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POLICY:  This policy follows the CDC, 2015 STD Treatment Guidelines and USPSTF.

PURPOSE:  This policy provides direction to reproductive health MDs, DOs, NDs, PAs, NPs, and specially trained RNs in effectively testing and diagnosing clients experiencing a sexually transmitted infection (STI).  See the STI Treatment Policies and Procedures for guidance on treating clients identified as having an STI.
DEFINITIONS: 

· Screening: a term used to describe the identification of an unrecognized condition in individuals or in specific populations at risk when it is likely that the condition may be present without any signs or symptoms.

· Testing: a term used to describe the process of confirming or determining the presence of a condition in individuals suspected of having the condition, usually following the report of symptoms, or based on the results of other medical tests. 

PROTOCOL: STI is a term that refers to a variety of clinical syndromes caused by pathogens that can be acquired and transmitted through sexual activity.  Over 19 million cases of sexually transmitted infections occur in the United States each year, with a disproportionate share among young people and racial and ethnic minority populations.  Left untreated, STIs can cause serious health problems ranging from infertility to increased risk of human immunodeficiency virus (HIV) infection. 

The prevention and control of STIs are based on the following five major strategies: 

· Accurate risk assessment, education, and counseling of persons at risk on ways to avoid STIs through changes in sexual behaviors and the use of recommended prevention services;

· Identification of asymptomatically infected persons and persons with symptoms associated with STIs unlikely to seek diagnostic and treatment services;

· Effective diagnosis, treatment, counseling, and follow-up of infected persons; 

· Evaluation, treatment, and counseling of sex partners of persons who are infected with an STI; and

· Pre-exposure vaccination of persons at risk for vaccine-preventable STIs.

Efforts should be made to ensure that at risk and symptomatic clients are tested and treated appropriately, regardless of individual circumstances (e.g., ability to pay, citizenship or immigration status, language spoken, or specific sex practices).  Clients seeking treatment or testing for a particular STI should be evaluated for all common STIs.  All clients should be informed about all the STIs for which they are being tested and notified about tests for common STIs (e.g., genital herpes) that are available but not being performed. 

(insert AGENCY’S name) MDs, DOs, NDs, PAs, NPs, and specially trained RNs will identify individuals infected with STIs as outlined below.  For instructions on treating an identified STI, refer to the STI Treatment Policies and Procedures.
PROCEDURE:
1. HIV 
a) Pathology:
· Early diagnosis of HIV infection and linkage to care are essential not only for clients’ own health but also to reduce the risk for transmitting HIV to others. 
· Knowledge of HIV infection status has important clinical implications, because HIV infection alters the immune system and thereby affects the diagnosis, evaluation, treatment, and follow-up of some other STIs. 
· Acute Infections:
1) Diagnosing HIV infection during the acute phase of the disease is particularly important.  Persons with acute HIV infection are highly infectious, because HIV concentrations are extremely high in plasma and genital secretions following initial infection. 
2) However, tests for HIV antibodies are often negative during this phase of infection, causing persons to mistakenly believe they are uninfected and unknowingly continue to engage in behaviors associated with HIV transmission. 
3) Of persons with acute HIV infection, 50%–90% are symptomatic, many of whom seek medical care. 
4) Because persons with no HIV-associated symptoms might present for assessment or treatment of a concomitantly acquired STI, providers serving persons at risk for STIs are in a position to diagnose HIV infection in persons during the acute phase of infection. 
b) Screening/Testing:
· Specific signed consent for HIV testing is not required.  General informed consent for medical care is considered sufficient to encompass informed consent for HIV testing.

· HIV testing will be voluntary and free from coercion.  Clients will not be tested without their knowledge.
· HIV screening is especially important at the time of STI diagnosis (e.g., early syphilis, gonorrhea, and chlamydia) in populations at high risk for HIV infection.
· (insert AGENCY name) performs opt-out HIV screening (notifying the client that an HIV test will be performed, unless the client declines).

· (insert AGENCY name) staff will:

1) Screen all persons who seek evaluation or treatment for STIs for HIV; especially those at high risk.

2) Use Ag/Ab combination tests unless persons are unlikely to receive their HIV test results.
3) Perform additional testing after preliminary positive screening tests to definitively establish the diagnosis.
4) Be alert to the possibility of acute HIV infection and perform an antigen/antibody immunoassay or HIV RNA in conjunction with an antibody test. 
5) Immediately refer persons suspected of a recently acquired HIV infection to an HIV clinical-care provider.

· The USPSTF (April 2013) recommends that clinicians screen for HIV infection in adolescents and adults ages 15 to 65 years.  Younger adolescents and older adults who are at increased risk should also be screened; Grade A Recommendation. 
· In addition to screening, (insert AGENCY name) staff will offer HIV testing to:

1) Clients who have experienced risk of exposure since last testing;

2) All clients attending STI clinic; 

3) Clients seeking treatment for STIs; 

4) Clients with signs or symptoms consistent with HIV infection or an opportunistic illness characteristic of AIDS; 

5) Clients at the diagnosis of any other STI; and

6) Clients exhibiting signs and symptoms of acute HIV infection: 
· Fever;
· Enlarged lymph nodes;
· Sore throat;
· Rash; or
· Malaise.
· Clinicians should maintain a high level of suspicion for acute HIV infection in all clients who have a compatible clinical syndrome and who report recent high-risk behavior. 
1) When acute retroviral syndrome is a possibility, a plasma RNA test will be used in conjunction with an HIV antibody test to diagnose acute HIV infection.

