get to the patient’s agenda first.
4. Stress the importance of confidentiality.

Sexual History

1. Use open-ended questions when eliciting the medical/sexual history outlined in the patient’s medical record.  (Begin questions with “Who,” “What,” “When,” “Where,” “How,” “Tell me about,” etc.)

2. The history should cover the “Five Ps”

· Partners – gender and number, new partners, most recent sexual exposure

· Sexual Practices – oral (give/receive), anal(give/receive), vaginal sex

· Previous STDs – when and how treated, last HIV test

· Protection from STDs – condom use, risk reduction

· Pregnancy Prevention – contraceptive use
· Transgender patients - Clinicians should assess STD and HIV-related risks for their transgender patients based on current anatomy and sexual behaviors.  There is a broad range of physical and gender expression (i.e., surgical affirming procedures, hormone use, etc.) among transgender patients.  The most important principle to apply in general prevention and screening is to provide care based on the patient’s anatomy, history (i.e., partners, practices, past STDs, protection and pregnancy prevention), and symptoms, regardless of the patient's self-description or identification, or presenting gender.  STD/sexual health care should always be provided in a sensitive, respectful, and affirming manner that recognizes and honors the patient's self-description or self-identification.
Laboratory Specimens

1. Serological specimens for syphilis and HIV can be collected by medical or laboratory personnel before the patient sees the clinician.  

2. Urine specimens for male NAAT testing are collected after the physical exam. 
3. Vaginal (preferred method) and cervical NAAT tests are collected during the female genital exam.   

4. Urine specimens from women are collected before the physical exam.  Urine specimens may be needed for pregnancy testing or evaluation for urinary tract infection.
5. Vaginal and rectal NAAT tests may be collected by patients or clinicians.
6. Perform a urine pregnancy test if a female reports abdominal pain or undiagnosed pregnancy is suspected [i.e., the patient is not using a reliable method of contraception and she is ≥6 weeks past her last menstrual period (LMP).]

7. An antibody test for Hepatitis C is recommended when the following risks are present in the patient’s history:

a. HIV infection

b. A recognized exposure

c. Past or current injection drug use

d. A blood transfusion before 1992

e. Long-term hemodialysis

f. Born to a mother with HCV infection

g. Intranasal drug use

h. An unregulated tattoo and other percutaneous exposures

i. Born between 1945-1965

8. See next section, Specimen Collection, for descriptions of proper collection techniques for each test.

Specimen Collection 
NAAT urine test (Collect after male physical exam and before female exam):

1. Ensure that the patient has not voided within the last hour prior to collection.

2. Instruct patient to collect the first part of the urine stream, obtaining 15-20 cc. of urine in a paper or disposable cup -- allow the remainder of stream to go into the toilet. 

3. Obtain urine specimen from patient and use kit pipette to transfer 2 cc. to the urine tube provided in the kit. (This is different than urine collection for culture which requires clean-catch midstream in a sterile container.)

4. Close the tube securely and label with patient's name, clinic name, and date of collection. Place in biohazard bag with requisition form (when required), and refrigerate immediately if transport is delayed.
-OR-
NAAT urogenital swab (males) (Note -- This collection method should be discouraged.  NAAT urine tests are more sensitive in men and more comfortable):  
1. Remove excess mucous from the urethral meatus using the white cleaning swab provided. Discard this swab.

2. Insert the blue shaft specimen collection swab into the urethra approximately 2-4 cm.  

3. Gently rotate the swab clockwise for 3-5 seconds.

4. Remove cap from swab transport tube and immediately place the specimen swab into the transport tube. Carefully break the swab at the score line, using care not to splash contents.

5. Recap the swab specimen tube tightly.  Label with patient’s name, date and clinic name.

6. Place in biohazard bag with requisition form (when required).
NAAT vaginal swab (preferred method):  
1. Peel open the swab package and remove the swab.  Be extremely careful not to touch the soft tip or to lay the swab down.  If the soft tip becomes contaminated, a new vaginal swab collection kit must be opened and used. 

2. Hold the swab, placing your thumb and forefinger in the middle of the swab shaft covering the score line.  Do not hold the swab shaft below the score line.

3. Carefully insert the swab into the vagina about 2 inches (5 cm.) past the introitus and gently rotate swab for 10 to 30 seconds.  Make sure the swab touches the walls of the vagina so that moisture is absorbed by the swab and then withdraw swab without touching the skin. 

4. While holding the swab in the same hand, unscrew the cap from the tube.  Do not spill the contents of the tube.  If the contents of the tube are spilled, use a new vaginal swab specimen collection kit.

5. Immediately place the swab into the transport tube so the score line is at the top of the tube.

6. Carefully break the swab shaft at the score line against the side of the tube.

7. Immediately discard the top portion of the swab shaft.

8. Tightly screw the cap onto the tube.

9. Place in biohazard bag with requisition form when required.

OR

NAAT cervical swab:

1. Remove excess mucous from the cervical os using the white cleaning swab provided. Discard this swab.

2. Insert the blue shaft specimen collection swab into the endocervical canal.

3. Gently rotate the swab clockwise for 10-30 seconds.

4. Remove cap from swab transport tube and immediately place the specimen swab into the transport tube.  Carefully break the swab at the score line, using care not to splash contents.

5. Recap the swab specimen tube tightly.  Label with patient’s name, date, and clinic name.

6. Place in biohazard bag with requisition form when required.
Rectal culture (MSM):
1. Stand patient at the end of the examination table facing the length of table.  Ask patient to bend forward until his elbows are resting on the examination table. 

2. Insert sterile swab approximately 1-1.5 inches in the anal canal. Move swab from side-to-side in the anal canal to sample crypts.  
3. If it is difficult to adequately visualize the anus, request that the patient assist by grasping a buttock in each hand and gently spreading the opening for specimen collection.
4. Allow swab to remain 10-30 seconds for absorption of organisms onto the swab.
5. Repeat the process if the swab is grossly contaminated with feces.  
6. Swab appropriate culture media supplied by laboratory.
Rectal NAAT (if available for MSM):  
1. Stand patient at the end of the examination table facing the length of table.  Ask patient to bend forward until his elbows are resting on the examination table.
2. Insert the blue shaft swab 3 - 5 cm into the rectum and rotate against the rectal wall several times.  Move swab from side-to-side in the anal canal to sample crypts.  If it is difficult to adequately visualize the anus, request that the patient assist by grasping a buttock in each hand and gently spreading the opening for specimen collection.

3. Allow swab to remain 10-30 seconds for absorption of organisms onto the swab.

4. Repeat the process if the swab is grossly contaminated with feces.  
5. Immediately place the blue swab in to the specimen transport tube.  

6. Break the swab at the score line.  Recap the tube tightly.

Pharyngeal Gonorrhea Culture:

a. Explain the procedure to the patient and reassure him/her that there will be no pain or discomfort, only a mild tickling sensation as the swab is taken. 
b. As the mouth is kept wide open and the tongue is at rest, pass a sterile swab around the tonsils and posterior pharyngeal wall. A separate swab may be passed a little superiorly into the nasopharynx. Remove the applicator carefully to avoid contamination by touching other areas within the mouth.

c. Swab appropriate culture media provided by laboratory.

d. For patients with a bulky tongue, a tongue depressor is used to provide better exposure of the pharynx.  
Pharyngeal NAAT (if available):  
a. Swab back of throat and tonsillar area with a sterile applicator in the test kit.

b. Carefully remove the swab, not touching any area of the mouth.  Immediately place the swab into the specimen transport tube and break swab at the score line.  

c. Recap the tube tightly.
d. Recap the swab specimen tube tightly.  Label with patient’s name, date, and clinic name.

e. Place in biohazard bag with requisition form when required.
Wet Mount

Test tube collection technique:

1. Insert a cotton-tipped applicator (swab) into the vagina and collect discharge on the vaginal walls and in the vaginal pool (area located posterior to the cervix).  

2. Test pH of vaginal secretions.  A pH greater than 4.5 may indicate bacterial vaginosis (BV) or trichomoniasis.  

3. Place swab in a test tube containing 0.5 ml. saline. 

4. Vigorously mix the swab in and out of the saline making sure to collect all the material adhering to the side of the tube.

5. Remove the swab from the saline and depress onto a clean, dry microscope slide expressing a small amount of fluid.  Repeat this procedure on a second microscope slide.

6. Cover slip the first sample.

7. Add potassium hydroxide (KOH) to the second sample and perform an amine (“whiff”) test prior to applying a cover slip.  

8. The saline slide should be examined first for trichomoniasis and BV to allow the KOH to properly digest other cellular elements such as epithelial and blood cells on the second slide.  

9. Examine KOH slide for yeast.
Microscope slide collection technique:

1. Insert a cotton-tipped applicator (swab) into the vagina and collect discharge on the vaginal walls and in the vaginal pool (area located posterior to the cervix).

2. Test pH of vaginal secretions.  A pH greater than 4.5 may indicate BV or trichomoniasis.  

3. Depress swab onto a clean, dry microscope slide expressing a small amount of vaginal secretions.  Repeat this procedure on a second microscopic slide. 

4. Using a pipette or eye dropper, apply 1-2 drops of a saline solution onto the first slide.  

5. Cover slip the first sample.

6. Add KOH to the second sample and perform an amine (“whiff”) test prior to applying a cover slip.

7. The saline slide should be examined first for trichomoniasis and BV to allow the KOH to properly digest other cellular elements such as epithelial and blood cells on the second slide.  

8. Examine KOH slide for yeast.
Gram Stain
1. Using a cotton-tipped applicator (swab) collect visible discharge from the urethral meatus.

2. Roll three short thin-layered lines on a microscopic slide allowing all sides of the swab to be exposed to the slide.  

THE FEMALE PHYSICAL EXAMINATION
Preparation for the Exam

1. Request that the patient empty her bladder before the physical examination.  If a urine NAAT test is to be collected, supply the appropriate container at this time.  (See page 9 for NAAT urine test collection technique.) After transferring the urine specimen to the transport tube, the remainder may be used for pregnancy testing and/or UTI testing.  
2. Instruct patient to remove clothing from the waist down, sit on the end of the examination table, and arrange drape to cover genitalia.  Provide privacy for the patient to undress.
Physical Exam 

1. Inquire about and inspect scalp for hair loss (alopecia).

2. Inspect face for lesion and/or rash.

3. Inspect oral cavity:  Use a tongue blade and light to perform oropharynx examination which consists of checking the posterior pharynx, under the tongue, and buccal and labial mucosa.  Note pharyngitis, ulcers, mucous patches, and/or condyloma acuminata.  Collect a throat culture for gonorrhea, if indicated by sexual history.  
4. Palpate cervical, supraclavicular, axillary and epitrochlear lymph nodes:  Remove or adjust patient’s shirt or blouse to palpate axillary, supraclavicular, and epitrochlear lymph nodes.  Clothing can interfere with the ability to adequately palpate lymph nodes and may result in the failure to diagnose the presence of lymphadenopathy.   

5. Inspect the chest and back:  Instruct the patient to remove or adjust her clothing for complete visual inspection of the chest and back for lesions and/or rashes (clothing may remain on if held by patient in a manner which allows for complete visual inspection by the clinician).

6. Inspect the palms of the hands and soles of the feet for signs of a palmar and/or plantar rash (secondary syphilis).
Female Genital Examination 

(Each clinic should determine if a chaperone is necessary when patient and clinician are not the same gender.) 
1. Abdominal palpation:  Place patient in a supine position on the examination table.  

Evaluate for signs of pelvic inflammatory disease (PID) by gently pressing on the abdomen in the right and left lower quadrants and midline just below the umbilicus.  

2. Using palmar surface of fingers, gently press into the abdomen and then quickly release the pressure.  A female experiencing acute PID will often have rebound tenderness when this technique is used.  It is important to be aware that rebound tenderness can also be associated with acute appendicitis.  The patient should be questioned about abdominal pain, usually severe and throughout the abdomen, followed by nausea and vomiting: localization of pain in the right lower quadrant of abdomen with rigidity over right rectus muscle.  

3. Palpate the inguinal lymph nodes.   (Option #2:  Palpate the inguinal and femoral lymph nodes when patient is in position for pelvic examination.)

4. Place the patient in position for pelvic examination by gently guiding each foot into the stirrup and sliding the patient’s buttocks toward the end of the table until the external genitalia is easily accessible for a speculum examination.  If the patient’s buttocks are not at the end of the table or slightly over the edge, inserting the speculum can be difficult for the clinician and painful for the patient.

