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  (insert AGENCY name)

Reproductive Health Program

Clinical Policies and Procedures

	Subject:  STI Treatment
	No.

	Approved by:   
	
	Effective Date: 

	Revised Date:

	References:  Centers for Disease Control and Prevention (CDC), 2015 STD Treatment Guidelines


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

PURPOSE:  This policy provides direction to reproductive health MDs, DOs, NDs, PAs, NPs, and RNs in treating clients for sexually transmitted infections (STIs). 
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 clients at risk on ways to avoid STIs through changes in sexual behaviors and the use of recommended prevention services;

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

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

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

· Pre-exposure vaccination of clients at risk for vaccine-preventable STIs.
Efforts should be made to ensure that all clients are treated regardless of individual circumstances (e.g., ability to pay, citizenship or immigration status, language spoken, or specific sex practices).  Clients seeking treatment or screening for a particular STI should be evaluated for all common STIs.  All clients will 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 name) MDs, DOs, NDs, PAs, and NPs, will diagnose and treat suspected cases of STI as outlined below.  In addition, RNs will treat lab confirmed cases as outlined below. 

PROCEDURE:
1. HIV  

a) Management of Clients Who Test Positive for HIV:
· Proper management of HIV infection requires medical therapy, which for many clients will be coupled with behavioral and psychosocial services.

· Clients will:

1) Be referred to a healthcare provider or facility experienced in caring for HIV-infected clients; and
2) Receive prevention counseling before leaving the clinic.

· Clients with a newly diagnosed HIV infection will be informed of:

1) The importance of promptly initiating medical care;

2) The effectiveness of HIV treatments; and 
3) What to expect as they enter medical care for HIV infection. 

· Providers will track referrals to ensure that these clients are linked successfully to referral services, especially to ongoing medical care. 

b) Management of Sex Partners and Injection-Drug Partners:
· Clinicians evaluating HIV-infected clients will determine whether any partners should be notified concerning possible exposure to HIV.  
1) In the context of HIV management, the term "partner" includes:

· Sex partners; and

· Persons who share syringes or other injection equipment.  
· Partner notification is an important component of disease management, because early diagnosis and treatment of HIV infection might reduce morbidity and provide the opportunity to encourage risk-reduction behaviors. 
· Information regarding partners will be communicated to communicable disease staff at the local health department when making the communicable disease report. 

2. Chancroid 
a) Diagnosis:
· The combination of a painful genital ulcer and tender suppurative inguinal adenopathy suggests the diagnosis of chancroid. 
· 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; and 
4) A test for herpes simplex virus (HSV) performed on the ulcer exudate is negative.

b) Treatment: 
· Successful treatment for chancroid:

1) Cures the infection; 
2) Resolves the clinical symptoms; and 

3) Prevents transmission to others. 
· In advanced cases, scarring can result, despite successful therapy.

	RECOMMENDED REGIMENS*
Azithromycin 1 g orally in a single dose

--OR--
Ceftriaxone 250 mg intramuscularly (IM) in a single dose

--OR--
Ciprofloxacin 500 mg orally twice a day for 3 days*

--OR--
Erythromycin base 500 mg orally three times a day for 7 days

*Data suggest ciprofloxacin presents a low risk to the

fetus during pregnancy, with a potential for toxicity during

breastfeeding. Alternate drugs should be used during

pregnancy and lactation. No adverse effects of chancroid on

pregnancy outcome have been reported..


c) Other Management Considerations: 
· Men who are uncircumcised and clients with HIV infection do not respond as well to treatment as persons who are circumcised or HIV-negative. 
· Clients will be tested for HIV infection at the time chancroid is diagnosed. 
1) If the initial test results were negative, a serologic test for syphilis and HIV infection will be performed 3 months after the diagnosis of chancroid.

d) Follow-Up: 
· Clients will be re-examined 3 - 7 days after initiation of therapy. 
1) If treatment is successful, ulcers usually improve symptomatically within 3 days and objectively within 7 days after therapy. 
2) If no clinical improvement is evident, the clinician must consider whether:

· The diagnosis is correct;

· The client is co-infected with another STI;

· The client is infected with HIV;

· The treatment was not used as instructed; or 
· The H. ducreyi strain causing the infection is resistant to the prescribed antimicrobial. 
e) Healing Time:

· The time required for complete healing depends on the size of the ulcer; large ulcers might require >2 weeks. 
· Healing is slower for some uncircumcised men who have ulcers under the foreskin. 
· Clinical resolution of fluctuant lymphadenopathy is slower than that of ulcers and might require referral for needle aspiration or incision and drainage, despite otherwise successful therapy. 

f) Management of Sex Partners: 
· Regardless of whether symptoms of the disease are present, sex partners of clients who have chancroid will be examined and treated if they had sexual contact with the client during the 10 days preceding the client’s onset of symptoms.

g) Special Considerations:

· Pregnancy:
1) Alternatives to Ciprofloxacin will be used during pregnancy and lactation. No adverse effects of chancroid on pregnancy outcome have been reported.

· HIV Infection:
1) HIV-infected clients who have chancroid will be monitored closely because, as a group, they are more likely to experience treatment failure and to have ulcers that heal more slowly. 
2) HIV-infected clients might require repeated or longer courses of therapy than those recommended for HIV-negative clients, and treatment failures can occur with any regimen. 
3. Genital Herpes 
a) Management:

· Antiviral therapy offers clinical benefits to most symptomatic clients and is the mainstay of management. 
· Client who test positive for genital herpes will be counseled on:

1) The natural history of genital herpes; 
2) Sexual and perinatal transmission; and 
3) Methods to reduce transmission.

b) Treatment:

· Drugs neither eradicate latent virus nor affect the risk, frequency, or severity of recurrences after the drug is discontinued.

· Systemic antiviral drugs can partially control the signs and symptoms of herpes episodes when used to treat first clinical and recurrent episodes, or when used as daily suppressive therapy. 
1) Valacyclovir is the valine ester of acyclovir and has enhanced absorption after oral administration. 
2) Famciclovir also has high oral bioavailability. 
3) Topical therapy with antiviral drugs offers minimal clinical benefit, and its use is discouraged.

· First Clinical Episode: 
1) Newly acquired genital herpes can cause a prolonged clinical illness with severe genital ulcerations and neurologic involvement. 
2) Even persons with first-episode herpes who have mild clinical manifestations initially can develop severe or prolonged symptoms. 
3) All clients with first episodes of genital herpes will receive antiviral therapy.
	RECOMMENDED REGIMENS FOR 1ST EPISODE*
Acyclovir 400 mg orally three times a day for 7 - 10 days

--OR--
Acyclovir 200 mg orally five times a day for 7 - 10 days

--OR--
Famciclovir 250 mg orally three times a day for 7–10 days

--OR--
Valacyclovir 1 g orally twice a day for 7–10 days

*Treatment can be extended if healing is incomplete after 10 days of therapy.