· Reactive screening tests must be confirmed by a supplemental antibody test (i.e., Western blot [WB] and indirect immunofluorescence assay [IFA]) or virologic test (i.e., the HIV-1 RNA assay). 
1) A confirmed positive antibody test result indicates that a person is infected with HIV and capable of transmitting the virus to others.  HIV antibody is detectable in at least 95% of clients within 3 months after infection. 
2) Although a negative antibody test result usually indicates that a person is not infected, antibody tests cannot exclude recent infection. 
3) Virologic tests for HIV-1 RNA can also be used to identify acute infection in persons who are negative for HIV antibodies.

2. Chancroid
a) Diagnosis:
· A definitive diagnosis of chancroid requires the identification of H. ducreyi on special culture media that is not widely available from commercial sources; even when these media are used, sensitivity is <80%. 
· Clients presenting with the following suggest the diagnosis of chancroid:

1) A painful genital ulcer; and 
2) Tender suppurative inguinal adenopathy. 
· A diagnosis of chancroid, for both clinical and surveillance purposes, can be made if all of the following criteria are met: 
1) The client has one or more painful genital ulcers; 
2) The client has no evidence of T. pallidum infection by darkfield examination of ulcer exudate or by a serologic test for syphilis performed at least 7 days after onset of ulcers; 
3) The clinical presentation, appearance of genital ulcers and, if present, regional lymphadenopathy are typical for chancroid; and 
4) A test for herpes simplex virus (HSV) performed on the ulcer exudate is negative.

3. Genital Herpes 
a) Pathology:

· The clinical diagnosis of genital herpes can be difficult, because the painful multiple vesicular or ulcerative lesions typically associated with HSV are absent in many infected persons. 
· Recurrences and subclinical shedding are much more frequent for genital HSV-2 infection than for genital HSV-1 infection. 
· A client’s prognosis and the type of counseling needed depend on the type of genital herpes (HSV-1 or HSV-2) causing the infection; therefore, the clinical diagnosis of genital herpes should be confirmed by type-specific laboratory testing. 
b) Testing:
· (insert AGENCY name) staff will:

1) Offer both virologic and type-specific serologic tests for HSV; 
2) Perform cell culture and polymerase chain reaction (PCR) for HSV for persons seeking medical treatment for genital ulcers or other mucocutaneous lesions; and 
3) Perform type-specific HSV serologic assays in the following scenarios: 
· Recurrent genital symptoms or atypical symptoms with negative HSV cultures;

· A clinical diagnosis of genital herpes without laboratory confirmation; 
· A partner with genital herpes; and
· HSV serologic testing will be considered for persons presenting for an STI evaluation (especially for those persons with multiple sex partners), persons with HIV infection, and men who have sex with men (MSM) at increased risk for HIV acquisition.
· Screening for HSV-1 and HSV-2 in the asymptomatic population is not indicated (USPSTF 2005).
4. Granuloma Inguinale (Donovanosis) 
a) Pathology:

· Granuloma inguinale is a genital ulcerative disease caused by the intracellular gram-negative bacterium Klebsiella granulomatis (formerly known as Calymmatobacterium granulomatis).  The disease occurs rarely in the United States, although it is endemic in some tropical and developing areas. 
· Clinically, the disease is commonly characterized as painless, slowly progressive ulcerative lesions on the genitals or perineum without regional lymphadenopathy; subcutaneous granulomas (pseudobuboes) also might occur.  The lesions are highly vascular (i.e., beefy red appearance) and bleed. 
· Extragenital infection can occur with extension of infection to the pelvis, or it can disseminate to intra-abdominal organs, bones, or the mouth.  The lesions also can develop secondary bacterial infection and can coexist with other sexually transmitted pathogens. 
b) Diagnosis:

· The causative organism is difficult to culture, and diagnosis requires visualization of dark-staining Donovan bodies on tissue crush preparation or biopsy. 
· It is unlikely that staff will encounter clients with granuloma inguinale but, when suspected, staff will consult with the Health Officer for guidance on testing and treatment. 
5. Lymphogranuloma Venereum

a) Pathology:
· Lymphogranuloma venereum (LGV) is caused by C. trachomatis serovars L1, L2, or L3. 
· The most common clinical manifestation of LGV among heterosexuals is tender inguinal and/or femoral lymphadenopathy that is typically unilateral.  A self-limited genital ulcer or papule sometimes occurs at the site of inoculation. 
· However, by the time clients seek care, the lesions have often disappeared.  Rectal exposure in women or MSM can result in proctocolitis, including mucoid and/or hemorrhagic rectal discharge, anal pain, constipation, fever, and/or tenesmus. 
· LGV can be an invasive, systemic infection, and if it is not treated early, LGV proctocolitis can lead to chronic, colorectal fistulas and strictures.  Genital and colorectal LGV lesions can also develop secondary bacterial infection or can be coinfected with other sexually and nonsexually transmitted pathogens.