5. Arrange the drape to cover the pelvic region, leaving open the external genitalia for examination purposes.

6. Palpate the femoral lymph nodes.  (Option #2:  Palpate the inguinal and femoral lymph nodes while patient is in position for pelvic examination.)  

Examine the external genitalia:

1. Inspect the mons pubis for lesions, rashes, nits and/or live lice.

2. Visually inspect the labia for discharge, rashes, lesions, masses, and growths by separating the labia minora from the labia majora. Note presence of discharge from the vaginal introitus (vaginal opening).

3. Palpate the external area of the Bartholin’s glands for enlargement and tenderness.

4. Visually inspect the Skene’s (periurethral) glands for inflammation or cysts.

Internal examination of the Bartholin’s glands:  

Gently place a gloved finger inside the introitus (vaginal opening) and rotate the finger to a 7 o’clock position (base of the left labia majora).  Place a thumb in the same position on the outside of the perineum.  Gently palpate the Bartholin’s gland between the internal finger and the external thumb.  Note any swelling, discharge or tenderness.   Rotate the internal finger to the 5 o’clock position (base of the right labia majora) and repeat the procedure.

Internal procedure for “milking” urethra for discharge:  

Gently place a gloved finger inside the introitus (vaginal opening) and rotate to a 12 o’clock position.  Place the finger against the anterior wall of the vagina approximately 6 – 7 cm. into the vaginal vault.  Move the finger in a forward motion, gently stroking the tissue of the anterior wall of the vagina toward the introitus.  Discharge in the urethra will be visible at the urethral meatus if present.  
Speculum insertion:  

1. Gently place two fingers into the vaginal introitus.  Press in a downward direction to relax muscles of the pelvic floor.  

2. When the patient relaxes these muscles, turn speculum sideways and slowly insert the narrow bills of speculum over the two fingers that are creating an opening when pressing on the pelvic floor.  Remove the fingers and slowly turn speculum into the proper position at the same time.  

3. Locate the cervix and click speculum into the locked position.  If the cervix is not easily located, slowly back the speculum out a few inches and reposition it to view a different area of the vagina.  

4. If after several tries the cervix is still not visible, remove the speculum and insert two gloved fingers into the vagina to locate the cervix.  This will help mentally guide the speculum to the correct location on the next attempt.  It is important to be aware that the patient can experience extreme discomfort during numerous attempts to locate the cervix.

Internal examination:

1. Inspect the mucosa of the vaginal vault -- note discharge, lesions, and/or masses.

2. Inspect the cervix – note presence of discharge, lesions, masses, ectopy, and induced bleeding on the ectocervix (outer portion of the cervix), in the cervical os (opening of the cervix), and in the endocervix (canal of the cervix).

Laboratory

Collect a vaginal or cervical NAAT for gonorrhea and chlamydia and a wet mount if indicated (and a STAT laboratory or trained clinician is available to perform a wet mount).  Proper specimen collection and handling of vaginal samples is crucial for accurate results.  (See pages 9-11 for proper specimen collection technique.)  Extra-genital (pharyngeal and ano-rectal) testing is primarily for MSM but specimens may be collected from high-risk women (i.e., commercial sex workers, women with rectal/pharyngeal exposure only, symptomatic women, etc.).  Since the majority of women are dually infected in the cervix as well as extragenital sites and with limited research to support it at this time, extra-genital screening in women is not recommended.  Pharyngeal and ano-rectal NAAT testing is not widely available at this point in Texas.  If NAAT testing for extra-genital sites is not available, a culture of extra-genital sites is recommended.
Concluding the vaginal inspection:

1. Gently unlock the speculum and slowly remove from vagina, observing the vaginal walls as the instrument is removed.
2. Inspect the anus and perianal area.  Collect rectal culture, if indicated by sexual history and the patient is in a high risk group (e.g., commercial sex workers).  See page 10 for rectal specimen collection.

Instruct patient to remain on the examination table for bimanual examination.

Steps in performing a bimanual examination:

1. Apply a small amount of lubricant to index and middle fingers of dominant hand.

2. Uncover vulva and lower abdomen by moving center of drape toward patient.

3. Place foot that corresponds to dominant hand on examination table step.

4. Inform patient about procedure, then touch patient on thigh with back of hand before proceeding.

5. Spread labia and insert fingers into vagina.  Avoid contact with anterior structures.

6. Place other hand on patient’s lower abdomen midway between the umbilicus and symphysis pubis.

7. Examine the cervix.

a. Palpate cervix with index finger noting size, shape, and consistency.

b. Gently move cervix side-to-side between fingers and note mobility and tenderness (cervical motion tenderness).

c. Gently lift cervix forward and note mobility and tenderness.

d. Examine anterior uterine fundus.
e. Continue to gently lift cervix with vaginal hand.
8. Using palmar surface of fingers, press downward with abdominal hand, “trapping” the uterus between internal and external hands.  Palpate uterus noting size, position, consistency, mobility, and tenderness.

9. Examine adnexal structures.

10. Pull back vaginal hand to clear cervix.

11. Gently slide vaginal fingers into right fornix, palm up.
12. Sweep right ovary downward with abdominal hand positioned 3 or 4 cm. medial to the iliac crest.
13. Gently “trap” the ovary between fingers of both hands (if possible).  Note size and shape, along with any other palpable adnexal structures.

14. Pull back and repeat on the left side.

15. Replace drape and assist patient in removing her feet from stirrups and sitting up.  Provide tissue for patient to remove lubricant.  Allow patient to dress in privacy.

THE MALE PHYSICAL EXAM:

****The patient should not void a minimum of one hour

prior to the physical examination****
1. Inquire about and inspect scalp for hair loss (alopecia).

2. Inspect face for lesion and/or rash.

3. Inspect oral cavity:  Use a tongue blade and light to perform oropharynx examination which consists of checking the posterior pharynx, under the tongue, and buccal and labial mucosa.  Note pharyngitis, ulcers, mucous patches, and/or condyloma acuminata.  Collect a throat culture for gonorrhea, if indicated by sexual history.  
4. Palpate cervical, supraclavicular, axillary, and epitrochlear lymph nodes:  Remove or adjust patient’s shirt to palpate axillary, supraclavicular, and epitrochlear lymph nodes.  Clothing can interfere with the ability to adequately palpate lymph nodes and may result in the failure to diagnose the presence of lymphadenopathy.   

5. Inspect the chest and back:  Instruct the patient to remove or adjust his clothing for complete visual inspection of the chest and back for lesions and/or rashes (clothing may remain on if held by patient in a manner which allows for complete visual inspection by the clinician).

6. Inspect the palms of the hands and soles of the feet for signs of a palmar and/or plantar rash (secondary syphilis).
Prepare patient for genital examination:

1. Explain procedure to the patient.

2. Have patient stand at end of examination table with feet shoulder width apart.

3. Reassure patient that examination should not cause discomfort.  If discomfort is felt, clinician should be informed immediately.  
4. Sit on low rolling stool in front of patient.
5. Inform patient of contact by stating the area you plan to examine first.  Example:  “First, I am going to check your lymph nodes.”
6. General inspection:

a. Assess sexual maturity by visual inspection.  Note hair pattern, size and shape of penis and testes, and color and texture of scrotal sac.
b. Inspect for pubic lice or excoriations suggestive of lice or scabies throughout examination.

Discuss each step of the examination process.  Keeping a patient involved will lessen the possibility of an erection.  If the patient does have an erection, continue the examination.  Acknowledge that this is a natural response if the patient appears to be distressed or concerned. 

Palpation and inspection of the penis:

1. Gently grasp shaft of penis and inspect all sides, including the inferior side and base. 

2. Retract foreskin.  Ask patient to assist if painful or difficult to retract. “Teaching moment” – briefly stress the importance of retracting the foreskin and keeping the area around the glans penis clean.    

3. Foreskin should be easily retractable from glans.  Phimosis -- cannot be retracted.  Paraphimosis -- once retracted, cannot be returned causing edema.
4. Inspect glans for ulcers, scars, nodules, inflammation, and hygiene.

5. Examine urethral meatus – note size and position of opening.  Hypospadias is a congenital, ventral displacement of the meatus.

6. Open the distal end of the urethra by compressing the glans between the index finger and thumb.  Inspect for discoloration, inflammation, discharge, and lesions. 
7. If performing urogenital swabs, collect a specimen for NAAT testing of gonorrhea and chlamydia.  Collect a specimen for a gram stain if indicated.  
Scrotum and contents:
1. Examine all sides of scrotum by having patient flex leg on side being examined to increase access to area.

2. Examine the scrotal sac by rolling the skin between the fingers of one or both hands. 

3. Lift scrotum to visually inspect posterior side.

4. Any swelling or masses within the scrotum should be evaluated.

5. Testicles -- Individually examine each testicle between the fingers of one hand for nodules, masses, and tenderness.  A grainy texture could indicate an irregularity (e.g., testicular cancer).  Avoid excessive pressure during palpation which could cause a deep aching sensation for the patient. 

6. Epididymis -- on the postero-lateral surface of each testis is the softer, comma-shaped epididymis.  Gently palpate the epididymis between the thumb and index finger.  It moves with the testes, yet can also move independently.  The texture feels like a “cluster of soft noodles.”

7. Spermatic cord and vas deferens – locate spermatic cord and vas deferens by gently grasping scrotal sac between thumb and index finger close to base of penis.  Move thumb and finger outward laterally until contact is made.  Spermatic cord feels like soft, pliable tubing.  The vas deferens usually can be felt as a separate, movable cord within the tubing.

Anus:
Inspect the anus and perianal area, if indicated by sexual history.  Collect a rectal culture (or NAAT if available) when patient is participating in receptive anal intercourse, regardless of reported condom use.    

STANDING DELEGATION ORDER
SYPHILIS

Definition:  Syphilis is a systemic disease caused by Treponema pallidum, a bacterium belonging to the class know as spirochetes.  Before the emergence of HIV, syphilis was far and away the STD that contributed to death and disability.  Other than congenital transmission to unborn children, syphilis is transmitted primarily by sexual activity.  Transmission requires direct skin-to-skin contact with syphilitic lesions.  Insertive penile-vaginal and penile-anal intercourse is the dominant practice that transmits syphilis.  Syphilis can also be transmitted through oral sex.  Sexual transmission a year or more after infection is rare.  If not treated, congenital transmission can occur during all stages of syphilis.  The manifestations of syphilis are very broad, with the potential to mimic many other medical conditions.
Treatment protocols should be initiated when any of the following situations apply:
Contact to syphilis - a sexual partner of a patient diagnosed with primary, secondary, or early latent syphilis whose exposure occurred within 90 days regardless of STS (Serological Test for Syphilis) results.  The contact may have incubating disease and may be asymptomatic but not test positive.

Persons who were exposed >90 days before the diagnosis of primary, secondary, or early latent syphilis in a sex partner should be treated presumptively if serologic test results are not available immediately and the opportunity for follow-up is uncertain. If serologic tests are negative, no treatment is needed. If serologic tests are positive, treatment should be based on clinical and serologic evaluation.   
Primary syphilis

A patient with a genital, ano-rectal, or oral ulcer who meets any of the following criteria:
1. Darkfield (genital or ano-rectal lesion) is positive, regardless of STS results;
2. STS is positive and patient has no past history of syphilis;
3. Patient has a history of syphilis AND any of the following:
a. Last STS was negative, the results cannot be obtained or the titer has increased four-fold from most recent STS (reinfection).
b. Both the STS and darkfield are negative and one of the following is present:

· a single indurated painless ulcer with or without painless inguinal lymphadenopathy.  Repeat quantitative in 2 weeks.

· a single indurated painful ulcer with purulent discharge and tender bilateral inguinal lymphadenopathy.  The patient most likely has primary syphilis with secondary bacterial infection.  Repeat quantitative in 2 weeks.
Secondary syphilis

A patient with a positive STS and any of the following symptoms:

1. Rash – macular, popular, or annular

a. Generalized body rash

b. Palms of hands and soles of feet

c. Face (annular) – especially around corners of the mouth and/or chin 
2. Patches or lesions on mucous membranes:

a. Mucous patches

b. Condylomata lata 
3. Alopecia – patchy appearance (not to be confused with Areata)

a. Scalp

b. Eyebrows/eyelashes








4. Generalized lymphadenopathy





5. Fever and malaise – (This normally accompanies a rash, C lata, etc. in adolescent patients.  Not a sign by itself.)
AND meets any of the following criteria: 
1. Is a contact to primary, secondary, or early latent syphilis.

2. Has never been treated for syphilis or was adequately treated more than 12 months ago,

3. Has a documented negative STS within the past 12 months,

4. The STS has increased four-fold in a patient who has had treatment for syphilis in the past 12 months. 

5. Had first time sexual exposure (sexual debut) within the last 12 months.

Early Latent Syphilis.