· Suppressive Therapy:
1) Suppressive therapy reduces the frequency of genital herpes recurrences by 70% - 80% in clients who have frequent recurrences; many persons receiving such therapy report having experienced no symptomatic outbreaks. 
2) Treatment is also effective in clients with less frequent recurrences. 
· Safety and efficacy have been documented among clients receiving daily therapy with acyclovir for as long as 6 years and with valacyclovir or famciclovir for 1 year. 
3) Quality of life is improved in many clients with frequent recurrences who receive suppressive therapy rather than episodic treatment.
	RECOMMENDED REGIMENS FOR SUPPRESSIVE THERAPY
Acyclovir 400 mg orally twice a day

--OR--
Famciclovir 250 mg orally twice a day
--OR--
Valacyclovir 500 mg orally once a day*

--OR--
Valacyclovir 1 g orally once a day

* Valacyclovir 500 mg once a day might be less effective than other valacyclovir or acyclovir dosing regimens in clients who have very frequent recurrences (i.e., ≥10 episodes per year).


· Episodic Therapy for Recurrent Outbreak:
1) Effective episodic treatment of recurrent herpes requires initiation:

· Within 1 day of lesion onset; or
· During the prodrome that precedes some outbreaks. 
2) The client will be provided with a supply of the medication or a prescription with instructions to initiate treatment immediately when symptoms begin.
	RECOMMENDED REGIMENS FOR EPISODIC RECURRENCE 
Acyclovir 400 mg orally three times a day for 5 days
--OR--
Acyclovir 800 mg orally twice a day for 5 days

--OR--
Acyclovir 800 mg orally three times a day for 2 days

--OR--
Famciclovir 125 mg orally twice daily for 5 days

--OR--
Famciclovir 1gram orally twice daily for 1 day

--OR--
Famciclovir 500 mg once, followed by 250 mg twice daily for 2 days

--OR--
Valacyclovir 500 mg orally twice a day for 3 days

--OR--
Valacyclovir 1 gram orally once a day for 5 days


c) Management of Sex Partners: 
· The sex partners of clients who have genital herpes can benefit from evaluation and counseling. 
· Symptomatic sex partners will be evaluated and treated in the same manner as clients who have genital herpes. 
· Asymptomatic sex partners will be questioned concerning histories of genital lesions and offered type-specific serologic testing for HSV infection.

d) Special Populations: 
· Consultation with the health officer and additional written orders for a treatment regime or referral to specialty care are required for clients who are:

1) Pregnant;

2) Co-infected with HIV; or

3) Allergic to medications used to treat herpes. 
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 U. S., although it is endemic in some tropical and developing areas. 
b) Diagnosis:

· The causative organism is difficult to culture, and diagnosis requires visualization of dark-staining Donovan bodies on tissue crush preparation or biopsy. 
c) Treatment:

· Treatment has been shown to halt progression of lesions, and healing typically proceeds inward from the ulcer margins. 

· Prolonged therapy is usually required to permit granulation and reepithelialization of the ulcers. 

· Relapse can occur 6 - 18 months after apparently effective therapy.

	RECOMMENDED REGIMEN
Azithromycin 1 g orally once per week or 500 mg daily for at least 3 weeks and until all lesions have completely healed
ALTERNATIVE REGIMENS
Doxycycline 100 mg orally twice a day for at least 3 weeks and until all

lesions have completely healed

--OR--
Ciprofloxacin 750 mg orally twice a day for at least 3 weeks and until all lesions have completely healed

--OR--
Erythromycin base 500 mg orally four times a day for at least 3 weeks and until all lesions have completely healed

--OR--
Trimethoprim-sulfamethoxazole one double-strength (160 mg/800 mg) tablet orally twice a day for at least 3 weeks and until all lesions have completely healed


d) Follow-Up: 
· Clients will be followed clinically until signs and symptoms have resolved.

e) Management of Sex Partners: 
· Persons who have had sexual contact with a client who has granuloma inguinale within the 60 days before onset of the client’s symptoms will be examined and offered therapy. 
f) Special Considerations: 
· Pregnant clients and clients co-infected with HIV will be referred to specialty care for treatment.
5. Lymphogranuloma Venereum (LGV)
a) Pathology:
· 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 men who have sex with men (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.  Persons with genital and colorectal LGV can also develop secondary bacterial infection or can be co-infected with other sexually and nonsexually transmitted pathogens.

b) Treatment: 
· At the time of the initial visit (before diagnostic tests for chlamydia are available), clients with a clinical syndrome consistent with LGV, including proctocolitis or genital ulcer disease with lymphadenopathy, will be presumptively treated for LGV. 

1) Treatment cures infection and prevents ongoing tissue damage, although tissue reaction to the infection can result in scarring. 
2) Buboes might require aspiration through intact skin or incision and drainage to prevent the formation of inguinal/femoral ulcerations.

	RECOMMENDED REGIMEN
Doxycycline 100 mg orally twice a day for 21 days

ALTERNATIVE REGIMEN
Erythromycin base 500 mg orally four times a day for 21 days

--OR--
Azithromycin: Although clinical data are lacking, azithromycin 1 g orally once weekly for 3 weeks is probably effective based on its chlamydial antimicrobial activity. 


c) Follow-Up: 
· Clients will be followed clinically until signs and symptoms have resolved.

d) Management of Sex Partners: 
· Persons who have had sexual contact with a client who has LGV within the 60 days before onset of the client’s symptoms will be:

1) Examined; 
2) Tested for urethral or cervical chlamydial infection depending on anatomic site of exposure; and 
3) Treated presumptively with a chlamydia regimen (azithromycin 1 gm orally single dose or doxycycline 100 mg orally twice a day for 7 days).

e) Special Considerations:
· Pregnancy: 
1) Pregnant and lactating women will be treated with erythromycin. 
2) Azithromycin might prove useful for treatment of LGV in pregnancy, but no published data are available regarding its safety and efficacy. 
3) Doxycycline will be avoided in the second and third trimester of pregnancy because of the risk for discoloration of teeth and bones, but is compatible with breastfeeding.  

· HIV Infection: 
1) Clients co-infected with HIV will receive the same treatment regimen as those who are HIV negative. 
2) Prolonged therapy might be required, and delay in resolution of symptoms might occur.  
6. Syphilis 
a) General Considerations:
· Pathology:

1) Syphilis is a systemic disease caused by Treponema pallidum (T. pallidum). 