b) Testing:

· Diagnosis is based on clinical suspicion, epidemiologic information, and the exclusion of other etiologies for proctocolitis, inguinal lymphadenopathy, or genital or rectal ulcers. 
· Genital lesions, rectal specimens, and lymph node specimens (i.e., lesion swab or bubo aspirate) can be tested for C. trachomatis by culture, direct immunofluorescence, or nucleic acid detection. 
· In the absence of specific LGV diagnostic testing, clients with a clinical syndrome consistent with LGV, including proctocolitis or genital ulcer disease with lymphadenopathy, will be treated for LGV. 
· (insert AGENCY name) staff will consult with the Health officer when lymphogranuloma venereum is suspected for guidance on testing and treatment.
6. Syphilis 
a) Pathology:

· Syphilis is a systemic disease caused by Treponema pallidum. The disease has been divided into stages based on clinical findings, helping to guide treatment and follow-up. 
1) Primary Syphilis:
· Signs or symptoms might include ulcers or chancre at the infection site.
2) Secondary Syphilis:
· Signs or symptoms might include:

i. Skin rash; 

ii. Mucocutaneous lesions; and/or 

iii. Lymphadenopathy.
3) Tertiary Syphilis:
· Signs or symptoms might include:

i. Cardiac symptoms; 

ii. Gummatous lesions; 

iii. Tabes dorsalis; and/or
iv. General paresis. 

4) Latent Infections:
· Latent infections (i.e., those lacking clinical manifestations) are detected by serologic testing. 
· Latent syphilis acquired within the preceding year is referred to as early latent syphilis; all other cases of latent syphilis are late latent syphilis or syphilis of unknown duration.  T. pallidum can infect the central nervous system and result in neurosyphilis, which can occur at any stage of syphilis. 
· Early neurologic clinical manifestations (i.e., cranial nerve dysfunction, meningitis, stroke, acute altered mental status, and auditory or ophthalmic abnormalities) are usually present within the first few months or years of infection. 
· Late neurologic manifestations (i.e., tabes dorsalis and general paresis) occur 10–30 years after infection.

b) Testing:

· Darkfield examinations and tests to detect T. pallidum in lesion exudate or tissue are the definitive methods for diagnosing early syphilis yet are not available at the health department. 
· A presumptive diagnosis of syphilis is possible with the use of two types of serologic tests:

1) Nontreponemal tests (e.g., Venereal Disease Research Laboratory [VDRL] and rapid plasma regain [RPR]); and 

2) Treponemal tests (e.g., fluorescent treponemal antibody absorbed [FTA-ABS] tests, the T. pallidum passive particle agglutination [TP-PA] assay, various enzyme immunoassays [EIAs], and chemiluminescence immunoassays). 

· The use of only one type of serologic test is insufficient for diagnosis, because each type of test has limitations, including the possibility of false-positive test results in persons without syphilis. 
1) False-positive nontreponemal test results can be associated with various medical conditions unrelated to syphilis, including autoimmune conditions, older age, and injection-drug use; therefore, persons with a reactive nontreponemal test should receive a treponemal test to confirm the diagnosis of syphilis.

· The following persons at increased risk for syphilis infection should be screened (USPSTF 2004); Grade A Recommendation:

1) Men who have sex with men and engage in high-risk sexual behavior; 
2) Commercial sex workers; 
3) Persons who exchange sex for drugs; and 
4) Those in adult correctional facilities.

· (insert AGENCY name) staff will:

1) Perform a VDRL and RPR test for persons who seek medical treatment for genital ulcers, skin rashes and/or mucous membrane lesions (sores in the mouth, vagina, or anus).  Clients testing positive will receive a treponemal test for confirmation; 

2) Test any person with signs or symptoms of primary infection, secondary infection, neurologic infection, or tertiary infection (described above) with a VDRL and RPR and, if positive, a treponemal test for confirmation;
3) Test all persons who have syphilis for HIV infection.  Additionally, in geographic areas in which the prevalence of HIV is high, persons who have primary syphilis will be retested for HIV after 3 months if the first HIV test result was negative; and
4) Perform clinical and serologic evaluations at 6 months and 12 months after treatment; more frequent evaluation might be prudent if follow-up is uncertain.

· Special Considerations for HIV–Infected Clients:
1) For most HIV-infected persons, serologic tests are accurate and reliable for the diagnosis of syphilis and for following a client’s response to treatment. 
2) However, atypical syphilis serologic test results (i.e., unusually high, unusually low, or fluctuating titers) can occur in HIV-infected persons. 
3) When serologic tests do not correspond with clinical findings suggestive of early syphilis, use of other tests (e.g., biopsy and darkfield microscopy) should be considered.
4) (insert AGENCY name) staff will test clients who are suspected of having syphilis and symptoms or signs suggesting neurologic disease (e.g., meningitis and hearing loss) or ophthalmic disease (e.g., uveitis, iritis, neuroretinitis, and optic neuritis) and refer to specialty care for additional evaluation. 
7. Nongonococcal Urethritis (NGU)

a) Diagnosis:

· NGU is a nonspecific diagnosis that can have many infectious etiologies.  Gram stain is the confirmatory test for NGU, yet is not available at the health department. 

b) Testing:

· All clients who have confirmed or suspected urethritis will be tested for gonorrhea and chlamydia.