An asymptomatic patient with a positive STS and who meets any of the following criteria:

1. There is evidence that the infection occurred within the past year (i.e. history of chancre, generalized rash, rash on palms and/or soles, alopecia, mucus patches, or condylomata lata in the past 12 months),

2. There is a clear history of exposure in the past 12 months to someone with primary, secondary or early latent syphilis,

3. There is a documented negative STS within the past 12 months,

4. The quantitative STS shows a four-fold increase from the last STS within the past 12 months. 

Late Latent Syphilis 

An asymptomatic patient with a positive STS and who meets any of the following criteria:

1. Patient has a known exposure to primary, secondary, or early latent syphilis more than 12 months ago,

2. Patient had symptoms of primary or secondary syphilis more than 12 months ago.

Late Latent Syphilis of Unknown Duration

An asymptomatic patient with a positive STS and who meets any of the following criteria:

1. Patient has never been treated for syphilis,

2. There is no evidence of early infection,

3. There is no history of chancre, generalized rash, rash on palms and/or soles, alopecia, mucus patches, or condylomata lata within the past 12 months,

4. There is no clear history of exposure in the past 12 months to someone with primary, secondary, or early latent syphilis, 
5. The last STS was more than 12 months ago and was negative or there was a four-fold decrease from the last STS.

Consult with MD*:

1. Signs or symptoms of neurosyphilis (e.g., headache, photophobia, stiff neck, nausea, vomiting, difficulty seeing, iritis, difficulty hearing, double vision, difficulty walking, difficulty thinking, bizarre behavior, facial paralysis, and tremors)
2. Signs or symptoms that persist or recur after treatment
3. A four-fold increase in the STS titer after adequate treatment
4. An initially high titer fails to fall after treatment
5. Less than 12 years of age
6. Pregnancy
7. HIV infection
8. Allergy to penicillin
*Treat if the above criteria 1 – 8 do not apply.

LABORATORY
1. Darkfield exam of exudate from chancre (if present) or mucous patch/condylomata lata (Do not darkfield oral lesions);
2. Stat RPR plus a main lab RPR;  

3. HIV test;
4. Herpes test. Acute and convalescent (as the situation dictates);
5. Gram stain on males with penile discharge;
6. NAAT testing gonorrhea and chlamydia;
7. Pharyngeal and/or rectal culture or NAAT as indicated;
8. Saline wet prep, vaginal pH;

9. Perform a urine pregnancy test if a female reports abdominal pain or undiagnosed pregnancy is suspected (i.e., the patient is not using a reliable method of contraception and she is ≥6 weeks past her last LMP).
TREATMENT PROTOCOLS

Primary, secondary, and early latent syphilis (duration less than one year), including contact to syphilis: 

Benzathine Penicillin G, 2.4M units IM (1.2M units in each buttock)

If allergic to penicillin and not pregnant:

Doxycycline 100mg BID x 14 days OR Tetracycline 500mg QID x 14 days

If known to be HIV Antibody Positive or known contact to HIV positive patient:

Benzathine penicillin G 2.4M units IM (1.2M units in each buttock).  HIV+ individuals do not require extra treatment.
If pregnant:
Benzathine Penicillin G, 2.4 million units IM (1.2M units in each buttock). 
If pregnant and allergic to penicillin:

Consult with MD while patient is on-site.  If patient does not have physician, arrange an appointment at <alternative provider> for testing, de-sensitization and treatment with penicillin.

	**Erythromycin should never be used in pregnancy as it does not treat the fetus.  The patient should sign a treatment refusal if she does not follow the recommended desensitization and treatment regimen.



Late Latent Syphilis (onset of symptoms more than 12 months prior to treatment) or latent syphilis of unknown duration: 
Benzathine penicillin G 2.4M units IM once a week X 3 weeks (1.2M units in each buttock).  If a subsequent dose is more than three days late (i.e., ≥11 days since last injection), begin the series again.
 
If allergic to penicillin and NOT pregnant:
Doxycycline 100mg BID x 28 days
 
If pregnant:
Benzathine penicillin G 2.4M units IM once a week X 3 weeks (1.2M units in each buttock).  According to the CDC, missed doses are not acceptable in a pregnant patient.  If a subsequent dose is late, begin the series again.
 
If pregnant and allergic to penicillin:
Consult with MD while patient is on-site.  If patient does not have physician, arrange an appointment at <alternate provider> for testing, de-sensitization, and treatment with penicillin.
 
If HIV seropositive:
All persons with HIV infection and syphilis should undergo a careful neurologic examination. If the patient is symptomatic for neurosyphilis, refer to MD for CSF exam before treatment.  (In the absence of neurologic symptoms, CSF examination has not been associated with improved clinical outcomes and therefore is not recommended.)  

If CSF is normal, treat with Benzathine Penicillin G, 2.M units IM once a week X 3 weeks (1.2M units in each buttock).  If a subsequent dose is more than three days late (i.e., ≥11 days since last injection), begin the series again.

 
Consult with MD:

1. The patient is allergic to penicillin and cannot tolerate doxycycline.

2. The RPR does not show a four-fold decrease in titer 6-12 months after treatment.

FOLLOW-UP

1. For primary, secondary, and latent syphilis, re-evaluate at 6 and 12 months after treatment.

2. For late latent or latent of unknown duration, re-evaluate at 6, 12 and 24 months after treatment.

3. If patient is HIV seropositive, re-evaluate at 3, 6, 12 and 24 months after treatment.
4. If patient presented with a genital/anorectal lesion and the RPR and darkfield were negative, repeat RPR in 2 weeks.

5. Pregnant patients should be evaluated monthly to assess treatment response until delivery and should be re-tested at 28-32 weeks gestation.   
Management of Sex Partners
All sex partners of a patient with syphilis (any stage) should be examined, tested, and evaluated for treatment.  Patient-delivered partner therapy is not appropriate for the treatment of syphilis.
Patient Counseling
1. Verbal instructions should be supported with written material.

2. How to take oral medications and possible side effects.

3. Referral to DIS for partner notification in order to prevent further spread of the disease.

4. Avoid sexual contact until patient and partner(s) have completed the treatment regimen.

5. Demonstrate the proper use of condoms.

6. Caution females not to become pregnant if taking doxycycline.
7. Emphasize the importance of early re-evaluation if symptoms persist or recur.

8. Patients with syphilis should be tested for HIV.

9. Management of possible Jarisch-Herxheimer reaction.
10. Advise pregnant patients to contact their MD or refer to prenatal care ASAP.

Refer to DIS immediately for partner elicitation.
STANDING DELEGATION ORDER
CHLAMYDIA TRACHOMATIS

Chlamydia trachomatis is an intracellular bacterium that causes infection in men and women in epidemic proportions.  A high proportion of chlamydia infections may be asymptomatic or may have non-specific symptoms that are not recognized as being a problem.  If untreated in women, chlamydia may cause endometritis, salpingitis, tubo-ovarian abscess, urethral syndrome, and infertility.  In pregnancy, Chlamydia has been associated with spontaneous abortion, premature delivery, stillbirths, and infections in the neonate.

CLINICAL FEATURES

Symptoms may include some or all of the following:

Women:

1. Often asymptomatic – approximately 80% have no symptoms

2. Increased mucopurulent vaginal/cervical discharge

3. Lower abdominal pain or discomfort of variable duration, dyspareunia

4. Urethral syndrome (dysuria, frequency, urgency)

5. Perihepatic pain

6. Abnormal vaginal bleeding, irregular menses, post coital bleeding

7. Rarely nausea, vomiting, chills
Men:
1. Often asymptomatic – 50% may have no symptoms

2. Clear, milky or mucoid urethral discharge

3. Dysuria, urethral “itch”

4. Urinary frequency

5. Scrotal pain, swelling, redness

6. Epididymitis

Rectal:

Generally asymptomatic; may cause symptoms characteristic of proctitis (e.g., rectal discharge, pain during defecation) or proctocolitis.
Pharyngeal:

Although chlamydia can be detected in the pharynx after inoculation from oral-genital exposure, chlamydia has not been established as a cause of pharyngitis.  

Clinical Signs:

Women:

1. Mucopurulent cervical discharge.  Yellow discharge from endocervix after cleaning cervix with swab
2. Hypertrophic-appearing columnar epithelium of the cervix, friability
3. Greater than 40 WBC/HPF on saline wet mount

4. Cervical tenderness on palpation

5. Pyuria

6. No symptoms

Men:

1. Mucoid or clear urethral discharge

2. Edematous, erythematous urethral meatus 

3. Epidydimitis (infrequent complication) – scrotal pain, swelling, and tenderness, may have fever

LABORATORY
1. Aptima GenProbe (NAAT) at all sites of exposure – vaginal, cervical, and urethral.  
MSM should be screened (regardless of reported condom use) if they report anal and/or pharyngeal exposure.   For NAAT testing, ano-rectal and pharyngeal specimens may be patient-collected or clinician-collected.  (For proper collection techniques, see page 10.)
Extra-genital (pharyngeal and ano-rectal) testing is primarily for MSM but specimens may be collected from high-risk women (i.e., commercial sex workers, women with rectal/pharyngeal exposure only, symptomatic women, etc.).  Since the majority of women are dually infected in the cervix as well as extragenital sites, and, with limited research to support it at this time, extra-genital screening in women is not recommended.  Pharyngeal and ano-rectal NAAT testing is not widely available at this point in Texas.  If NAAT testing for extra-genital sites is not available, a culture of extra-genital sites is recommended.
2. HIV test
3. RPR 

4. Stat RPR if indicated 

5. Gram stain for males
6. Wet mount, as needed
7. Urinalysis, if indicated

Initiate SDO when any of the following situations apply:
1. A patient tests positive for chlamydia.

2. A patient has a confirmed recent exposure to chlamydia (i.e., referred by DIS, other public health investigator, doctor, or by a sexual partner who has been diagnosed with chlamydia or NGU).  
3. If clinical signs and symptoms of chlamydia are present, treat for cervicitis/NGU regardless of chlamydia test results.  (See pages 31-35 for the cervicitis and NGU SDOs.)
Consult with MD*
1. Acute abdominal pain or rebound tenderness

2. Adnexal tenderness

3. Cervical motion tenderness

4. Fever >100.4F

5. Scrotal pain, mass, swelling, redness, tenderness

6. Conjunctivitis

*Treat if criteria 1 – 6 do not apply.

TREATMENT

If not pregnant or breastfeeding:


Azithromycin 1gm, po, single dose




OR


Doxycycline 100mg po BID x 7 days

If pregnant, breastfeeding, or intolerant of doxycycline:


Azithromycin 1 gm po in a single dose

If treatment failure on Azithromycin (non-pregnant):


Doxycycline 100mg po BID x 7 days (Contraindicated in pregnancy.)

Alternative treatments in pregnancy and allergic to azithromycin:


Amoxicillin 500mg orally TID x 7days




OR


Erythromycin base 500mg po QID x 7 days 

Follow-Up
1. If the patient is pregnant, do a NAAT test of cure 3-4 weeks after completing therapy.

2. Instruct the patient to return to clinic if symptoms do not improve within 3 days, worsen, or recur after treatment.

3. Instruct the patient to return to clinic in 3-4 months for re-screening (not a test of cure).

Patient Counseling
Verbal instructions supported with written material in the patient’s and partner’s language:

1. Inform the patient of the necessity of sex partner notification in order to prevent spread of disease.  Give partner referral cards for all sexual partners within the last 60 days.  Offer patient-delivered partner therapy.

2. Patient and partner(s) should abstain from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen.

3. Educate on how to use a condom.  Counsel on safer sex practices.

4. Caution patients not to become pregnant while taking doxycycline.
5. If pregnant, advise patients to contact their MD or refer to prenatal care ASAP.
6. Stress importance of early evaluation if symptoms persist or recur, especially if fever or abdominal pain develops.

7. Counsel about risk of HIV infection and importance of HIV testing.

8. Remind patient to re-screen for STDs in 3-4 months. 

Management of Sex Partners
1. Ideally, all partners of a patient with chlamydia or NGU should be examined, tested, and treated if their contact was within 60 days of the onset of the symptoms of the index patient.

2. Offer Patient-Delivered Partner Therapy (PDPT) to all heterosexual patients:  azithromycin 1 gm po or doxycycline100mg po BID x 7 days.  