2) The disease is divided into stages based on clinical findings, helping to guide treatment and follow-up. 
3) Persons who have syphilis might seek treatment for signs or symptoms of:

· Primary syphilis (i.e., ulcers or chancre at the infection site); 

· Secondary syphilis (i.e., manifestations that include, but are not limited to, skin rash, mucocutaneous lesions, and lymphadenopathy); or 

· Tertiary syphilis (i.e., cardiac, gummatous lesions, tabes dorsalis, and general paresis). 

4) 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. 

5) 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.

· Treatment:
1) Penicillin G, administered parenterally, is the preferred drug for treating clients in all stages of syphilis. 

· The preparation used (i.e., benzathine, aqueous procaine, or aqueous crystalline), dosage, and length of treatment depend on the stage and clinical manifestations of the disease. 

i. Treatment for late latent syphilis and tertiary syphilis require a longer duration of therapy, because organisms theoretically might be dividing more slowly (the validity of this rationale has not been assessed). 

ii. Longer treatment duration is required for persons with latent syphilis of unknown duration to ensure that those who did not acquire syphilis within the preceding year are adequately treated.

· Selection of the appropriate penicillin preparation is important, because T. pallidum can reside in sequestered sites (e.g., the central nervous system [CNS] and aqueous humor) that are poorly accessed by some forms of penicillin. 

· Combinations of benzathine penicillin, procaine penicillin, and oral penicillin preparations are not considered appropriate for the treatment of syphilis. 

i. Reports have indicated that practitioners have inadvertently prescribed combination benzathine-procaine penicillin (Bicillin C-R) instead of the standard benzathine penicillin product (Bicillin L-A) widely used in the United States. 

ii. Practitioners, pharmacists, and purchasing agents should be aware of the similar names of these two products to avoid using the inappropriate combination therapy agent for treating syphilis.

· Special Considerations:
1) Pregnancy:
· Parenteral penicillin G is the only therapy with documented efficacy for syphilis during pregnancy. 

· Pregnant women with syphilis in any stage will be referred to specialty care for treatment and management.

2) Jarisch-Herxheimer Reaction:
· The Jarisch-Herxheimer reaction is an acute febrile reaction frequently accompanied by headache, myalgia, fever, and other symptoms that can occur within the first 24 hours after the initiation of any therapy for syphilis. 

· The Jarisch-Herxheimer reaction occurs most frequently among persons who have early syphilis, presumably because bacterial burdens are higher during these stages. 

· Clients will be informed about this possible adverse reaction and how to manage it if it occurs. 

· Antipyretics can be used to manage symptoms, but they have not been proven to prevent this reaction. 

· The Jarisch-Herxheimer reaction might induce early labor or cause fetal distress in pregnant women, but this should not prevent or delay therapy.

· Management of Sex Partners:
1) Sexual transmission of T. pallidum is thought to occur only when mucocutaneous syphilitic lesions are present.  Such manifestations are uncommon after the first year of infection. 

2) Persons exposed sexually to a client who has primary, secondary, or early latent syphilis will be evaluated clinically and serologically and treated according to the following recommendations:

· Sex partners exposed within 90 days preceding the diagnosis will be treated presumptively for early syphilis, even if serologic test results are negative.

· Sex partners exposed >90 days before the diagnosis:

i. If serologic test results are not immediately available and the opportunity for follow-up is uncertain, treat presumptively for early syphilis. 

ii. If serologic tests are negative, no treatment is needed. 

iii. If serologic tests are positive, treatment will be based on clinical and serologic evaluation and stage of syphilis.

3) In some areas or populations with high rates of syphilis, notification and presumptive treatment of sex partners of clients with late latent syphilis who have high nontreponemal serologic test titers (i.e., >1:32) is recommended, because high titers might be indicative of early syphilis.  These partners will be managed as if the index case had early syphilis.

4) Long-term sex partners of clients who have late latent syphilis will be evaluated clinically and serologically for syphilis and treated on the basis of the evaluation’s findings.

5) The following sex partners of clients with syphilis are considered at risk for infection and will be confidentially notified of the exposure and need for evaluation.  Partners who have had sexual contact: 

· Within 3 months plus the duration of symptoms for clients who receive a diagnosis of primary syphilis; 

· Within 6 months plus duration of symptoms for those with secondary syphilis; and 

· Within 1 year for clients with early latent syphilis.

b) Primary and Secondary Syphilis:
· Treatment: 

1) Parenteral penicillin G has been used effectively to achieve clinical resolution (i.e., the healing of lesions and prevention of sexual transmission) and to prevent late sequelae.  However, no comparative trials have been conducted to guide the selection of an optimal penicillin regimen. 
	RECOMMENDED REGIMEN FOR ADULTS*
Primary And Secondary Syphilis
Benzathine penicillin G 2.4 million units IM in a single dose

*Recommendations for treating syphilis in persons with HIV infection, pregnant women and children are found in the 2015 CDC STD Treatment Guidelines—these individuals will be referred to specialty care for treatment.


· Other Management Considerations: 

1) HIV:
· All clients who have primary and secondary syphilis will be tested for HIV infection. 

· In geographic areas in which the prevalence of HIV is high, clients who have primary or secondary syphilis will be retested for acute HIV in 3 months if the first HIV test result was negative.

2) Neurologic or Ophthalmic Disease:
· Persons who have syphilis and symptoms or signs suggesting neurologic disease (e.g., cranial nerve dysfunction, meningitis, stroke, and hearing loss) or ophthalmic disease (e.g., uveitis, iritis, neuroretinitis, and optic neuritis) require further evaluation that include:

i. Cerebrospinal fluid (CSF) analysis;

ii. Ocular slit-lamp ophthalmologic examination; and
iii. Otologic examination.

· These clients will be referred to specialty care for treatment and management. 

· Invasion of CSF by T. pallidum accompanied by CSF laboratory abnormalities is common among adults who have primary or secondary syphilis.  In the absence of clinical neurologic findings, no evidence supports variation from the recommended treatment regimen for primary and secondary syphilis. 

· Symptomatic neurosyphilis develops in only a limited number of persons after treatment with the penicillin regimens recommended for primary and secondary syphilis.  Therefore, unless clinical signs or symptoms of neurologic or ophthalmic involvement are present, routine CSF analysis is not recommended for persons who have primary or secondary syphilis.

· Follow-Up:
1) Clinical and serologic evaluation will be performed at 6 and 12 months after treatment; more frequent evaluation might be prudent if follow-up is uncertain or if repeat infection is a concern. 