· Testing for T. vaginalis should be considered in areas or populations of high prevalence. 
· Urethritis, including NGU, can be documented on the basis of any of the following signs or laboratory tests:

1) Mucopurulent or purulent discharge on examination;
2) Gram stain of urethral secretions demonstrating ≥5 WBC per oil immersion field; or 
· The Gram stain is the preferred rapid diagnostic test for evaluating urethritis and is highly sensitive and specific for documenting both urethritis and the presence or absence of gonococcal infection. 

3) Client reports of urethral irritation.
8. Cervicitis 
a) Diagnosis:

· Cervicitis is frequently asymptomatic, but some women complain of an abnormal vaginal discharge and intermenstrual vaginal bleeding (e.g., after sexual intercourse).

· Two major diagnostic signs characterize cervicitis: 
1) A purulent or mucopurulent endocervical exudate visible in the endocervical canal or on an endocervical swab specimen (commonly referred to as mucopurulent cervicitis or cervicitis); and 
2) Sustained endocervical bleeding easily induced by gentle passage of a cotton swab through the cervical os. 
b) Testing:

· (insert AGENCY name) staff will:

1) Test all women presenting with the complaints listed above or, upon exam, exhibit purulent endocervical exudate or sustained endocervical bleeding for gonorrhea, chlamydia.  Wet mount, pH and whiff will also be performed; 
· A finding of leukorrhea (>10 white blood cells [WBC] per high-power field on microscopic examination of vaginal fluid) has been associated with chlamydial and gonococcal infection of the cervix.  In the absence of inflammatory vaginitis, leukorrhea might be a sensitive indicator of cervical inflammation with a high negative predictive value. 

2) Treat trichomoniasis and bacterial vaginosis (BV), if detected; and 
3) Determine the need for treatment subsequent to initial evaluation for women in whom any component of (or all) of the symptoms listed above and presumptive therapy is deferred, the results of sensitive tests for C. trachomatis and N. gonorrhoeae (e.g., nucleic-acid amplification tests [NAATs]).
9. Chlamydial Infections 
a) Pathology:

· Chlamydial genital infection is the most frequently reported infectious disease in the U.S., and prevalence is highest in persons aged ≤24 years. 
· Several important sequelae can result from C. trachomatis infection in women, the most serious of which include pelvic inflammatory disease (PID), ectopic pregnancy, and infertility.  Some women who have uncomplicated cervical infection already have subclinical upper-reproductive-tract infection upon diagnosis.
· Testing and treating infected clients prevents sexual transmission of the disease, and testing and treating all sex partners of those testing positive for chlamydia can prevent reinfection of the index client and infection of other partners.  Treating pregnant women usually prevents transmission of C. trachomatis to infants during birth. 
b) Testing:

· C. trachomatis urogenital infection in women can be diagnosed by testing urine or by collecting swab specimens from the endocervix or vagina.  Self-collected vaginal swab is the preferred test modality. 

· Diagnosis of C. trachomatis urethral infection in men can be made by testing a urethral swab or urine specimen.  Urine specimen is the preferred testing modality. 

· Rectal or oropharyngeal C. trachomatis infections can be diagnosed by testing at the anatomic site of exposure.

1) Men and women can get infected with chlamydia in their rectum and oropharynx, either by having receptive anal and/or oral sex, or by spread from another infected site (such as the vagina). 

· (insert AGENCY name) staff will:

1) Screen for Chlamydia in sexually active women age 24 years and younger and in older women who are at increased risk for infection; (USPSTF 2014) Grade B Recommendation.  
· Increased risk is defined as:

i. Having a new sex partner, more than 1 sex partner, a sex partner with concurrent partners, or a sex partner who has an STI; 
ii. Inconsistent condom use among persons who are not in mutually monogamous relationships; 
iii. Previous or coexisting STI; and 
iv. Exchanging sex for money or drugs.  
· Prevalence is also higher among incarcerated populations, military recruits, and clients receiving care at public STI clinics.  
2) Test all clients reporting sexual contact with a person testing positive for Chlamydia within the prior 6 months. 
3) Test all clients presenting with any of the following signs or symptoms:
· Abnormal vaginal discharge;
· A discharge from their penis;
· A burning sensation when urinating; or
· Pain and swelling in one or both testicles (although this is less common).

4) Test clients who report oral exposure to Chlamydia. 
5) Test all clients for Chlamydia presenting with the following rectal signs and symptoms:
· Pain;

· Discharge; or
· Bleeding.