3. If the patient’s last exposure was >60 days before onset of symptoms, treat the most recent partner.  

Partner Counseling When Patient is Provided With Patient-Delivered Partner Therapy
Verbal instructions supported with written material in the patient’s and partner’s language should:
1. Discuss the importance of clinical partner evaluation.

2. Provide information on the possible risks of the infection and the importance of following directions carefully.  

3. Stress abstinence from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen for both the patient and his/her partner(s).

4. Educate on how to use a condom.  

5. Counsel on safer sex practices.

6. Caution partners not to become pregnant while taking doxycycline.
7. If pregnant, advise partners to contact their MD or refer to prenatal care ASAP.
8. Stress the importance of early evaluation if symptoms persist more than 72 hours or recur, especially if fever or abdominal pain develops.

9. Counsel about the risk of HIV infection and importance of HIV testing.

10. Remind the partner to re-screen in 3 months. 

STANDING DELEGATION ORDER 

 GONORRHEA
Gonococcal infection is caused by Neisseria gonorrhoeae (GC), an intra-cellular, gram-negative diplococcus.  The incubation period on average is 3 to 5 days but may be as long as 30 days.  Gonorrhea can infect the genito-urinary tract, oropharynx, and the ano-rectum.  The sexual history should include all anatomic sites of exposure.  Women with gonorrhea are at risk of developing serious complications from the infection, regardless of the presence or severity of symptoms.  Resistance to the last antibiotic group effective in the treatment of GC (cephalosporins) is approaching.  Clinicians should be vigilant about detecting treatment failures and treating suspicious cases.

Clinical Features

Symptoms: Primary infection may be urethral, endocervical, pharyngeal, and/or anorectal.
Women:
1. Often asymptomatic

2. Dysuria, frequency  

3. Vaginal discharge 

4. Abnormal vaginal bleeding: inter-menstrual bleeding and/or post coital bleeding

5. Lower abdominal pain or discomfort, dysparuenia

6. Fever and/or chills

7. Pharyngeal infections may cause sore throat or hoarseness but usually cause no symptoms

8. Anorectal burning and/or discharge, painful bowel movements

9. Dyspareunia

10. Joint pain – a symptom of complicated infection (disseminated gonococcal infection [DGI])

11. Hemorrhagic pustules – a symptom of complicated infection (DGI)

Men:

1. Normally symptomatic in the urethra (80%), but asymptomatic (≥65%) in extra-genital sites
2. Dysuria

3. White, yellow, green discharge from penis

4. Painful, swollen testicles

5. Rectal discharge, anal itching, soreness, bleeding, or painful bowel movements. Rectal infection also may cause no symptoms.
6. Pharyngeal infections may cause a sore throat but usually cause no symptoms.

7. Joint pain - a symptom of complicated infection (DGI)
8. Hemorrhagic pustules - a symptom of complicated infection (DGI)
Signs

Women:
1. Often normal exam

2. Purulent or mucopurulent urethral, endocervical, and/or anorectal discharge

3. Cervical ectopy -- friable on examination 

4. Adnexal, uterine, or cervical motion tenderness

5. Elevated temperature with complicated infection

6. Erythematous, edematous pharynx

7. Hemorrhagic pustules - a sign of complicated infection (DGI)
8. Asymmetric, painful, swollen joints - a sign of complicated infection (DGI)
9. Rectal discharge, anal itching, soreness, bleeding, and/or painful bowel movements. Rectal infection also may cause no symptoms.
10. Pharyngeal infections may cause a sore throat but usually cause no symptoms.

Men:

1. White, yellow, green discharge from penis

2. Painful, swollen testicles

3. Rectal discharge, anal itching, soreness, bleeding, and/or painful bowel movements. Rectal infection also may cause no symptoms.

4. Pharyngeal infections may cause a sore throat but usually cause no symptoms.

5. Hemorrhagic pustules - a sign of complicated infection (DGI)

6. Asymmetric, painful, swollen joints - a sign of complicated infection (DGI)
Laboratory
1. Aptima GenProbe (NAAT) at all sites of exposure – vaginal, cervical, and urethral.  
MSM should be screened (regardless of reported condom use) if they report anal and/or pharyngeal exposure.   For NAAT testing, ano-rectal and pharyngeal specimens may be patient-collected or clinician-collected.  (For proper collection techniques, see page 10.)
Extra-genital (pharyngeal and ano-rectal) testing is primarily for MSM but specimens may be collected from high-risk women (i.e., commercial sex workers, women with rectal/pharyngeal exposure only, symptomatic women, etc.).  Since the majority of women are dually infected in the cervix as well as extra-genital sites, and, with limited research to support it at this time, extra-genital screening in women is not recommended.  Pharyngeal and ano-rectal NAAT testing is not widely available at this point in Texas.  If NAAT testing for extra-genital sites is not available, a culture of extra-genital sites is recommended.
2. RPR – stat, if indicated  

3. HIV test
4. Gram stain for males, if indicated
5. Wet mount as needed 

6. Urinalysis if indicated
7. Perform a urine pregnancy test if a female reports abdominal pain or undiagnosed pregnancy is suspected (i.e., the patient is not using a reliable method of contraception and she is ≥6 weeks past her LMP).
* Self-collected rectal specimens for NAAT testing are as reliable as clinician-collected.
Initiate protocol with any of the following situations apply: 
1. A patient has N. gonorrhea identified by NAAT or culture.

2. A patient has typical gram-negative intracellular diplococci identified by gram stain of urethral smear.

3. A patient has confirmed recent exposure to known or suspected gonorrhea (i.e., referred by DIS, other public health investigator, doctor, or by a sexual partner who has been diagnosed with gonorrhea). These patients should be examined, tested, and treated at initial visit.

4. A patient has suspicious signs and symptoms.

Consult With MD*:

1. Inflammation of the pharynx

2. Inflammation of the rectum

3. Acute abdominal pain or adnexal tenderness

4. Cervical motion tenderness

5. Fever >100.4F

6. Inflammation of a joint

7. Skin lesions

8. Conjunctivitis
9. Pregnancy, with or without allergy to penicillin and/or cephalosporins
10. Dyspnea and rapid heartbeat (symptoms of endocarditis)

11. Treatment failure indicated by positive follow-up culture or persistent symptoms.

*Provide treatment if the above 1-11 conditions do not apply.  
Treatment:
1. Uncomplicated cervical, urethral, pharyngeal, and rectal gonorrhea if patient is not allergic to penicillin or cephalosporins (e.g., cefixime, ceftriaxone):

a. Ceftriaxone 250mg IM single dose

AND 

b. Azithromycin 1gm po in a single dose 

(As of 2015, doxycycline 100mg po BID x 7 days has been moved from “recommended” to “alternative” treatment status now.  This regimen should be used only when the patient is allergic to azithromycin.  Doxycycline is contraindicated in pregnancy.)

c. Administer medications on the same day

***Treat with azithromycin even if the chlamydia result is negative***

2. If the patient is allergic to penicillin or cephalosporins, potential therapeutic options are dual treatment with:

· Gemifloxacin 320mg PO plus azithromycin 2gm PO

· Gentamicin 240mg IM plus azithromycin 2gm PO (Contraindicated in pregnancy.)
3. Pregnant women should be treated with the same dual therapy regimen as recommended for non-pregnant women, with the exception of doxycycline which is contraindicated in pregnancy.  “When cephalosporin allergy or other considerations preclude treatment with this regimen and spectinomycin is not available, consultation with an infectious-disease specialist is recommended.”  (2015 CDC Treatment Guidelines, page 64.)  See page 30 for a transcript of a consult with the STD Clinical Consultation Network, May 7, 2015.  

Clinicians may call Teri Anderson (303-602-3602 / teri.anderson@dhha.org) or John Fitch (303-602-3616 / john.fitch@dhha.org) at the Denver Prevention Training Center for an ID consult or they may call the CDC at 404-639-8659.
 “Allergic reactions to first generation cephalosporins occur in <2.5% of persons with a history of penicillin (PCN) allergy and are uncommon with third-generation cephalosporin (e.g., ceftriaxone and cefixime). Use of ceftriaxone or cefixime is contraindicated in persons with a history of IgE-mediated penicillin allergy (e.g., anaphylaxis, Stevens Johnson syndrome, and toxic epidermal necrolysis).  Data are limited regarding alternative regimens for treating gonorrhea among persons who have either a cephalosporin or IgE-mediated penicillin allergy…Providers treating persons with cephalosporin or IgE-mediated penicillin allergy should consult an infectious disease specialist.”  - CDC Sexually Transmitted Disease Treatment Guidelines, 2015, page 64. 
Patient Counseling

Verbal instructions supported with written material in the patient’s and partner’s language should:

1. Inform the patient of the necessity of sex partner notification in order to prevent spread of disease.  Give partner referral cards for all sexual partners within the last 60 days.  Offer patient-delivered partner therapy.
2. Patient and partner(s) should abstain from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen.
3. Educate on how to use a condom.  Counsel on safer sex practices.

4. Caution patients not to become pregnant while taking doxycycline.

5. Stress importance of early evaluation if symptoms persist or recur, especially if fever or abdominal pain develops.

6. Counsel about risk of HIV infection and importance of HIV testing.

7. Remind patient to re-screen for STDs in 3-4 months. 

Partner Management

At this time in Texas, patient-delivered partner therapy (PDPT) should be offered to all patients at their initial treatment, if: 1) they are heterosexual, 2) the partners are not reported by the patient to be allergic to penicillin or cephalosporins (e.g., cefixime, ceftriaxone) or macrolides (azithromycin), and 3) the patient does not report partner symptoms indicative of complicated infection.  A 2013 statement issued by the CDC stated, “If a heterosexual partner of a gonorrhea patient cannot be linked to evaluation and treatment in a timely fashion, expedited partner therapy (EPT) with cefixime and azithromycin should still be considered, as not treating partners is significantly more harmful than is practicing EPT for gonorrhea.”

http://www.cdc.gov/std/ept/GC-Guidance.htm 

Symptomatic partners should be evaluated by a clinician.  PDPT is not appropriate for men who have sex with men (MSM), and in the case of re-treatment of a suspected treatment failure.

Partner Treatment:

a. Cefixime 400mg po in a single dose

AND 

b. Azithromycin 1gm po in a single dos
As of 2015, doxycycline 100mg po BID x 7 days has been moved from “recommended” to “alternative” treatment status now.  This regimen should be used only when the patient is allergic to azithromycin.  Doxycycline is contraindicated in pregnancy.)

***Treat with azithromycin (or doxycycline) even if the chlamydia result is negative***
Partner Counseling When Patient is Provided With Patient-Delivered Partner Therapy 
Verbal instructions supported with written material in the patient’s and partner’s language should:
1. Discuss the importance of partner evaluation in the clinic.

2. Provide information on their exposure to gonorrhea and possible risks of the infection. 

3. Discuss the importance of therapy, when to seek clinical evaluation for adverse reactions or complications, and the importance of following directions carefully.  

4. Stress abstinence from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen for both the patient and his/her partner(s).
5. Any person with pharyngeal gonorrhea who is treated with an alternative regimen (i.e., cefixime) should return 14 days after treatment for a test-of cure using either culture or NAAT.  
6. Educate on how to use a condom.  

7. Counsel on safer sex practices.

8. Caution partners not to become pregnant while taking doxycycline.
9. If pregnant, advise partners to contact their doctor or refer to prenatal care ASAP.
10. If symptomatic, stress the importance of early evaluation if symptoms persist or recur, especially if fever or abdominal pain develops.

11. Counsel about the risk of HIV infection and importance of HIV testing.

12. Remind the patient and the partner to re-screen for STDs in 3-4 months. 
Re-infection / Treatment Failure
Treatment failure should be considered in – 

1. Persons whose symptoms do not resolve within 3-5 days after appropriate treatment and who report no sexual contact during the post-treatment follow-up period

2. Persons with a positive test of cure (i.e., a positive NAAT ≥7 days after receiving the recommended treatment regimen) when no sexual contact is reported during the post-treatment follow-up period.  
3. Persons who have a positive culture on test of cure (if obtained) at least ≥72 hours after treatment and there is evidence of decreased susceptibility to cephalosporins on antimicrobial susceptibility testing, regardless of whether sexual contact is reported during the post-treatment follow-up period.  

Steps in managing a case of suspected treatment failure:

1. Re-treat with the recommended regimen (ceftriaxone250mg IM plus azithromycin 1gm PO), because re-infections are more likely than actual treatment failures.  

2. Perform test of cure ≥7 days after re-treatment.  
3. Persons with suspected treatment failure after treatment with the alternative regimen (cefixime and azithromycin) should be treated with a single dose of ceftriaxone 250mg IM and azithromycin 2gm PO.  