· Serologic response (i.e., titer) will be compared with the titer at the time of treatment. 
· Staff will consult with the Health Officer or State STD/Communicable Disease Program staff to determine response to treatment and to determine if additional treatment is required. 
2) Treatment Failure or Reinfection:
· Serologic response to treatment appears to be associated with several factors, including the person’s stage of syphilis (earlier stages are more likely to decline fourfold and become negative) and initial nontreponemal antibody titers (lower titers are less likely to decline fourfold than higher titers).

· Clients who have signs or symptoms that persist or recur and those with at least a fourfold increase in nontreponemal test titer persisting for >2 weeks likely experienced treatment failure or were reinfected. 
· Failure of nontreponemal test titers to decline fourfold within 6–12 months after therapy for primary or secondary syphilis might be indicative of treatment failure.  
i. However, clinical trial data have demonstrated that 15%–20% of persons with primary and secondary syphilis treated with the recommended therapy will not achieve the fourfold decline in nontreponemal titer used to define response at 1 year after treatment. 
ii. Optimal management of persons who have less than a fourfold decline in titers after treatment of syphilis is unclear.  At a minimum, these clients will receive additional clinical and serologic follow-up and be evaluated for HIV infection.
iii. If additional follow-up cannot be ensured, retreatment is recommended.  Because treatment failure might be the result of unrecognized CNS infection, CSF examination can be considered in such situations and these clients will be referred to specialty care.

· If this occurs, staff will consult with the Health Officer or State STD/Communicable Disease Program staff for guidance on retreatment, reevaluation for HIV infection and possible referral to specialty care for CSF analysis. 

	RETREATMENT FOR PRIMARY AND SECONDARY SYPHILIS WITHOUT NEUROSYPHILIS

Weekly injections of Benzathine penicillin G 2.4 million units IM for 3 weeks


· Special Considerations:
1) Penicillin Allergy:
· Clients with a penicillin allergy whose compliance with therapy or follow-up cannot be ensured will be referred to specialty care for desensitization and treatment with benzathine penicillin. 

2) Pregnancy:
· Pregnant women with primary or secondary syphilis will be referred to specialty care. 

3) HIV Infection: 
· Clients with co-infected with HIV will be treated as those without HIV infection. 
c) Latent Syphilis
· Diagnosis:

1) Latent syphilis is defined as syphilis characterized by seroreactivity without other evidence of primary, secondary, or tertiary disease. 
2) Persons who have latent syphilis and who acquired syphilis during the preceding year are classified as having early latent syphilis, a subset of latent syphilis. 
· Clients can receive a diagnosis of early latent syphilis if, during the year preceding the diagnosis, they had:

i. A documented seroconversion or a sustained (>2 week) fourfold or greater increase in nontreponemal test titers; 
ii. Unequivocal symptoms of primary or secondary syphilis; or 
iii. A sex partner documented to have primary, secondary, or early latent syphilis. 
3) Early latent syphilis can be assumed in clients with reactive nontreponemal and treponemal tests whose only possible exposure occurred during the previous 12 months. 
4) In the absence of these conditions, an asymptomatic person should be considered to have latent syphilis.  

5) Nontreponemal serologic titers usually are higher early in the course of syphilis infection.  However, early latent syphilis cannot be reliably diagnosed solely on the basis of nontreponemal titers. 
6) All clients with latent syphilis will have careful examination of all accessible mucosal surfaces (i.e., the oral cavity, perianal area, perineum and vagina in women, and underneath the foreskin in uncircumcised men) to evaluate for mucosal lesions.

· Treatment: 
1) Because latent syphilis is not transmitted sexually, the objective of treating clients in this stage of disease is to prevent complications and transmission from a pregnant woman to her fetus. 
	RECOMMENDED REGIMENS FOR ADULTS*
Early Latent Syphilis
Benzathine penicillin G 2.4 million units IM in a single dose

*Recommendations for treating syphilis in persons with HIV infection and pregnant women are discussed elsewhere in this report.


	RECOMMENDED REGIMENS FOR ADULTS
Late Latent Syphilis or Latent Syphilis of Unknown Duration
Benzathine penicillin G 7.2 million units total, administered as 3 doses of 2.4 million units IM each at 1-week intervals


	RECOMMENDED REGIMENS FOR ADULTS
Late Latent Syphilis

Benzathine penicillin G 50,000 units/kg IM, up to the adult dose of 2.4 million units, administered as 3 doses at 1-week intervals (total 150,000 units/kg up to the adult total dose of 7.2 million units)


· Other Management Considerations: 
1) All clients who have latent syphilis will be tested for HIV infection. 
2) Clients who receive a diagnosis of latent syphilis and have neurologic signs and symptoms (e.g., cognitive dysfunction, motor or sensory deficits, ophthalmic or auditory symptoms, cranial nerve palsies, and symptoms or signs of meningitis or stroke) will be evaluated for neurosyphilis and will be referred to specialty care.

3) Missed Dose(s):

· If a person misses a dose of penicillin in a course of weekly therapy for latent syphilis, the appropriate course of action is unclear. 
i. Clinical experience suggests that an interval of 10 - 14 days between doses of benzathine penicillin for latent syphilis might be acceptable before restarting the sequence of injections (i.e., if dose 1 is given on day 0, dose 2 is administered between days 10 and 14). 
ii. Pharmacologic considerations suggest that an interval of 7 - 9 days between doses, if feasible, might be more optimal. 

· Follow-Up: 
1) Quantitative nontreponemal serologic tests will be repeated at 6, 12, and 24 months. 
2) Clients will be referred for CSF examination if:

· A sustained (>2 weeks) fourfold increase or greater in titer is observed; 
· An initially high titer (≥1:32) fails to decline at least fourfold within 12–24 months of therapy; or 
· Signs or symptoms attributable to syphilis develop. 
3) Serologic and clinical monitoring will be offered along with a reevaluation for HIV infection.

· Special Considerations:

1) Penicillin Allergy: 
· The effectiveness of alternatives to penicillin in the treatment of latent syphilis has not been well documented. 
· Non-pregnant clients allergic to penicillin who have clearly defined early latent syphilis should respond to antibiotics recommended as alternatives to penicillin for the treatment of primary and secondary syphilis. 
	ALTERNATE TREATMENT REGIMENS FOR LATENT SYPHILIS PENICILLIN ALLERGIC
Doxycycline 100 mg orally twice daily for 28 days

--OR--
 Tetracycline 500 mg orally four times daily for 28 days


2) HIV Infection:
· The efficacy of these alternative regimens in persons with HIV infection has not been well studied. 
· These therapies will be used only in conjunction with close serologic and clinical follow-up, especially in clients with HIV infection.
· Clients with a penicillin allergy whose compliance with therapy or follow-up cannot be ensured will be referred to specialty care for desensitization and treatment with benzathine penicillin. 