10. Gonococcal Infections 
a) Pathology:

· Gonorrhea is the second most commonly reported communicable disease. 
· Urethral infections caused by N. gonorrhoeae among men can produce symptoms that cause them to seek curative treatment soon enough to prevent sequelae, but often not soon enough to prevent transmission to others. 
· Among women, gonococcal infections are commonly asymptomatic or might not produce recognizable symptoms until complications (e.g., PID) have occurred. PID can result in tubal scarring that can lead to infertility and ectopic pregnancy.

b) Testing:

· Specific diagnosis of infection with N. gonorrhoeae can be performed by testing endocervical, vaginal, urethral (men only), urine specimens, or rectal and oropharnyx cultures. 
· Because nonculture tests cannot provide antimicrobial susceptibility results, in cases of suspected or documented treatment failure, clinicians should perform both culture and antimicrobial susceptibility testing.
· The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening for Chlamydia and gonorrhea in men; USPSTF (September 2014) Grade I Recommendation.
· (insert AGENCY name) staff will:

1) Screen for Gonorrhea in sexually active women age 24 years and younger and in older women who are at increased risk for infection; (USPSTF, 2014) Grade B Recommendation. 
· Increased risk is defined as:

i. Having a new sex partner; 
ii. More than 1 sex partner; 
iii. A sex partner with concurrent partners; 
iv. A sex partner who has an STI; 
v. Inconsistent condom use among persons who are not in mutually monogamous relationships; 
vi. Having previous or coexisting STI; 
vii. Exchanging sex for money or drugs; 
viii. Incarcerated populations; 
ix. Military recruits; and 
x. Receiving care at public STI clinics.  
2) Test clients presenting with the following symptoms:
· A painful or burning sensation when urinating;

· A white, yellow, or green discharge from the penis;

· Painful or swollen testicles (although this is less common);
· Increased vaginal discharge; or
· Vaginal bleeding between periods.

3) Test with rectal swab clients engaging in rectal intercourse and presenting with any of the following rectal symptoms: 
· Discharge;

· Anal itching;

· Soreness;

· Bleeding; or
· Painful bowel movements.

4) Test all persons found to have who have gonorrhea for other STIs, including chlamydia, syphilis, and HIV.

11. Bacterial Vaginosis (BV): 
a) Pathology:

· Most women will have a vaginal infection, characterized by discharge, itching, or odor, during their lifetime. 
1) Though, women who have never been sexually active are rarely affected.

· The cause of the microbial alteration that precipitates BV is not fully understood, and whether BV results from acquisition of a single sexually transmitted pathogen is not known. 

· With the availability of complementary and alternative therapies and over-the-counter medications for candidiasis, many symptomatic women seek these products before, or in addition to, an evaluation by a medical provider. 

· BV is associated with:

1) Having multiple male or female partners; 

2) Having a new sex partner; 

3) Douching; 

4) Lack of condom use; and 

5) Lack of vaginal lactobacilli.

· Women with BV are at increased risk for:

1) The acquisition of some STIs (e.g., HIV, N. gonorrhoeae, C. trachomatis, and HSV-2); 
2) Complications after gynecologic surgery; 
3) Complications of pregnancy; 
4) Recurrence of BV; and 
5) Increased risk for HIV transmission to male sex partners. 
· Although BV-associated bacteria can be found in the male genitalia, treatment of male sex partners has not been beneficial in preventing the recurrence of BV.
b) Diagnosis/Testing:

· Obtaining a medical history alone has been shown to be insufficient for accurate diagnosis of vaginitis and can lead to the inappropriate administration of medication. 
· The three diseases most frequently associated with vaginal discharge are:

1) BV (caused by the replacement of the vaginal flora by an overgrowth of anaerobic bacteria including Prevotella sp., Mobiluncus sp., G. vaginalis, Ureaplasma, Mycoplasma, and numerous fastidious or uncultivated anaerobes);

2) Trichomoniasis (caused by T. vaginalis); and 
3) Candidiasis (usually caused by Candida albicans). 
· Cervicitis also can sometimes cause a vaginal discharge.  

· Although vulvovaginal candidiasis (VVC) usually is not transmitted sexually, it is included in this section because it is frequently diagnosed in women who have vaginal complaints or who are being evaluated for STIs. 

· (insert AGENCY name) staff will:

1) Perform a careful history, examination, and laboratory testing to determine the etiology of vaginal complaints.

2) Elicit information on sexual behaviors and practices, gender of sex partners, menses, vaginal hygiene practices (such as douching), and other medications.

3) Test all clients presenting with the following signs and symptoms for BV by performing a wet mount, whiff test, and pH:

· Vaginal discharge;
· Vaginal odor;
· Vaginal irritation or itching; or
· Burning with urination.
12. Trichomoniasis: 
a) Pathology:

· T. vaginalis infection is associated with two- to threefold increased risk for HIV acquisition, preterm birth, and other adverse pregnancy outcomes among pregnant women. 
· Among women with HIV infection, T. vaginalis infection is associated with increased risk for PID.  Routine screening of asymptomatic women with HIV infection for T. vaginalis is recommended because of the adverse events associated with asymptomatic trichomoniasis and HIV infection.

b) Testing:

· The most common method for T. vaginalis diagnosis in public health clinics is the microscopic evaluation of wet preparations of genital secretions because of convenience and relatively low cost.  Unfortunately, the sensitivity of wet mount is low (51%–65%) in vaginal specimens and lower in specimens from men (e.g., urethral specimens, urine sediment, and semen).  Clinicians using wet mounts should attempt to evaluate slides immediately because sensitivity declines as evaluation is delayed, decreasing by up to 20% within 1 hour after collection. 