If re-treatment with the recommended regimen fails:

1. Obtain culture specimens (with simultaneous NAAT) from all sites of exposure and request susceptibility testing of GC isolates.  
2. Notify the lab that the specimen was obtained from a patient with possible cephalosporin treatment failure. (Note: Commercial laboratories are the only ones in Texas that can perform culture and sensitivity in the event of suspected treatment failure.)

3. Dual treatment with the following regimen can be considered:

· Gentamicin 240mg IM plus azithromycin 2gm PO  (Contraindicated in pregnancy.)   OR
· Gemifloxacin 320mg PO plus azithromycin 2gm PO
4. For treatment advice, a consult with local infectious disease expert is recommended.  Clinicians may also call Teri Anderson (303-602-3602 / teri.anderson@dhha.org) or John Fitch (303-602-3616 / john.fitch@dhha.org) at the Denver Prevention Training Center or call the CDC at 404-639-8659 for treatment advice.

5. Report the case (within 24 hours) to your local public health authority.  
6. Perform test of cure 7-14 days after re-treatment (culture with simultaneous NAAT). 

7. Ensure the patient’s partner(s) from the preceding 60 days are evaluated promptly with culture and treated as indicated. 
Transcript of Consult
STD Clinical Consultation Network

May 7, 2015

To determine the best recommendation for the treatment of gonorrhea in pregnant patients who are allergic to penicillin and/or cephalosporins, the Denver Prevention Training Center’s STD Clinical Consultation Network was contacted about current language in the gonorrhea SDO.  Their response follows below.  Because of the more complicated treatment option, the SDOs now recommend a consult with the authorizing physician or the physician on call (page 27).
Your Question
“If the patient is pregnant and allergic to penicillin and/or cephalosporin, azithromycin 2 grams orally is effective against uncomplicated GC infection, but because of concerns over emerging antimicrobial resistance to macrolides, its use should be limited. Cephalosporin treatment following desensitization is impractical in most clinical settings.”


Response

Unfortunately, there really is no other good choice in this scenario. If you review the GISP data on the CDC STD website (see web address below), you can see that almost 78% of GC isolates are pan-sensitive, so PCN, cephalosporins, doxycycline and the quinolones would all kill those isolates. We don't routinely use them as we want to see >95% sensitivity to any drug we use routinely to avoid excessive treatment failures. In a non-pregnant patient with actual PCN allergy or cephalosporin allergy, you could try one of those other drugs and do a test-of-cure (within a couple of days by culture, or at a month if using NAAT, since the latter can pick up remnants of dead organisms for at least a couple of weeks after treatment). You could direct your choice of specific drug by looking at the specific data from the GISP site closest to your area. That data is available on the GISP page at: 

http://www.cdc.gov/std/gisp/ 

Pregnancy complicates the picture as doxycycline and quinolones both have pregnancy contraindications, so the suggested strategy above won't work.

Of course, many people who report a penicillin allergy are not actually allergic, and even of those who actually have anaphylaxis or hives (true IgE mediated allergy), less than 5% have cross-reactivity with the cephalosporins. 

But if you can't feel reasonably confident that she does not have a true penicillin allergy, you should use the azithromycin 2 gram single dose. If we limit use of that treatment to instances such as this that actually have no good alternative, it will help delay emergence of resistance. 


STANDING DELEGATION ORDER 
MUCOPURULENT CERVICITIS

Mucopurulent cervicitis is a condition characterized by a purulent or mucopurulent endocervical exudate visible in the endocervix or on an endocervical swab specimen and sustained endocervical bleeding easily induced by gentle passage of a cotton swab through the cervical os.  Either or both signs may be present.  MPC is frequently asymptomatic but some women will complain of abnormal vaginal discharge and/or inter-menstrual bleeding.  In the majority of cases, no organism is isolated with a diagnosis of cervicitis.  When an organism is isolated, it is usually chlamydia or gonorrhea. 

Clinical Features

Symptoms may include some or all of the following:
1. Symptoms may be non-specific

2. Increased mucopurulent vaginal/cervical discharge

3. Lower abdominal pain or discomfort of variable duration, dyspareunia

4. Urethral syndrome (dysuria, frequency, urgency)

5. Labial irritation/burning

6. Abnormal vaginal bleeding, irregular menses, post coital bleeding

Clinical Signs:

1. Mucopurulent cervical discharge.  Yellow discharge from endocervix after swabbing off cervix.
2. Hypertrophic-appearing columnar epithelium of the cervix, erythema, friability.

3. Greater than 10 WBC/HPF on saline wet mount

4. Cervical tenderness

Laboratory
1. Aptima GenProbe (NAAT) for gonorrhea and chlamydia   

2. RPR  

3. HIV test
4. Stat RPR if indicated  

5. Wet mount to rule out other infections

6. Urinalysis, if indicated
7. Perform a urine pregnancy test if a female reports abdominal pain or undiagnosed pregnancy is suspected (i.e., the patient is not using a reliable method of contraception and she is ≥6 weeks past her LMP).
Initiate SDO with any of the following situations apply:

1. Mucopurulent cervical discharge 
2. Hypertrophic-appearing columnar epithelium of the cervix, erythema, friability

3. Greater than 10 WBC/HPF on saline wet mount

4. Cervical tenderness

Consult with MD*
1. Acute abdominal pain or adnexal tenderness

2. Cervical motion tenderness

3. Fever >100.4F

*Treat if criteria 1 – 3 do not apply.

Treatment:  

1. Azithromycin 1gm po in a single dose, OR

2. Doxycycline 100mg po BID x 7 days

3. Partners should be treated with the same medication.

If the prevalence of gonorrhea is high in the patient population, consider concurrent treatment (see gonorrhea protocol).

Follow-up and Re-Treatment
1. Instruct the patient to return to clinic if symptoms persist more than 72 hours, worsen or re-appear after treatment.
2. If symptoms persist after treating with doxycycline, the infection may be caused by M.genitalium.  Re-treat with azithromycin 1gm PO as it is significantly more effective than doxycycline. 
3. If symptoms persist after treating with azithromycin, the infection may be caused by M.genitalium.  Re-treat with moxifloxacin 400mg PO, once a day x 7 days. 

4. Consult with local infectious disease expert or Teri Anderson (303-602-3602 / teri.anderson@dhha.org) or John Fitch (303-602-3616 / john.fitch@dhha.org) at the Denver Prevention Training Center.
Evaluation of Sex Partners
1. Offer all heterosexual patients the same treatment to deliver to their partner(s) (Patient-Delivered Partner Therapy - PDPT).

2. Ideally all partners of a patient with cervicitis should be examined, tested, and treated if their contact was within 60 days of the onset of the symptoms of the index patient.

3. If the patient’s last exposure was >60 days before onset of symptoms, treat the most recent partner.  

Patient Counseling

Verbal instructions supported with written material in the patient’s and partner’s language:

1. Recommend partner evaluation and treatment in the clinic.

2. Patient and partner(s) should abstain from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen.

3. Educate on how to use a condom.  Counsel on safer sex practices.

4. Caution patients not to become pregnant while taking doxycycline.

5. Stress importance of early evaluation if symptoms persist or recur, especially if fever or abdominal pain develops.

6. Counsel about risk of HIV infection and importance of HIV testing.

7. Remind to re-screen for STDs in 3 months. 
Partner Counseling When Patient is Provided With Patient-Delivered Partner Therapy
Verbal instructions supported with written material in the patient’s and partner’s language should:
1. Recommend partner evaluation and treatment in the clinic.

2. Provide information on the possible risks of the infection and the importance of following directions carefully.  
3. Stress abstinence from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen for both the patient and his/her partner(s).

4. Educate on how to use a condom.  

5. Counsel on safer sex practices.
6. Stress the importance of early evaluation if symptoms persist or recur, especially if fever or abdominal pain develops.

7. Counsel about the risk of HIV infection and importance of HIV testing.

8. Remind to re-screen for STDs in 3 months. 
STANDING DELEGATION ORDER
NON-GONOCCAL URETHRITIS (NGU)
Urethritis, characterized by urethral inflammation, can result from infectious and non-infectious conditions.  Although asymptomatic infections are common, patients may experience mucopurulent or purulent discharge, dysuria, and/or urethral itching.  NGU is diagnosed when no infectious organism can be identified; the cause of the majority of NGU is unknown.  All patients who have confirmed or suspected NGU should be tested for gonorrhea and Chlamydia. 
Initiate SDO when any of the following situations apply:

1. A male patient presents with an abnormal urethral discharge that is negative for gonorrhea. 

2. A gram stain shows ≥2 WBCs per oil immersion field and no gram negative intracellular diplococci.

3. Microscopic examination of first void urine demonstrates ≥10 WBCs per high power field.

4. Patient has clinical findings suggestive of NGU.
Consult with MD*
1. Swollen, painful scrotum

2. Prostatitis

3. Treatment failure (indicated by persistent symptoms after treatment for urethritis)

*Treat if criteria 1 – 3 do not apply.

Laboratory

1. NAAT test for gonorrhea and chlamydia (urine is the preferred specimen in males)
2. Gram Stain 

3. RPR

4. HIV
5. NAAT test for T. vaginalis if available

6. First void urine with microscopy if available
Treatment:

1. Azithromycin 1gm po in a single dose OR
2. Doxycycline 100mg po BID x 7 days
Patient Counseling
Verbal instructions supported with written material in the patient’s and partner’s language:

1. Instruct the patient to return to the clinic if symptoms persist for more than 72 hours, worsen or re-appear after treatment.
2. Recommend partner evaluation and treatment in the clinic.

3. Offer PDPT to all heterosexual patients.

4. Give partner referral cards for all sexual partners within the last 60 days.

5. Patient and partner(s) should abstain from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen.

6. Educate on how to use a condom.  Counsel on safer sex practices.
7. Stress importance of early evaluation if symptoms persist or recur.
8. Counsel about risk of HIV infection and importance of HIV testing.

9. Remind patient to re-screen for STDs in 3 months. 
Management of Sex Partners
1. Ideally all partners of a patient with NGU should be examined, tested and treated if their contact was within 60 days of the onset of symptoms in the index patient.

2. Offer Patient-Delivered Partner Therapy (PDPT) to all heterosexual patients:  Azithromycin 1 gm po.  

3. If the patient’s last exposure was >60 days before onset of symptoms, treat the most recent partner. 

Partner Counseling When Patient is Provided With Patient-Delivered Partner Therapy
Verbal instructions supported with written material in the patient’s and partner’s language should:
1. Recommend partner evaluation and treatment in the clinic.

2. Provide information on the possible risks of the infection and the importance of following directions carefully.  

3. Stress abstinence from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen for both the patient and his/her partner(s).

4. Educate on how to use a condom.  

5. Counsel on safer sex practices.

6. Caution partners not to become pregnant while taking doxycycline.

7. Stress the importance of early evaluation if symptoms persist or recur, especially if fever or abdominal pain develops.

8. Counsel about the risk of HIV infection and importance of HIV testing.

9. Remind to re-screen for STDs in 3 months. 
Treatment of Persistent or Recurrent NGU
Initially, in case of suspected treatment failure, the following steps should be taken:

1. Re-treat with the recommended regimen (azithromycin 1gm PO), because re-infections are more likely than actual treatment failures.  

2. If symptoms persist after treating with doxycycline, the infection may be caused by M.genitalium.  Re-treat with azithromycin 1gm PO as it is significantly more effective. 

3. In areas where T. vaginalis is prevalent, treat presumptively with metronidazole 2gm PO in a single dose or tinidazole 2gm PO in a single dose.  Patient should abstain from alcohol for 24 hours after taking the medication.  