· Clients with HIV infection who have any form of latent syphilis will receive the same treatment regimen as those without HIV infection.
3) Pregnancy: 
· Pregnant women with any form of syphilis will be referred to specialty care. 

d) Tertiary Syphilis: 
· Treatment:
1) Tertiary syphilis refers to gummas and cardiovascular syphilis but not to neurosyphilis. 
2) Clients who are not allergic to penicillin and have no evidence of neurosyphilis will be treated with the following regimen.
	RECOMMENDED REGIMEN FOR TERTIARY SYPHILIS WITH NORMAL CSF EXAMINATION
Benzathine penicillin G 7.2 million units total, administered as 3 doses of 2.4 million units IM each at 1-week intervals


· Other Management Considerations: 
1) All clients who have tertiary syphilis will be tested for HIV infection and will receive a CSF examination before therapy is initiated. 
2) Clients with CSF abnormalities will be treated with a neurosyphilis regimen. 
3) Some providers treat all clients who have cardiovascular syphilis with a neurosyphilis regimen.  These clients will be managed in consultation with an infectious-disease specialist. 
4) Limited information is available concerning clinical response and follow-up of persons who have tertiary syphilis.

· Special Considerations:

1) Pregnancy:
· Pregnant women with any form of syphilis will be referred to specialty care. 

2) HIV Infection:
· Clients co-infected with HIV will receive the same treatment regimen as those without HIV infection. 

e) Neurosyphilis: 
· All clients with suspected or diagnosed neurosyphilis will be referred to specialty care for treatment and management. 

7. Nongonococcal Urethritis (NGU) 
a) Diagnosis:
· 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; or
2) Gram stain of urethral secretions demonstrating ≥5 white blood cells (WBC) per oil immersion field. 
· 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. 

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

b) Treatment:

· Clinicians will attempt to obtain objective evidence of urethral inflammation.  However, if clinic-based diagnostic tools (e.g., Gram-stain microscopy) are not available, clients will be treated with drug regimens effective against both gonorrhea and chlamydia. 

· To minimize transmission and reinfection, men treated for NGU will be instructed to abstain from sexual intercourse until they and their partner(s) have been adequately treated (i.e., for 7 days after single-dose therapy or until completion of a 7-day regimen and symptoms resolved). 

· Men who receive a diagnosis of NGU will be tested for HIV and syphilis.

	RECOMMENDED REGIMENS

Azithromycin 1 g orally in a single dose

--OR--

Doxycycline 100 mg orally twice a day for 7 days

ALTERNATIVE REGIMENS
Erythromycin base 500 mg orally four times a day for 7 days

--OR--

Erythromycin ethylsuccinate 800 mg orally four times a day for 7 days

--OR--

Levofloxacin 500 mg orally once daily for 7 days

--OR--

Ofloxacin 300 mg orally twice a day for 7 days


·  Administration of the first dose of any treatment regimen will be directly observed in clinic.
c) Follow-Up: 
· Men will be provided results of the testing obtained as part of the NGU evaluation, and those with a specific diagnosis of chlamydia, gonorrhea, or trichomonas will be offered partner services and instructed to return 3 months after treatment for repeat testing because of high rates of reinfection, regardless of whether their sex partners were treated.

· Clients will also be instructed to return for evaluation if symptoms persist or recur after completion of therapy. 
· Symptoms alone, without documentation of signs or laboratory evidence of urethral inflammation, are not a sufficient basis for retreatment. 
· Providers should be alert to the possibility of chronic prostatitis/chronic pelvic pain syndrome in male clients experiencing: 
1) Persistent pain (perineal, penile, or pelvic);
2) Discomfort; 

3) Irritative voiding symptoms; 
4) Pain during or after ejaculation; or 
5) New-onset premature ejaculation lasting for >3 months.

· Men with persistent pain will be referred to a urologist.
d) Special Considerations:

· HIV Infection: 
1) Gonococcal urethritis, chlamydial urethritis, and nongonococcal, nonchlamydial urethritis might facilitate HIV transmission. 
2) Clients co-infected with HIV will receive the same treatment regimen as those who are HIV negative.

8. Cervicitis 
a) Diagnosis:

· Two major diagnostic signs characterize cervicitis (either or both must be present): 
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/or
2) Sustained endocervical bleeding easily induced by gentle passage of a cotton swab through the cervical os. 
· Cervicitis frequently is asymptomatic, but some women complain of an abnormal vaginal discharge and intermenstrual vaginal bleeding (e.g., after sexual intercourse). 
· A finding of leukorrhea ( >10 WBC per high-power field on microscopic examination of vaginal fluid) has been associated with chlamydial and gonococcal infection of the cervix. 
1) In the absence of inflammatory vaginitis, leukorrhea might be a sensitive indicator of cervical inflammation with a high negative predictive value. 
· An increased number of polymorphonuclear leukocytes on endocervical Gram stain may be useful in the diagnosis of cervicitis, but this criterion has not been standardized.  In addition, it has a low positive-predictive value (PPV) for infection with C. trachomatis and N. gonorrhoeae and is not available in most clinical settings. 

b) Treatment: 

· Presumptive Therapy:
1) Several factors will affect the decision to provide presumptive therapy for cervicitis or to await the results of diagnostic tests. 

2) Treatment with antibiotics for C. trachomatis will be provided for women at increased risk for this common STI, especially if follow-up can not be assured or a relatively insensitive diagnostic test is used in place of nucleic- acid amplification test (NAAT), including: 

· Those aged ≤ 25 years; 
· Those with new or multiple sex partners; and 
· Those who engage in unprotected sex. 
3) For women at lower risk of STIs, deferring treatment until results of diagnostic tests are available is an option. 

4) If treatment is deferred and testing for C. trachomatis and N. gonorrhoeae are negative, a follow-up visit to see if the cervicitis has resolved can be considered.

5) For clients in whom any component (or all) of presumptive therapy is deferred, the results of sensitive tests for C. trachomatis and N. gonorrhoeae (e.g., NAATs) will determine the need for treatment subsequent to the initial evaluation.
· Concurrent therapy for N. gonorrhoeae is indicated if the prevalence of this infection is >5% (i.e., those in younger age groups and those living in certain facilities).

· Trichomoniasis and bacterial vaginosis (BV) will also be treated if detected. 