· When highly sensitive (e.g., NAAT) testing on specimens is not feasible, a testing algorithm (e.g., wet mount first, followed by NAAT if negative yet clinical presentation supports the diagnosis) can improve diagnostic sensitivity in persons with an initial negative result by wet mount. 

· Although T. vaginalis may be an incidental finding on a Pap test, neither conventional nor liquid-based Pap tests are considered diagnostic tests for trichomoniasis, because false negatives and false positives can occur.

· In men, wet preparation is not a sensitive test, and no approved point-of-care tests are available.  Culture testing of urethral swab, urine, or semen is one diagnostic option; however, NAATs (i.e., PCR or transcription-mediated amplification [TMA]) have superior sensitivity for T. vaginalis diagnosis in men.  T. vaginalis has not been found to infect oral sites, and rectal prevalence appears low in MSM. Therefore, oral and rectal testing for T. vaginalis is not recommended.

· (insert AGENCY name) staff will:

1) Screen asymptomatic HIV positive women for trichomoniasis by performing a wet mount. 

2) Test all clients presenting with the following signs and symptoms by performing a wet mount, whiff test, and pH:

· Vaginal discharge;
· Vaginal odor;
· Vaginal irritation or itching;
· Burning with urination; and
· Men with symptoms of urethritis, epididymitis, or prostatitis.
13. Vulvovaginal Candidiasis (VVC) 
a) Diagnosis:

· A diagnosis of Candida vaginitis is suggested clinically by the presence of external dysuria and vulvar pruritus, pain, swelling, and redness. 
· Signs include:

1) Vulvar edema; 
2) Fissures; 
3) Excoriations; or 
4) Thick, curdy vaginal discharge. 
· The diagnosis can be made in a woman who has signs and symptoms of vaginitis when either:

1) A wet preparation (saline, 10% potassium hydroxide [KOH]) or Gram stain of vaginal discharge demonstrates yeasts, hyphae, or pseudohyphae; or 
2) A culture or other test yields a yeast species. 
· Candida vaginitis is associated with a normal vaginal pH (<4.5), and therefore, pH testing is not a useful diagnostic tool.  Use of 10% KOH in wet preparations improves the visualization of yeast and mycelia by disrupting cellular material that might obscure the yeast or pseudohyphae.
· For women with negative wet mounts who are symptomatic, vaginal cultures for Candida should be considered.  If the wet mount is negative and Candida cultures cannot be done, empiric treatment can be considered for symptomatic women with any sign of VVC on examination.

b) Testing:

· (insert AGENCY name) staff will test all clients presenting with the following signs and symptoms by performing a wet mount, whiff test, and pH:

1) Vaginal discharge;
2) Vaginal odor;
3) Vaginal/vulvar irritation or itching;
4) Burning with urination; or
5) Vulvar pain, swelling, or redness.
14. Pelvic Inflammatory Disease (PID) 
a) Pathology:

· Acute PID is difficult to diagnose because of the wide variation in symptoms and signs associated with this condition.  Many women with PID have subtle or nonspecific symptoms, or are asymptomatic. 
· Delay in diagnosis and treatment probably contributes to inflammatory sequelae in the upper reproductive tract.  Consequently, a diagnosis of PID usually is based on imprecise clinical findings.

· Many episodes of PID go unrecognized.  Although some cases are asymptomatic, others are not diagnosed because the client or the healthcare provider fails to recognize the implications of mild or nonspecific symptoms or signs (e.g., abnormal bleeding, dyspareunia, and vaginal discharge). 
· Even women with mild or asymptomatic PID might be at risk for infertility. 
· Because of the difficulty of diagnosis and the potential for damage to the reproductive health of women, healthcare providers should maintain a low threshold for the diagnosis of PID. 
· The following recommendations for diagnosing PID are intended to help healthcare providers recognize when PID should be suspected and when additional information should be obtained to increase diagnostic certainty. 
· Diagnosis and management of other common causes of lower abdominal pain (e.g., ectopic pregnancy, acute appendicitis, ovarian cyst, and functional pain) are unlikely to be impaired by initiating antimicrobial therapy for PID.

b) Testing:

· (insert AGENCY name) staff will:

1) Evaluate all women presenting with any of the following signs or symptoms; 

· Oral temperature >101° F (>38.3° C);

· Abnormal cervical or vaginal mucopurulent discharge;

· Pain with intercourse;

· Lower abdominal discomfort;

· Unusual vaginal discharge;

· Burning sensation when urinating; or

· Pain and/ or bleeding with intercourse.

2) Test all women presenting with any of the above signs or symptoms for chlamydia and gonorrhea, wet mount, whiff, and pH.