If re-treatment with azithromycin fails:

· Moxifloxacin 400mg, PO, daily x 7 days is highly effective against M genitalium.
STANDING DELEGATION ORDER
TRICHOMONIASIS
Trichomoniasis is caused by the protozoan T. vaginalis.  Some men who are infected with T. vaginalis might not have symptoms; others have NGU.  Many infected women have symptoms characterized by a diffuse, malodorous, yellow-green vaginal discharge with vulvar irritation.  Some women have few or no symptoms.  T. vaginalis infection is associated with two- to threefold increased risk for HIV acquisition, preterm birth, and other adverse pregnancy outcomes among pregnant women.  
Clinical Features

Symptoms
Women:
1. Symptoms may be minimal or asymptomatic (50%)
2. Abundant malodorous yellow-green vaginal discharge 

3. Vulvar/vaginal itching

Men:

1. Frequently asymptomatic

2. Dysuria

3. Urethral itching

Signs
1. Thin, frothy, gray or yellow-green discharge

2. Erythema
3. Cervical petechiae (strawberry spots)

4. Motile trichomonads on wet mount

5. pH >4.5 is often present

6. Positive amine or “whiff” test

7. In complicated cases: severe swelling and redness, excoriation, fissure formation
Laboratory

1. HIV

2. RPR

3. NAAT for gonorrhea and chlamydia

4. Wet mount

5. “The use of highly sensitive and specific tests (e.g., Aptima T. vaginalis assay, OSOM Trichomonas Rapid Test, Affirm VP III) is recommended….microscopic evaluation of wet preparations [is more common] because of convenience and relatively low cost….Clinicians using wet mounts should attempt to evaluate slides immediately because sensitivity declines as evaluation is delayed…”  (2015 STD Treatment Guidelines, page 72-73)

Initiate protocol when any of the following situations apply:

1. Motile, flagellated trichomonads are identified on microscopic examination of a wet mount of vaginal discharge.  

2. Patient presents as a contact to trichomoniasis.
3. Men who have sex with women and have persistent or recurrent urethritis.
Consult with MD 
1. Symptoms persist following treatment
2. There is a history of alcoholism
Treatment:

1. Metronidazole 2gm po in a single dose OR

2. Tinidazole 2g in a single dose (Should not be used in pregnant women. Breastfeeding should be deferred for 72 hours after a single dose of tinidazole.)

3. *Alternative: Metronidazole 500mg po BID x 7 days 

*HIV+ women should be treated with the alternative treatment because the single dose therapy is less effective than 500mg BID x 7days.

If infection persists:
Metronidazole 500mg po BID x 7days

If Metronidazole treatment fails:

Tinidazole 2gm po in a single dose
If Metronidazole treatment fails a second time: 
Metronidazole or Tinidazole 2gm qd x 5 days should be considered
If Metronidazole treatment fails on higher dose regimen:

Contact CDC Division of STD Prevention at 404-639-8363 for susceptibility testing
Assure partner treatment!

Follow Up

Follow up is needed only if symptoms persist.

Evaluation/Treatment of sex partners:
1. Ideally, sex partners of patients with trichomoniasis should be examined and treated.  However, patients should be offered the same medication to deliver to their partner(s). 

2. Alternatively, a prescription may be called to a pharmacy for the patient or partner to pick up for the partner’s use. 

Patient Counseling:

1. Avoid alcohol during treatment and for one day after treatment with metronidazole, 3 days after treatment with tinidazole.

2. Patient and partner(s) should abstain from sexual intercourse for 7 days after both complete the single-dose therapy or until both complete the 7-day regimen and/or the partners are asymptomatic.  
3. Counsel about risk of HIV infection and importance of HIV testing.

4. Return to clinic if symptoms persist or recur.

STANDING DELEGATION ORDER
GENITAL HUMAN PAPILLOMAVIRUS (HPV) INFECTION

Genital human papillomavirus (also called HPV) is the most common sexually transmitted infection (STI). There are more than 100 types of HPV.  At least 40 types infect the ano-genital area, the cervix, vulva, vagina, penis, anus, and throat and can cause cancer in those locations.  In the vast majority of cases, the infection is self-limited and most people who become infected with HPV do not even know they have it. The most common types - types 6 and 11 cause 90% of ano-genital warts and types 16 and 18 cause 66% of cervical cancers.  
Clinical Features

Symptoms:
Usually asymptomatic, but depending on the size and location, genital warts can be painful, friable and pruritic 
Clinical Signs

1. Can occur externally on the penis, vulva, scrotum, perineum, and peri-anal area 
2. Can occur internally on the uterine cervix and in the vagina, urethra, anus, and (rarely) the mouth.
3. Warts may be single lesions or in clusters, usually skin-colored or brown, but they may be gray or white.  They may be papular or multi-lobulated and fulminant.
Laboratory

1. HIV

2. RPR

3. NAAT for gonorrhea and chlamydia
Treatment:

Treatment of genital warts should be guided by the preference of the patient.  The primary goal of treating visible genital warts is the removal of the wart.  Treatment may reduce, but does not eliminate, transmission of HPV infection.  Treatment may be clinician applied or patient applied.  
1. Patients with vaginal, cervical, and/or anal warts should be referred for treatment.

2. Liquid nitrogen applied to each wart for 2-3 seconds till a 1mm “halo” can be seen around the wart.  Repeat x 1.  

3. Trichloroacetic (TCA) Acid or Bichloroacetic (BCA) Acid 80-90% solution.  Apply small amount to wart(s) and allow to dry, at which time a white “frosting” develops.  If an excess amount of acid is applied, the treated area can be powdered with baking soda to neutralize it.  
4. Patient applied treatments are available with a prescription:

a. Imiquimod 3.75% (applied every night at bedtime for up to 16 weeks) or Imiquimod 5% cream (applied 3 times a week at bedtime for up to 16 weeks)
Imiquimod should be avoided in pregnancy until there is more data.
b. Sinecatechins 15% ointment (applied 3 times daily until complete clearance of wart(s) is achieved.  Should not be used in pregnancy.

*Podophyllin is no longer a recommended regimen because of the number of safer regimens available and because severe systemic toxicity has been reported. 

Consult with MD if symptoms persist following multiple treatments over a period of 3 months.

Follow Up

1. Follow up is needed only if symptoms persist.

2. Remind women who are due for Pap screening to seek testing.  
3. Instruct patient to wash in 6-10 hours when using imiquimod.  Sinecatechins are not washed off. 
4. Clinician applied treatment at weekly intervals until resolution is recommended.  
Evaluation of sex partners:

Not recommended unless they have symptoms.  Partners may benefit from counseling about nature of the infection and screening for other STDs.
Patient Counseling:

1. Return to clinic if symptoms persist or recur. 

2. Key Counseling Messages: 

a. Warts are caused by HPV. The types of HPV that cause warts are different from the types that cause cancer.

b. HPV infection is very common.  Most people become infected at least once in their lifetimes.

c. Persons can be infected and not have symptoms.

d. It is not possible to determine which partner transmitted the original infection.  Having HPV does not mean one partner is having sex outside the relationship.

e. Most people clear the infection spontaneously and have no further health problems.  It is not possible to determine which infections will clear and which will progress.

f. When HPV infection does not clear, genital warts, pre-cancers and cancers of the cervix, anus, penis, vulva, vagina, head, and neck may develop.

g. Treatments are available for the conditions caused by HPV but not for the virus itself.

h. HPV testing is not indicated just because someone has warts.

i. Safer sex practices, abstinence, and use of condoms can decrease transmission.  However, condoms might not fully protect against HPV because areas not covered by a condom may be infected.

j. Having HPV does not make it harder to get pregnant.  However, HPV treatments may affect the pregnancy or delivery.

k. Vaccination can prevent diseases and cancers caused by HPV.

3. Women should maintain Pap schedule as recommended.

4. If not provided in the clinic, refer the patient for HPV vaccination.  Vaccination is recommended for females up to age 26 and for boys up to age 21.  In HIV + men and men who have sex with men, vaccination up to age 26 is recommended.  Vaccine can be administered regardless of history of anogenital warts, abnormal Pap/HPV tests, or anogenital cancer.  Current recommendations for HPV vaccination are available at http://www.cdc.gov./vaccines/hcp/acip-recs/index.html 

STANDING DELEGATION ORDER
GENITAL HERPES SIMPLEX VIRUS (HSV)
Genital herpes (HSV) is a chronic, life-long viral infection.  Two types of HSV have been identified, HSV-1 and HSV-2.  The majority of cases of recurrent genital herpes are caused by HSV-2.  At least 50 million people in the United States have genital HSV infection.  The majority of persons infected with HSV-2 have not been diagnosed with genital herpes.  Many persons have mild or unrecognized infections but shed virus intermittently in the genital tract.  The majority of genital herpes infections are transmitted by persons who are unaware they have the infection or who are asymptomatic when transmission occurs.  Symptoms, recurrences, and subclinical shedding are typically less frequent and intense for genital HSV-1 than HSV-2 infection.  

Clinical Features

Symptoms – Primary Outbreak
Symptoms can be mild to severe, symptoms may last 2-3 weeks 
1. May experience systemic effects – headache, aching joints, fatigue, fever, pain in the legs, flu-like symptoms

2. Enlarged and tender lymph nodes in the groin

3. Painful urination, itching, and discharge from vagina or penis

4. Painful blisters, sores, and crusts or scabs

5. Anal pain, discharge, straining at stool, constipation

Symptoms – Recurrent Outbreaks

1. Typically less severe and may go unnoticed
2. Sores usually cover a smaller area 

3. Systemic symptoms are less likely to occur

4. Time to recovery is generally shorter – average length of time is 2-10 days

5. Approximately 50% of persons experience prodrome, a set of symptoms that occur hours to days before the outbreak – itching, tingling, a “crawling under the skin” feeling
Objective

1. Painful lesions – there can be few or many, atypical presentation is common

2. Discharge may be abundant or scant, malodorous, white to yellow

3. Enlarged, tender inguinal nodes

4. Cervicitis (70-90% of primary cases) – ulcerative lesions, redness, friability

5. Proctitis – discharge, internal or external ulceration

Laboratory
1. NAAT test for gonorrhea and chlamydia 

2. RPR

3. HIV
4. Type-specific virologic (i.e., PCR or cell culture) or serologic (i.e., HerpeSelect HSV-2 Elisa) HSV test, if available. 
5. HSV Culture, if above tests are not available

*Consult with MD 
1. Patient has HIV co-infection or is otherwise immuno-suppressed.

2. Patient is pregnant

3. Patient has indication of complications:

a. disseminated herpetic lesions

b. mental status changes, such as confusion

c. severe headache

d. stiff neck

e. fever

f. conjunctivitis

g. urinary retention

Treatment
Initial Outbreak:
a. Acyclovir 400mg po TID x 7-10 days
b. Valacyclovir 1g po BID x 10 days
Recurrent Outbreaks:

a. Acyclovir 400mg po TID x 5 days, OR

b. Acyclovir 800mg po BID x 5 days, OR

c. Acyclovir 800mg po TID x 2 days, OR

d. Valacyclovir 500mg po BID x 3 days, OR

e. Valacyclovir 1gm po qd x 5 days

For Suppression:

a. Acyclovir 400mg po BID every day, OR

b. Valacyclovir 1gm po qd 

c. Valacyclovir 500mg po qd (for patients with <10 outbreaks/year)

Topical therapy with antiviral drugs offers minimal clinical benefit and is discouraged.
Evaluation of Sex Partners  
Pregnant women who are antibody negative and whose partners are antibody positive should be advised to abstain in the 3rd trimester.  If this is not possible the male partner should be placed on suppressive therapy and the couple should use condoms 100%.  Women who contract HSV infection in late pregnancy (especially near the time of delivery) will not have had sufficient time to make antibody before their delivery and have a 30-50% risk of infecting their babies.  If the partner has only antibodies to HSV-1 or a history of cold sores, the partner should not perform oral sex during the 3rd trimester.  
Patient Counseling

1. Abstain from sex at first sign of prodome and until the lesion(s) has completely cleared. 
2. For episodic treatment, initiate therapy immediately as soon as symptoms begin.
3. Transmission of the virus can occur even when a person has no symptoms.  Inform current partner(s) of HSV status.  Inform future partner(s) before initiating sexual activity.
4. Consistent use of condoms and suppressive therapy can reduce the risk of transmission to uninfected partners (including MSM).
5. Risk of neonatal HSV infection.  If patient is pregnant, encourage her to notify her prenatal care provider.
6. Keep the affected area clean and dry.  Use hair dryer on cool setting to dry after bath or shower.  
7. Sitz baths in Burrow’s solution BID x 15 minutes speed the drying of lesions. Avoid bubble bath.
8. A moist tea bag placed against the lesion has been shown to decrease itching and pain.  
9. Ice applied directly to the area of the outbreak has been reported to lessen the severity of an outbreak.