· Clients who receive a diagnosis of cervicitis will be tested for HIV and syphilis.
	RECOMMENDED REGIMENS FOR PRESUMPTIVE TREATMENT*

Azithromycin 1 g orally in a single dose

--OR--
Doxycycline 100 mg orally twice a day for 7 days

*Consider concurrent treatment for gonococcal infection if prevalence of gonorrhea is high in the client population under assessment.


c) Follow-up: 
· Clients receiving treatment should return to their provider for a follow-up visit, allowing the provider to determine whether cervicitis has resolved. 
· Additional follow-up will be conducted as recommended for the infections identified. 
· Clients with a specific diagnosis of chlamydia, gonorrhea, or trichomonas will be offered partner services and instructed to return in 3 months after treatment for repeat testing because of high rates of reinfection, regardless of whether their sex partners were treated. 
· If symptoms persist or recur, clients will be instructed to return for re-evaluation.

d) Management of Sex Partners: 
· All sex partners in the past 60 days will be referred for evaluation, testing, and presumptive treatment if chlamydia, gonorrhea, or trichomoniasis was identified or suspected in the clients with cervicitis. 

· Expedited Partner Therapy (EPT) or other effective partner referral strategies are alternative approaches to treating male partners of clients who have chlamydia or gonococcal infection. 

· To avoid reinfection, instruct clients to abstain from sexual intercourse until they and their partner(s) are adequately treated.

· Partners will be notified, examined, and treated if chlamydia, gonorrhea, or trichomoniasis was identified or suspected in the index client. 
e) Persistent or Recurrent Cervicitis:

· Clients with persistent or recurrent cervicitis despite having been treated will be reevaluated for possible re-exposure or treatment failure to gonorrhea or chlamydia. 
· If relapse and/or reinfection with a specific STI have been excluded, BV is not present, and sex partners have been evaluated and treated, management options for persistent cervicitis are undefined; in addition, the utility of repeated or prolonged administration of antibiotic therapy for persistent symptomatic cervicitis remains unknown. 
· The etiology of persistent cervicitis including the potential role of M. genitalium is unclear.  M. genitalium might be considered for cases of clinically significant cervicitis that persist after azithromycin or doxycycline therapy in which re-exposure to an infected partner or medical nonadherence is unlikely. 
· If M. genitalium is suspected, staff will consult with the Health Officer for instructions on treatment.  
· For treated clients with persistent symptoms that are clearly attributable to cervicitis, referral to a gynecologic specialist will be provided.
f) Special Considerations: 
· HIV Infection:
1) Clients co-infected with HIV will receive the same treatment regimen as those who are HIV negative. 
2) Treatment of cervicitis in HIV-infected women reduces HIV shedding from the cervix and might reduce HIV transmission to susceptible sex partners.
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.
b) Treatment:
· Treating infected clients prevents adverse reproductive health complications and continued sexual transmission. 

· Treating sex partners of those diagnosed with Chlamydia can prevent reinfection and infection of other partners. 
· Treating pregnant women usually prevents transmission of C. trachomatis to infants during birth. 

· Chlamydia treatment will be provided promptly for all clients testing positive for infection; delays in receiving chlamydia treatment have been associated with complications (e.g., PID) in a limited proportion of chlamydia-infected subjects.

· Oopharyngeal C. trachomatis can be sexually transmitted to genital sites.

1) Detection of C. trachomatis from an oropharyngeal specimen will be treated with azithromycin or doxycycline.  
	RECOMMENDED REGIMENS
Azithromycin 1 g orally in a single dose

--OR--
Doxycycline 100 mg orally twice a day for 7 days
ALTERNATIVE REGIMENS
Erythromycin base 500 mg orally four times a day for 7 days

--OR--
Erythromycin ethylsuccinate 800 mg orally four times a day for 7 days

--OR--
Levofloxacin 500 mg orally once daily for 7 days

--OR--
Ofloxacin 300 mg orally twice a day for 7 days


c) Other Management Considerations: 

· To maximize adherence with recommended therapies, onsite, directly observed single-dose therapy with azithromycin will always be available for clients for whom adherence with multiday dosing is a concern. 

· For multidose regimens, the first dose will be dispensed onsite and directly observed.

· To minimize disease transmission to sex partners, clients treated for chlamydia will be instructed to abstain from sexual intercourse for 7 days after single-dose therapy or until completion of a 7-day regimen and resolution of symptoms if present. 

· To minimize risk for reinfection, clients will be instructed to abstain from sexual intercourse until all of their sex partners are treated. 

· Clients who receive a diagnosis of chlamydia will be tested for HIV, gonorrhea, and syphilis.

d) Follow-Up: 
· Test-of-cure to detect therapeutic failure (i.e., repeat testing 3–4 weeks after completing therapy) is not advised for clients treated with the recommended or alterative regimens, unless therapeutic adherence is in question, symptoms persist, or reinfection is suspected.  
· The use of chlamydial NAATs at <3 weeks after completion of therapy is not recommended because the continued presence of nonviable organisms) can lead to false-positive results.

· Reinfection:
1) Most post-treatment infections do not result from treatment failure, but rather from reinfection caused by failure of sex partners to receive treatment or the initiation of sexual activity with a new infected partner, indicating a need for improved education and treatment of sex partners. 
2) Repeat infections confer an elevated risk for PID and other complications in women. 
3) Clients who have been treated for chlamydia will be retested approximately 3 months after treatment, regardless of whether they believe that their sex partners were treated.  
· If retesting at 3 months is not possible, clients will be retested when they next present for medical care in the 12-month period following initial treatment.

e) Management of Sex Partners: 
· Clients will be instructed to refer their sex partners for evaluation, testing, and treatment if they had sexual contact with the client during the 60 days preceding onset of the client’s symptoms or chlamydia diagnosis. 
· The most recent sex partner will be evaluated and treated, even if the time of the last sexual contact was >60 days before symptom onset or diagnosis.
· EPT:
1) Among heterosexual clients, if health department partner management strategies are impractical or not available and a provider is concerned that sex partners are unable to promptly access evaluation and treatment services, EPT will be considered.  EPT has been associated with a trend toward a decrease in rates of persistent or recurrent chlamydia. 
2) Client-delivered partner therapy is not routinely recommended for MSM because of a high risk for coexisting infections, especially undiagnosed HIV infection, in their partners.
· Having partners accompany clients when they return for treatment is another strategy that has been used to ensure partner treatment.
· Timely treatment of sex partners is essential for decreasing the risk for reinfecting the index client.

· Clients will be given written educational materials to give to their partner(s) to:

1) Educate about chlamydia in general; 
2) Notify the partner(s) that they have been exposed; and 
3) Inform them about the importance of treatment.  
4) These materials also will inform partners about potential therapy-related allergies and adverse effects, along with symptoms suggestive of complications (e.g., testicular pain in men and pelvic or abdominal pain in women).  