3) Screen all women diagnosed with acute PID for HIV infection.
15. Epididymitis 
a) Pathology:

· Acute epididymitis is a clinical syndrome consisting of pain, swelling, and inflammation of the epididymis that lasts <6 weeks. 
· In most cases of acute epididymitis, the testis is also involved in the process - a condition referred to as epididymo-orchitis. 
1) Men who have acute epididymitis typically have unilateral testicular pain and tenderness; hydrocele and palpable swelling of the epididymis are also usually present. 

2) Although the inflammation and swelling usually begin in the tail of the epididymis, they can spread to involve the rest of the epididymis and testicle. 

3) The spermatic cord is usually tender and swollen.  Bilateral symptoms should raise suspicion of other causes of testicular pain.


· Chronic epididymitis is characterized by a ≥6-week history of symptoms of discomfort and/or pain in the scrotum, testicle, or epididymis. 
1) Chronic infectious epididymitis is most frequently seen in conditions associated with a granulomatous reaction; Mycobacterium tuberculosis (TB) is the most common granulomatous disease affecting the epididymis and should be suspected, especially in men with a known history of or recent exposure to TB.
b) Testing:

· (insert AGENCY name) staff will:

1) Evaluate all men presenting with the following signs and symptoms:

· Testicular or scrotal pain; or

· Swelling and inflammation of the testicle or scrotum.

2) Test all men presenting with the above signs and symptoms for gonorrhea and Chlamydia.

16. Genital Warts 
a) Diagnosis:

· Diagnosis of genital warts is usually clinical, made by visual inspection.  They are usually flat, papular, or pedunculated growths on the genital mucosa. 
· Anogenital warts occur commonly at certain anatomic sites, including around the vaginal introitus, under the foreskin of the uncircumcised penis, and on the shaft of the circumcised penis. 
· Warts can also occur at multiple sites in the anogenital epithelium or within the anogenital tract (e.g., cervix, vagina, urethra, perineum, perianal skin, anus, and scrotum). 
· Intra-anal warts are observed predominantly in persons who have had receptive anal intercourse, but they also can occur in men and women who have not had a history of anal sexual contact. 
· Genital warts can be confirmed by biopsy, which might be indicated if: 

1) The diagnosis is uncertain; 
2) The lesions do not respond to standard therapy; 
3) The disease worsens during therapy; 
4) The lesion is atypical; 
5) The client has comprised immunity; or 
6) The warts are pigmented, indurated, fixed, bleeding, or ulcerated. 
b) Testing:

· Genital warts are usually asymptomatic, but depending on the size and anatomic location, they might be painful or pruritic.  The use of human papillomavirus (HPV) DNA testing for genital wart diagnosis is not recommended, because test results would not alter clinical management of the condition.

· The application of 3%–5% acetic acid, which causes skin color to turn white, has been used by some providers to detect HPV-infected genital mucosa.  However, acetic acid application is not a specific test for HPV infection.  Therefore, the routine use of this procedure for screening to detect mucosal changes attributed to HPV infection is not recommended.

· (insert AGENCY name) staff will refer clients identified as having vaginal, cervical, urethral meatus, or anal warts to specialty care for removal. 
17. Hepatitis A (HAV)
a) Diagnosis:

· The diagnosis of hepatitis A cannot be made on a clinical basis alone, but rather requires serologic testing. 
· The presence of Immunoglobin M (IgM) antibody to HAV is diagnostic of acute HAV infection. 
· A positive test for total anti-HAV indicates immunity to HAV infection but does not differentiate current from previous HAV infection.  Although usually not sensitive enough to detect the low level of protective antibody after vaccination, anti-HAV tests also might be positive after hepatitis A vaccination.
· Although anyone can get Hepatitis A, in the U.S., certain groups of people are at higher risk, such as those who:

1) Travel to or live in countries where Hepatitis A is common;
2) Are men who have sexual contact with other men;    
3) Use illegal drugs, whether injected or not;
4) Have clotting-factor disorders, such as hemophilia;    
5) Live with someone who has Hepatitis A; and    
6) Have oral-anal sexual contact with someone who has Hepatitis A.
b) Testing:

· (insert AGENCY name) staff will evaluate and test clients presenting with the following signs and symptoms for hepatitis A (obtaining order for exact test to be performed from the Health Officer): 

1) Fever;
2) Fatigue;
3) Loss of appetite;
4) Nausea;
5) Vomiting;
6) Abdominal pain;
7) Dark urine;
8) Clay-colored bowel movements;
9) Joint pain; or
10) Jaundice (a yellowing of the skin or eyes).
· (insert AGENCY name) staff will offer persons in the following groups who are likely to be treated in STI clinic settings a hepatitis A vaccine: 

1) All MSM; 

2) Illegal drug users (of both injection and non-injection drugs); and
3) Persons with chronic liver disease (CLD), including persons with chronic hepatitis B virus and hepatitis C virus infection who have evidence of CLD.