10. Increase water intake to dilute urine.  Pouring water over the genitals while urinating also helps to dilute the urine and decreases pain during urination.
11. Avoid tight fitting garments.
12. Wear cotton underwear. 
13. Use of over-the-counter preparations

a. Some people have made claims that lysine (L-lysine) may help control outbreaks. However, there is not sufficient information to discern how effective it may be or the effective doses or frequency of lysine.  Instruct patients who decide to use lysine to take only the recommended dose.  Mega doses of lysine may throw other amino acids out of balance and interfere with the absorption of other nutrients such as vitamins and minerals.

b. Another claim about measures which may prevent outbreaks includes avoiding foods containing high amounts of the amino acid, arginine.  However, there is no clinical evidence to support these claims. Arginine is found in numerous foods that are eaten on a regular basis; it is not recommended that patients stop eating foods containing arginine. However, an individual may want to consider adjusting his/her diet if s/he is having frequent outbreaks and believes food is a contributing factor.
STANDING DELEGATION ORDER
PELVIC INFLAMMATORY DISEASE (PID)
Pelvic Inflammatory Disease (PID) is a clinical syndrome associated with the ascending spread of microorganisms from the vagina or cervix to the endometrium, fallopian tubes, ovaries, and contiguous structures.  PID comprises a spectrum of inflammatory disorders including any combination of endometritis, salpingitis, tubo-ovarian abscess, and pelvic peritonitis.  PID may be asymptomatic, mild, or severe.  PID is usually associated with more than one microbe, many of which comprise the vaginal flora.  PID can result in infertility, ectopic pregnancy, and chronic pelvic pain.  Because diagnosis can be difficult and the potential for reproductive harm is significant, providers should maintain a low threshold for the diagnosis of PID.  Delay in diagnosis and treatment probably contributes to inflammatory sequelae in the upper reproductive tract.
Clinical Features

Symptoms: 

1. Can be asymptomatic or “silent” (60% of cases)

2. Vaginal discharge

3. Intermittent or post coital bleeding in moderate to severe cases

4. Dyspareunia

5. Lower abdominal pain or cramping

6. Fever, chills, nausea, vomiting, and elevated WBC count in severe cases

7. Dysuria, frequency

Signs

1. Adnexal, uterine, or cervical motion tenderness

2. Purulent, mucopurulent, or bloody cervical discharge, friability
3. Elevated temperature with complicated infection (>101°)

4. Abundant WBC on wet mount

5. Laboratory documentation of cervical infection (a negative result does not rule out PID)
Laboratory
1. NAAT test for gonorrhea and chlamydia
2. RPR 
3. HIV   

4. Wet mount 

5. Urinalysis

6. Perform a urine pregnancy test if a female reports abdominal pain or undiagnosed pregnancy is suspected (i.e., the patient is not using a reliable method of contraception and she is ≥6 weeks past her LMP).
Initiate SDO when any of the following situations apply:
A patient has pelvic or lower abdominal pain and one of the following minimal criteria: 
1. uterine tenderness, or


2. cervical motion tenderness, or 
3. adnexal tenderness, and 
4. no other cause for the illness other than PID can be identified

Consult with MD
1. Inability to exclude surgical emergency (i.e., appendicitis, ectopic pregnancy)  

2. Severe adnexal tenderness or cervical motion tenderness

3. Fever >101F

4. Severe nausea and vomiting 

5. Inability to tolerate oral treatment regimen, allergy to treatment drugs

6. Current HIV infection or immunosuppression

7. Patient has an IUD

8. Pregnancy or breastfeeding

9. No response to treatment within 48-72 hours

Treat if criteria 1 – 9 do not apply.

Treatment:
1. If patient is not allergic to cephalosporins:
Ceftriaxone 250mg IM single dose

AND 

Doxycycline 100mg po BID x 14 days

WITH OR WITHOUT

Metronidazole 500mg po BID x 14 days
“The cross reactivity between penicillins and cephalosporins is <2.5% in persons with a history of penicillin allergy.  The risk for penicillin cross-reactivity is highest with first-generation cephalosporins, but is negligible between most second-generation (cefoxitin) and all third-generation (ceftriaxone) cephalosporins - CDC STD Treatment Guidelines, 2015, page 84.
2. If a patient has an IUD, it does not have to be removed.  If there is no clinical improvement within 48-72 hours, providers should consider removing the IUD.
Follow Up

1. Patient should be examined in 48-72 hours and should demonstrate substantial clinical improvement – decreased uterine, adnexal, and cervical motion tenderness.
2. Patients who do not improve within this time period usually require hospitalization.
Evaluation of Sex Partners

1. Oral medication (to treat gonorrhea and chlamydia) should be offered to the patient to deliver to her partner(s).  There is a strong likelihood of gonorrheal or chlamydial infection in the partner of a woman with PID.  See gonorrhea SDO (page 25) and chlamydia SDO (page 22) for patient-delivered partner therapy.
2. Ideally all partners of a patient diagnosed with PID should be examined, tested, and treated if their contact was within 60 days of the onset of symptoms in the index patient.

3. If the patient’s last exposure was >60 days before onset of symptoms, treat the most recent partner.  

Patient Counseling

Verbal instructions supported with written material in the patient’s and partner’s language:

1. Inform the patient of the necessity of sex partner notification in order to prevent spread of disease.  Give partner referral cards for all sexual partners within the last 60 days.
2. Provide information on possible risks of the infection and the importance of following directions carefully.  
3. Patient and partner(s) should abstain from sexual intercourse until therapy is complete and they and their sex partners no longer have symptoms.

4. Educate on how to use a condom.  Counsel on safer sex practices.

5. Avoid douching.
6. Caution patients not to become pregnant while taking doxycycline.

7. Counsel about risk of HIV infection and importance of HIV testing.

8. Remind to re-screen for STDs in 3-4 months. 

STANDING DELEGATION ORDER
EPIDIDYMITIS
Acute epididymitis is a clinical syndrome consisting of pain, swelling, and inflammation of the epididymis that lasts <6 weeks. In some cases of acute epididymitis, the testis is also involved in the process — a condition referred to as epididymo-orchitis.  Among sexually active men aged <35 years, acute epididymitis is most frequently caused by C. trachomatis or N. gonorrhoeae. The goals of treatment of acute epididymitis caused by C. trachomatis or N. gonorrhoeae are 1) cure of infection, 2) prevention of transmission to others, and 3) decreased risk of complications (e.g., infertility and chronic pain).

Acute epididymitis caused by sexually transmitted enteric organisms (e.g., Escherichia coli and Pseudomonas spp.) also occurs among men who are the insertive partner during anal intercourse. In men aged >35 years, sexually transmitted epididymitis is uncommon, whereas bacteriuria secondary to obstructive urinary disease (e.g., benign prostatic hyperplasia) is more common. In this older population, nonsexually transmitted epididymitis is associated with urinary tract instrumentation or surgery, systemic disease and immunosuppression.  
Clinical Features

1. Unilateral testicular pain and tenderness 
2. Hydrocele and palpable swelling of the epididymis beginning in the tail of the epididymis and spreading to involve the rest of the epididymis and testicle
3. Tender and swollen spermatic cord
4. May complain of urethritis 

Laboratory
1. NAAT test for gonorrhea and chlamydia 

2. RPR
3. HIV test

4. Stat RPR if indicated and available  

5. Gram stain

6. Wet mount, as needed 

7. Urinalysis, if indicated

Initiate SDO when any of the following situations apply: 
1. A patient has typical gram-negative intracellular diplococci identified by gram stain of urethral smear.

2. A patient has confirmed recent exposure to known or suspected gonorrhea (i.e., referred by DIS, other public health investigator, MD, or by a sexual partner who has been diagnosed with gonorrhea and/or chlamydia). 

3. A patient reports insertive anal sex.

4. A patient has suspicious signs and symptoms.

Consult with MD*
1. Severe pain 

Testicular torsion, a surgical emergency, should be considered in all cases, but it occurs more frequently among adolescents and in men without evidence of inflammation or infection. Emergency testing for torsion might be indicated when the onset of pain is sudden, pain is severe or the test results available during the initial examination do not support a diagnosis of urethritis or urinary-tract infection. 

2. Fever >100.4F
3. Treatment failure indicated by positive follow-up culture or persistent symptoms.

Provide treatment if the above conditions do not apply.  

Treatment:

Empiric therapy is indicated before laboratory test results are available.

1. Ceftriaxone 250mg IM single dose

AND 

2. Doxycycline 100mg po BID x 10 days

1. If the patient is allergic to penicillin or cephalosporins, consult with the clinic physician or an infectious disease (ID) specialist.  Alternatively, clinicians may contact Teri Anderson (303-602-3602 / teri.anderson@dhha.org) or John Fitch (303-602-3616 / john.fitch@dhha.org) at the Denver Prevention Training Center for an ID consult or they may call the CDC at 404-639-8659...
“The cross reactivity between penicillins and cephalosporins is <2.5% in persons with a history of penicillin allergy.  The risk for penicillin cross-reactivity is highest with first-generation cephalosporins, but is negligible between most second-generation (cefoxitin) and all third-generation (ceftriaxone) cephalosporins….Alternative regimens have not been studied; therefore, clinicians should consult infectious-disease specialists if such regimens are required.”  - CDC Sexually Transmitted Disease Treatment Guidelines, 2015, page 84.
2. Recommend bed rest, scrotal elevation, and OTC analgesics until fever and local inflammation have subsided.  
Patient Counseling

Verbal instructions supported with written material in the patient’s language should:

1. Instruct patients to return to the clinic within 72 hours.  If their symptoms fail to improve within 48 hours of the initiation of treatment, refer for medical evaluation. 
2. Stress that signs and symptoms of epididymitis that do not subside within 3 days require re-evaluation of the diagnosis and therapy. Swelling and tenderness that persist after completion of antimicrobial therapy should be evaluated comprehensively. Differential diagnoses include tumor, abscess, infarction, testicular cancer, TB, and fungal epididymitis.
3. Provide information on possible risks of the infection and the importance of following directions carefully.  
4. Inform the patient of the necessity of sex partner notification in order to prevent spread of disease.  Give partner referral cards for all sexual partners within the last 60 days.
5. Stress the importance of partner(s) obtaining evaluation and treatment as soon as possible.  Stress abstinence from sexual intercourse until they and their sex partners have been adequately treated (i.e., until therapy is completed and patient and partners no longer have symptoms).

6. Counsel on safer sex practices.
7. Remind the patient to be re-screened for STDs in 3 months.

Partner Management

Patients who have acute epididymitis that is confirmed or suspected to be caused by N. gonorrhoeae or C. trachomatis should be instructed to refer sex partners for evaluation and treatment if their contact with the index patient was within the 60 days preceding onset of their own symptoms.
If the patient’s partners are female, patient-delivered partner therapy may be provided.

1. Oral medication (to treat gonorrhea and chlamydia) should be offered to the patient to deliver to his female partner(s).  There is a strong likelihood of gonorrheal or chlamydial infection in the partner of a man with epididymitis.  See gonorrhea SDO (page 25) and chlamydia SDO (page 22).
2. Ideally all partners of a patient diagnosed with epididymitis should be examined, tested and treated if their contact was within 60 days of the onset of symptoms in the index patient.

3. If the patient’s last exposure was >60 days before onset of symptoms, treat the most recent partner.  
STANDING DELEGATION ORDER

BACTERIAL VAGINOSIS (BV)
BV is a polymicrobial clinical syndrome characterized by a lack of hydrogen peroxide producing lactobacilli and high concentrations of anaerobic bacteria.  BV is the most common cause of vaginal discharge and odor.  The cause of this alteration in vaginal flora is not fully understood.  BV is associated with having multiple male or female sex partners, a new sex partner, douching, and lack of vaginal lactobacilli.  Treatment of male sex partners usually is not beneficial in preventing the recurrence of BV.  BV during pregnancy is associated with adverse pregnancy outcomes like preterm birth, preterm labor, and premature rupture of membranes.

Clinical Features

Symptoms may include some or all of the following:

1. Malodorous vaginal discharge, often describe as “fishy”

2. Discharge often most noticeable after intercourse and after menses

3. Itching may be present 

4. 50% may be asymptomatic

Initiate protocol when three of the following four clinical signs are documented in a female patient:

1. Homogenous gray, yellow, or white vaginal discharge that may adhere to the vaginal walls

2. pH of vaginal secretions >4.5

3. Positive whiff test – fishy, amine odor from vaginal fluid with or without addition of 10% KOH

4. Clue cells on microscopic examination or wet mount
Laboratory
1. HIV

2. RPR

3. NAAT for gonorrhea and chlamydia

4. Wet mount with whiff test
Consult with MD

1. Symptoms persist following treatment
2. There is a history of alcoholism
Treatment (when symptomatic):

1. Metronidazole 500mg po BID x 7days
2. Metronidazole gel 0.75%, one applicatorful (5g) intravaginally daily at bedtime x 5 days

3. Clindamycin cream 2%, one applicatorful (5g) intravaginally daily at bedtime x 7 days
4. Alternative treatment:

a. Tinidazole 2g orally qd x 2 days, OR

b. Tinidazole 1g orally qd x 5 days, OR

c. Clinamycin300mg orally BID x 7 days, OR

d. Clindamycin ovules 100mg intravaginally at bedtime x 3 days
5. HIV+ women should receive the same treatment
If patient is pregnant (do not use creams):

1. Metronidazole 500mg po BID x 7days OR
2. Metronidazole 250mg po TID x 7 days OR
3. Clindamycin 300mg po BID x 7 days 

Follow Up

Follow up is needed only if symptoms persist.