· Clients will be instructed to abstain from sexual intercourse until they and their sex partners have completed treatment. 
· Abstinence should be continued until 7 days after a single-dose regimen or after completion of a multiple-dose regimen. 
f) Special Populations: 
· Management of chlamydia for clients who are pregnant and those allergic to medications used to treat chlamydia require consultation with the health officer and additional written orders for treatment regime or referral to specialty care. 
· HIV Infection:
1) Clients co-infected with HIV will receive the same treatment regimen as those who are HIV negative.
10. Gonococcal Infections
a) Diagnosis:

· 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) Treatment:
· Gonorrhea treatment is complicated by the ability of N. gonorrhoeae to develop resistance to antimicrobials.  Consequently, only one regimen, dual treatment with ceftriaxone and azithromycin, is recommended for treatment of gonorrhea in the U.S.

· Clients with known or suspected allergy to cephalosporins will be referred to specialty care for treatment and management.
· Clients thought to have disseminated gonococcal infection (petechial or pustular acral skin lesions, asymmetric polyarthralgia, tenosynovitis, or oligoarticular septic arthritis) will be referred to specialty care.
	RECOMMENDED REGIMEN FOR UNCOMPLICATED GONOCOCCAL INFECTIONS OF THE PHARYNX
Ceftriaxone 250 mg in a single intramuscular dose

PLUS
Azithromycin 1 g orally in a single dose

	RECOMMENDED REGIMEN FOR UNCOMPLICATED GONOCOCCAL INFECTIONS OF THE CERVIX, URETHRA, AND RECTUM
Ceftriaxone 250 mg in a single intramuscular dose

PLUS
Azithromycin 1 g orally in a single dose 

ALTERNATIVE REGIMENS IF CEFTRIAXONE IS NOT AVAILABLE
Cefixime 400 mg in a single oral dose

PLUS
Azithromycin 1 g orally in a single dose


c) Follow-up: 
· A test-of-cure is not needed for clients who receive a diagnosis of uncomplicated urogenital or rectal gonorrhea who are treated with any of the recommended or alternative regimens.

· Clients with pharyngeal gonorrhea who is treated with an alternative regimen will be instructed to return 14 days after treatment for a test-of-cure using either culture or NAAT. 
1) If the NAAT is positive, efforts will be made to perform a confirmatory culture before retreatment.  All positive cultures for test-of-cure will undergo antimicrobial susceptibility testing.

· Symptoms that persist after treatment will be evaluated by culture for N. gonorrhoeae (with or without simultaneous NAAT), and any gonococci isolated will be tested for antimicrobial susceptibility.  Persistent urethritis, cervicitis, or proctitis also might be caused by other organisms and other infections will be considered as the cause of ongoing symptoms.

· Reinfection:
1) A high prevalence of N. gonorrhoeae infection has been observed among men and women previously treated for gonorrhea. 
2) Rather than signaling treatment failure, most of these infections result from reinfection caused by failure of sex partners to receive treatment or the initiation of sexual activity with a new infected partner, indicating a need for improved client education and treatment of sex partners. 
3) Clients who have been treated for gonorrhea will be retested 3 months after treatment regardless of whether they believe their sex partners were treated.  
· If retesting at 3 months is not possible, clients will be retested when they next present for medical care in the 12-month period following initial treatment.

d) Management of Sex Partners: 
· Effective clinical management of clients with treatable STIs requires treatment of the clients' recent sex partners to prevent reinfection and curtail further transmission. 
· Clients will be instructed to refer their current/most recent sex partners for evaluation and treatment of N. gonorrhoeae and C. trachomatis, including:

1) Anyone with whom the client had sexual contact within 60 days before onset of symptoms or diagnosis of infection; and 
2) The last person with whom the client had sexual contact if the client has not had a sex partner within 60 days before the onset of symptoms.
· Clients will be instructed to abstain from sexual intercourse until therapy is completed and until they and their sex partners no longer have symptoms.

· For heterosexual clients with gonorrhea whose partners' treatment cannot be ensured or is unlikely, delivery of antibiotic therapy for gonorrhea (as well as for chlamydia) by the clients to their partners (EPT) can be considered. 
1) Use of this approach will always be accompanied by efforts to educate partners about symptoms and to encourage partners to seek clinical evaluation. 
2) Educational materials for females will include information about the importance of seeking medical evaluation for PID (especially if symptomatic).  

3) This approach will not be considered a routine partner management strategy in MSM because of the high risk for coexisting undiagnosed STIs or HIV infection.

e) Special Considerations: 
· Allergies, Intolerance, and Adverse Reactions: 
1) Penicillin Allergy:
· Allergic reactions to first-generation cephalosporins occur in <2.5% of persons with a history of penicillin allergy and are uncommon with third-generation cephalosporins (e.g., ceftriaxone and cefixime). 
· In those persons with a history of penicillin allergy, the use of cephalosporins is contraindicated for IgE-mediated penicillin allergy (e.g., anaphylaxis, Stevens Johnson syndrome, and toxic epidermal necrolysis).
2) Cephalosporin Allergy:
· Clients with a severe cephalosporin allergy will be referred to an infectious disease specialist.

· Pregnancy: 
1) Pregnant women infected with N. gonorrhoeae will be treated with dual therapy consisting of ceftriaxone 250 mg in a single IM dose and azithromycin 1 g orally as a single dose. 
· HIV Infection: 
1) Clients co-infected with HIV will receive the same treatment regimen as those who are HIV negative.

· Suspected Cephalosporin Treatment Failure or Resistance:
1) Cephalosporin treatment failure is the persistence of N. gonorrhoeae infection despite appropriate cephalosporin treatment and is indicative of infection with cephalosporin-resistant gonorrhea in clients whose partners were adequately treated and whose risk for reinfection is low.
2) Treatment failure will be considered in:
· Clients whose symptoms do not resolve within 3 - 5 days after appropriate treatment and report no sexual contact during the post-treatment follow-up period; 

· Clients with a positive test-of-cure (i.e., positive culture >72 hours or positive NAAT ≥7 days after receiving recommended treatment) when no sexual contact is reported during the post-treatment follow-up period; and 
· Clients who have a positive culture on test-of-cure (if obtained) if 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. 
3) If the client has suspected treatment failure or is infected with a strain found to demonstrate in vitro resistance:
· Consult an infectious disease specialist; 
· Conduct culture and susceptibility testing of relevant clinical specimens; and
· Report the situation to CDC through state and local public health authorities.