18. Hepatitis B (HBV) 
a) Pathology:

· HBV is efficiently transmitted by percutaneous or mucous membrane exposure to HBV-infected blood or body fluids that contain HBV. 
· The primary risk factors associated with infection among adolescents and adults are: 
1) Unprotected sex with an infected partner; 
2) Multiple partners;

3) MSM; 
4) History of other STIs; and 
5) Injection-drug use. 
· In addition, several studies have demonstrated other modes of HBV transmission, including premastication and lapses in healthcare infection-control procedures, as less common sources of transmission.
b) Testing:

· Diagnosis of acute or chronic HBV infection requires serologic testing. 
1) Because hepatitis B surface antigen (HBsAg) is present in both acute and chronic infection, the presence of IgM antibody to hepatitis B core antigen (IgM anti-HBc) is diagnostic of acute or recently acquired HBV infection. 
2) Antibody to HBsAg (anti-HBs) is produced after a resolved infection and is the only HBV antibody marker present after vaccination. 
3) The presence of HBsAg and total anti-HBc, with a negative test for IgM anti-HBc, indicates chronic HBV infection.  The presence of anti-HBc alone might indicate acute, resolved, or chronic infection or a false-positive result.

· (insert AGENCY name) staff will:

1) Offer hepatitis B vaccination to:
· Unvaccinated adolescents;

· All unvaccinated adults at risk for HBV infection; 

· All adults seeking protection from HBV infection; 
i. For adults, acknowledgement of a specific risk factor is not a requirement for vaccination.

· All unvaccinated persons attending STI clinics; and 
· All unvaccinated persons seeking treatment for STIs in other settings. 
i. Other settings where all unvaccinated adults should be assumed to be at risk for hepatitis B and should receive hepatitis B vaccination include: 

· Correctional facilities; 
· Facilities providing drug abuse treatment and prevention services; 
· Healthcare settings serving MSM; and
· HIV testing and treatment facilities. 
2) Evaluate and test clients presenting with the following signs and symptoms (obtaining order from the Health Officer for exact test to be performed): 

· Fever;
· Fatigue;
· Loss of appetite;
· Nausea;
· Vomiting;
· Abdominal pain;
· Dark urine;
· Clay-colored bowel movements;
· Joint pain; or
· Jaundice (a yellowing of the skin or eyes).
19. Pediculosis Pubis 
a) Pathology:

· Persons who have pediculosis pubis (i.e., pubic lice) usually seek medical attention because of pruritus or because they notice lice or nits on their pubic hair. 
· Pediculosis pubis is usually transmitted by sexual contact.

b) Testing:

· (insert AGENCY name) staff will examine all client presenting with pruritus for evidence of lice or nits.
20. Scabies 
a) Pathology:

· The predominant symptom of scabies is pruritus, but sensitization to Sarcoptes scabiei (S. scabiei) occurs before pruritus begins. 
· The first time a person is infested with S. scabiei, sensitization can take several weeks to develop. 
· However, pruritus might occur within 24 hours after a subsequent reinfestation. 
· Scabies in adults frequently is sexually acquired, although scabies in children usually is not.

b) Testing:

· (insert AGENCY name) staff will examine all client presenting with pruritus for evidence of scabies infection and when evidence is present a scraping of a burrow will be examined for presence of the mite or eggs.
PLAN:

1. Recommend abstinence and the reduction of number of sex partners to reduce client’s future risk of acquiring a STI.  A reliable way to avoid transmission of STIs is to abstain from oral, vaginal, and anal sex or to be in a long-term, mutually monogamous relationship with an uninfected partner. 
2. For persons who are being treated for an STI (or whose partners are undergoing treatment), counseling that encourages abstinence from sexual intercourse until completion of the entire course of medication is crucial. 
3. Any client who tests positive for chlamydia or gonorrhea, along with women who test positive for trichomonas, should be rescreened 3 months after treatment. 

a) If retesting at 3 months is not possible, clinicians should retest whenever persons next present for medical care in the 12-month period following initial treatment.
4. Offer and provide/refer for vaccination against HPV, Hepatitis B and Hepatitis A when indicated.  Pre-exposure vaccination is one of the most effective methods for preventing transmission of some STIs. 

5. Recommend the use of condoms to reduce the risk of STIs—offer and provide condoms.
6. Discourage the use of N-9 spermicides as this has been associated with an increased risk of HIV transmission.

7. Follow the Pharmacy - Dispensing Medication Policies and Procedures and STI Treatment Policies and Procedures if dispensing medication to the client.

8. Refer clients in need of treatment, follow-up or management that is beyond the scope of the program or not provided within the RH Program to their Primary Care Provider or local Federally Qualified Health Center.

9. Document in the client’s record all services provided, including individualized client education, counseling, and referral.
10. Ensure that all reportable STIs have been communicated to the health department staff responsible for communicable disease reporting.
	Chlamydiosis:

Chlamydia trachomatis; lymphogranuloma venereum
	Within one working day

	Gonococcal Infections
	

	Hepatitis A
	

	Hepatitis B
	

	Hepatitis C
	

	HIV Infection

(does not apply to anonymous testing and AIDS)
	

	Pelvic inflammatory disease
	

	Syphilis
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