Evaluation of sex partners:
Not recommended.

Patient Counseling:

Verbal instructions supported with written material in the patient’s language:

1. Avoid alcohol until one day after treatment with metronidazole and 3 days after treatment with tinidazole.

2. Take all of the medicine as prescribed.

3. Abstain from sexual intercourse for at least 7 days.
4. Recommend continued abstinence for 7 more days after completion of the medicine in order to allow the vaginal flora to become re-established.
5. Return to clinic if symptoms persist or recur.
6. Clindamycin cream (ovules) is oil-based and may weaken condoms and diaphragms.  Refer to condom and diaphragm labeling for further information.
STANDING DELEGATION ORDER 

VULVO-VAGINAL CANDIDIASIS (YEAST)
Vulvo-vaginal candidiasis (VVC) usually is caused by C. albicans but occasionally is caused by other types of yeast.  An estimated 75% of women will have at least one episode of VVC and 40-45% will have two or more episodes.  It is the second most common vaginitis after BV.  On the basis of clinical presentation, host factors, and response to therapy, VVC can be classified as complicated or uncomplicated.  Approximately 10-20% of women will have complicated VVC which indicates further evaluation.  

Clinical Features

Symptoms
1. Vulvar/vaginal itching/soreness

2. Thick, white/yellow vaginal discharge may be present
3. Vulvar redness and swelling
4. External dysuria, dyspareunia
Signs

1. Vulvar swelling, redness, fissures, excoriations
2. Discharge is usually thick and “curdy” but may be watery.  It may be abundant or scant.  It may be white to yellow.
3. Vaginal redness

4. Pseudo-hyphae and/or budding yeast on wet mount

5. pH normal (4.0-4.5)

6. In complicated cases: severe swelling and redness, excoriation, fissure formation

Consult with MD 

1. Symptoms persist after treatment 
2. The patient has four or more occurrences per year

3. Cases requiring longer treatment (i.e., underlying immunodeficiency, receiving immunosuppressive therapy, severe cases, etc.)
Laboratory
1. HIV

2. RPR

3. NAAT for gonorrhea and chlamydia

4. Wet mount with KOH preparation

Treatment

1. Fluconazole 150mg, one tablet, oral, single dose, OR  
2. Terconazole 0.4% cream, 5g, intravaginally x 7 days, OR

3. Terconazole 0.8% cream, 5g, intravaginally x 3 days, OR

4. Butoconazole 2% cream, 5g intravaginally in a single application, OR
5. Over the counter preparations may also be recommended.  May be applied to external genitalia if redness, pruritis or soreness is present. 

If patient is pregnant:

1. Miconazole 100mg vaginal suppository at bedtime x 7 days

2. Miconazole 2% Cream, one applicatorful (5g) intravaginally at bedtime x 5 days.

Follow Up
1. Typically no follow up is required.

2. Instruct patient to RTC if symptoms persist after treatment.

3. Patients with four or more episodes in one year should be referred to a physician for evaluation of pre-disposing conditions (e.g., diabetes).
Evaluation of Sex Partners

Not indicated.  If the partner has balanitis (erythema, itching/irritation), he will usually benefit from topical anti-fungal agents.
Patient Counseling

1. Follow the directions that come with OTC anti-fungals.

2. Keep affected area clean and dry.  Use hair dryer on cool setting to dry the genital area after bath or shower, then apply antifungal cream.  

3. Do not douche in order to maintain normal vaginal flora.

4. Abstain from sex during treatment.

5. Avoid tight fitting garments.

6. Wear cotton underwear. 

7. Do not drink alcohol for 2 days after taking fluconazole.

8. Creams and suppositories are oil-based and may weaken condoms and diaphragms.  Refer to condom and diaphragm labeling for further information.
STANDING DELEGATION ORDER
BARTHOLINITIS
This condition may present as a soft, non-tender swelling within the labia minora at the juncture of its mid and lower thirds; may also present as a tender abscess with surrounding erythema and induration.  The swelling may be sterile or may be caused by bacterial pathogens, including but not limited to, Neisseria gonorrhea, Chlamydia trachomatis, E. coli or Staphylococcus aureus.  This SDO covers infectious Bartholinitis.

Clinical Features

Symptoms may include some or all of the following:
1. Pain rapidly developing over two to four days; pain with walking and sitting

2. Dyspareunia
3. Low-grade fever
4. A cyst without abscess may be non-tender
5. May report sudden pain relief after profuse discharge from previously painful area (spontaneous rupture)
Clinical Signs

1. One or both labia are swollen.  Can be bilateral but usually unilateral labial swelling of 1 to 8cm.
2. Introitus is distorted
3. Fluctuant swelling
4. Tenderness
5. Pus, putrid drainage from ostium of gland
Consult with MD  

1. If incision and drainage are indicated

2. When surrounding cellulitis is present

3. If patient requires more than OTC analgesics.  

4. Refer to gynecologist if patient experiences frequent recurrences or patient is age 40 or greater (rule out malignancy)
Laboratory Studies

1. NAAT test for GC and CT from infected gland secretions and cervix, if possible
2. RPR 
3. HIV test 

4. Wet prep as needed
Treatment:

1. Ceftriaxone 250mg IM in 0.9cc of 1% Lidocaine PLUS
2. Doxycycline 100mg po BID x 14 days, with or without
3. Metronidazole 500mg po BID

4. OTC analgesic of choice prn pain
Supportive treatment and no antibiotics may be all that is needed with spontaneous rupture.

Follow Up

Patients should be clinically re-evaluated within 48 -72 hours after initiating antibiotic therapy and again upon completion of therapy to determine resolution of signs and symptoms.
Evaluation of sex partners

1. Ideally, the partner(s) should go to clinic for evaluation and treatment.
2. Bartholinitis can be caused by other (non-STD) pathogens (e.g., enteric micro-organisms). The STD Treatment Guidelines are silent on PDPT in the case of Bartholinitis.  It is probably best to await the test results of the patient before treating her partner(s). 

Patient Counseling:
Verbal instructions supported with written material:
1. Return to clinic if symptoms persist or recur.

2. Abstain from sexual activity until infection is resolved.

3. Counsel on safer sex and use of condoms.

4. Recommend sitz baths TID x 20 minutes to promote healing and provide comfort.
5. Remind patient to rescreen in 3-4 months for STDs.
STANDING DELEGATION ORDER
PEDICULOSIS PUBIS (PUBIC LICE)
Patients who have pediculosis pubis (pubic lice) usually seek medical attention because of itching or because they notice lice or nits in their pubic hair.  Pubic lice are usually transmitted by sexual contact.

Initiate protocol
When lice, larvae, or nits are identified grossly or microscopically attached to genital hairs.
Laboratory

1. HIV

2. RPR

3. NAAT for gonorrhea and chlamydia

Consult with MD*
1. Pediculosis of the eyelashes is present.  (Treatment is different.)
2. The patient doesn’t respond to treatment.

*Treat if these criteria do not apply.

Treatment
1. Permethrin 1% Cream applied to affected areas and washed off after 10 minutes, OR
2. Pyrethrins with piperonyl butoxide applied to affected areas and washed off after 10 minutes.
3. Alternative Treatments: 

a. Ivermectin 250µg/kg, repeated in 2 weeks, OR

b. Malathion 0.5% lotion applied to affected areas and washed off after 8-12 hours, OR

c. Lindane 1%, one ounce of lotion or 30g of cream applied in a thin layer to all areas of the body from the neck down and thoroughly washed off after 8 hours.  Because of toxicity, Lindane should be used only when other therapies cannot be tolerated or have failed.  Do not use in women who are breastfeeding or with persons who have extensive dermatitis.

Persons with HIV should receive the same treatment.

Follow Up

Patients should be re-evaluated after one week if symptoms persist or lice or nits are seen.  Re-treatment may be necessary; an alternative regimen should be used.  Reported resistance to pediculocides is increasing and is widespread.  

Evaluation of Sex Partners

Sex partners within the last month should be treated.

Patient Counseling

Verbal instructions supported with written material in the patient’s and partner’s language:
1. Patient and partner(s) should avoid sexual intercourse until treatment is complete.

2. Stress importance of early evaluation if symptoms persist or recur.
3. Bedding and clothing should be machine-washed and machine dried using the heat cycle, dry cleaned or removed from body contact for at least 72 hours.  Repeating the laundering procedure in one week is recommended.  Fumigation of living areas is not necessary.
4. Take ivermectin with food.

5. Do not apply lindane after a shower or bath.

6. Keep fingernails trimmed to reduce injury from excessive scratching.

7. The rash and itching may persist for up to two weeks.

8. Sexual partners should be examined and treated, if needed.
STANDING DELEGATION ORDER 

SCABIES
Human scabies is caused by an infestation of the skin by the human itch mite (Sarcoptes scabiei var. hominis).  The microscopic scabies mite burrows into the upper layer of the skin where it lives and lays its eggs.  The scabies mite usually is spread by direct, prolonged, skin-to-skin contact with a person who has scabies.  Scabies occurs world-wide and affects people of all races and social classes.  Scabies can spread rapidly under crowded conditions where close body contact is frequent. 

Clinical Features
Symptoms 

Severe itching (pruritus), especially at night, is the earliest and most common symptom.  Usually appears in 2-6 weeks after being infested  If a person has had scabies before, symptoms appear much sooner (1-4 days) after exposure.

Signs

1. Burrows in the skin approximately .5-2.0cm long with a papule or vesicle at its blind end.  These burrows appear as tiny raised and crooked (serpiginous) grayish-white or skin-colored lines on the skin surface. Because mites are often few in number (only 10-15 mites per person), these burrows may be difficult to find. They are found most often in the webbing between the fingers, in the skin folds on the wrist, elbow or knee, and on the penis, breast, or shoulder blades.

2. A pimple-like (papular) itchy (pruritic) “scabies rash”.  Rash may be generalized or (more often) be limited to sites such as between the fingers, the wrist, armpit, nipple, buttocks, elbow, penis, waist, and shoulder blades.

3. Severe puritis followed by punctate excoriations from scratching and impetiginous and eczematous changes at the site of the lesion.  

4. The head, face, neck, palms, and soles often are involved in infants and very young children, but usually not adults and older children.

Possible Complications

The intense itching of scabies leads to scratching that can lead to skin sores. The sores sometimes become infected with bacteria on the skin, such as Staphylococcus aureus or beta-hemolytic streptococci. Sometimes the bacterial skin infection can lead to inflammation of the kidneys called post-streptococcal glomerulonephritis.

An infested person can transmit scabies, even if they do not have symptoms, until they are successfully treated and the mites and eggs are destroyed.
Crusted scabies is an aggressive infestation that usually occurs in immunocompromised, debilitated, or malnourished persons.  Persons with crusted scabies infestations should be managed in consultation with a specialist.
Consult with MD
1. Crusted scabies

2. Treatment failure

3. Persistent symptoms, more than two weeks

Laboratory

1. HIV

2. RPR

3. NAAT for gonorrhea and chlamydia

Treatment

1. Permethrin Cream 5% applied to all areas of the body form the neck down and washed off after 8-14 hours.  This is the preferred treatment for pregnant and lactating women.

OR
2. Ivermectin 200ug/kg orally, repeated in 2 weeks
Ivermectin probably poses a low risk to pregnant and lactating women. The data that exist “suggest low risk in pregnancy and probably compatible with breastfeeding.” (2015 CDC STD Treatment Guidelines, page 102)

3.  Persons with HIV should receive the same treatment. 
Alternative Regimen (Not recommended as first line therapy because of toxicity)

Lindane 1%, one ounce of lotion or 30g of cream applied in a thin layer to all areas of the body from the neck down and thoroughly washed off after 8 hours.

Patient Education

1. Bedding and clothing should be machine-washed and machine dried using the heat cycle, dry cleaned or removed from body contact for at least 72 hours.  Repeating the laundering procedure in one week is recommended.  Fumigation of living areas is not necessary.

2. Take ivermectin with food.

3. Do not apply lindane after a shower or bath.

4. Keep fingernails trimmed to reduce injury from excessive scratching.

5. The rash and itching may persist for up to two weeks.

6. Sexual partners should be examined and treated, if needed.
Sample STD Clinic Protocols, 2015
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