11. Bacterial Vaginosis (BV)
a) All clients with BV will be tested for HIV and other STIs.

b) Treatment:

· Treatment is recommended for women with three of the following symptoms or signs:

1) Homogeneous, thin, white discharge that smoothly coats the vaginal walls;    

2) Clue cells (e.g., vaginal epithelial cells studded with adherent coccoobacilli) on microscopic examination;

3) pH of vaginal fluid >4.5; and/or

4) A fishy odor of vaginal discharge before or after addition of 10% potassium hydroxide (KOH) (i.e., the whiff test). 
· Benefits of therapy in nonpregnant women:

1) Relieve vaginal symptoms and signs of infection, and

2) Reduce the risk for acquiring C. trachomatis or N. gonorrhoeae, HIV, and other viral STIs.
· When selecting a regimen, providers will consider:

1) Client preference; 
2) Possible side-effects;
3) Drug interactions; and 
4) Other co-infections. 
· Clients will be advised:

1) To refrain from intercourse, or use condoms consistently and correctly during the treatment regimen; and

2) That douching might increase the risk for relapse.

	RECOMMENDED REGIMENS
Metronidazole 500 mg orally twice a day for 7 days*
--OR--
Metronidazole Gel 0.75%, one full applicator (5 g) intravaginally, once a day for 5 days
--OR--
Clindamycin Cream 2%, one full applicator (5 g) intravaginally at bedtime for 7 days†

*Consuming alcohol should be avoided during treatment with nitroimidazoles and for 24 hours thereafter.
† Clindamycin cream is oil-based and might weaken latex condoms and diaphragms for 5 days after use (refer to clindamycin product labeling for additional information).
ALTERNATIVE REGIMENS
Tinidazole 2 g orally once daily for 2 days*
--OR--

Tinidazole 1 g orally once daily for 5 days*
--OR--

Clindamycin 300 mg orally twice daily for 7 days
--OR--

Clindamycin ovules 100 mg intravaginally once at bedtime for 3 days

*To reduce the possibility of a disulfiram-like reaction, abstinence from alcohol use should continue for 72 hours after completion of tinidazole.


c) Follow-Up: 
· Follow-up visits are unnecessary if symptoms resolve. 
· Recurrence:
1) Recurrence of BV is common. 
2) Clients will be advised to return for evaluation if symptoms recur.

3) Using a different treatment regimen might be an option for clients who have a recurrence; however, re-treatment with the same topical regimen is another acceptable approach for treating recurrent BV during the early stages of infection. 

4) For clients with multiple recurrences after completion of a recommended regimen, metronidazole gel twice weekly for 4-6 months has been shown to reduce recurrences, although this benefit might not persist when suppressive therapy is discontinued. 

5) Limited data suggest that oral nitroimidazole followed by intravaginal boric acid and suppressive metronidazole gel for those women in remission might be an option in women with recurrent BV. 

6) Monthly oral metronidazole administered with fluconazole has also been evaluated as suppressive therapy.

· Treatment Failure:
1) Certain BV-associated organisms have been associated with antimicrobial resistance and might determine risk for subsequent treatment failure. 
2) Limited data are available regarding optimal management strategies for women with early treatment failure. 
d) Management of Sex Partners:
· Routine treatment of sex partners is not recommended.

1) Clinical trials indicate that a woman’s response to therapy and the likelihood of relapse or recurrence are not affected by treatment of her sex partner(s). 

e) Special Considerations:
· Allergies or Intolerance to the Recommended Therapy

1) Intravaginal clindamycin cream is preferred in case of allergy or intolerance to metronidazole or tinidazole. 
2) Intravaginal metronidazole gel can be considered for clients who do not tolerate systemic metronidazole, but will not be administered to clients allergic to metronidazole.

· HIV:
1) BV appears to recur with higher frequency in women who have HIV infection.
12. Trichomoniasis 
a) Treatment: 
· Treatment reduces symptoms and signs of T. vaginalis infection and might reduce transmission.  The likelihood of adverse outcomes in women with HIV also is reduced with T. vaginalis therapy.
· Recommended Metronidazole vs. Recommended Tinidazole

1) Recommended Metronidazole
· Randomized clinical trials resulted in cure rates of approximately 84% - 98%. 
2) Recommended Tinidazole

· Randomized clinical trials resulted in cure rates of approximately 92% - 100%. 
3) Randomized controlled trials suggest that tinidazole is equivalent or superior to metronidazole in achieving parasitologic cure and resolution of symptoms.
· Treatment of clients and sex partners results in relief of symptoms, microbiologic cure, and reduction of transmission.

· Providers will advise clients infected with T. vaginalis to abstain from sex until they and their sex partners are treated (i.e., when therapy has been completed and any symptoms have resolved). 

· Testing for other STDs including HIV will be performed in clients infected with T. vaginalis.

	RECOMMENDED REGIMENS
Metronidazole 2 g orally in a single dose
--OR--

Tinidazole 2 g orally in a single dose

ALTERNATIVE REGIMEN
Metronidazole 500 mg orally twice a day for 7 days*

*Clients should be advised to avoid consuming alcohol during treatment with metronidazole or tinidazole. Abstinence from alcohol use should continue for 24 hours after completion of metronidazole or 72 hours after completion of tinidazole.


b) Follow-Up: 
· 3 months following initial infection, rescreening for T. vaginalis is recommended for sexually active women due to a high rate of reinfection, regardless of whether they believe their sex partners were treated. 
· No data support rescreening in men diagnosed with T. vaginalis. 
· Recurrence: 
1) While most recurrent T. vaginalis infections are thought to result from having sex with an untreated partner (i.e., reinfection), some recurrent cases can be attributed to diminished susceptibility to metronidazole. 
2) Low-level metronidazole resistance has been identified in 2% - 5% of cases of vaginal trichomoniasis, but high-level resistance rarely occurs.  Fortunately, infections caused by most of these organisms respond to tinidazole or higher doses of metronidazole. 

· If treatment failure occurs with metronidazole 2g single dose and reinfection is excluded, consult with the Health Officer for guidance and orders to treat. 

c) Management of Sex Partners: 
· Concurrent treatment of all sex partners is critical for symptomatic relief, microbiologic cure, and prevention of transmission and reinfections.  Current partners will be referred for presumptive therapy to avoid reinfection. 
· Clients will be instructed to abstain from sex until they and their sex partners are cured (i.e., when therapy has been completed and client and partner[s] are asymptomatic). 
d) Special Considerations: 

· Allergies, Intolerance, and Adverse Reactions:
1) Metronidazole and tinidazole are both nitroimidazoles.  
2) Clients with an immediate-type allergy to a nitroimidazole must be managed by a specialist and will be referred.
· Pregnancy:
1) Vaginal trichomoniasis has been associated with adverse pregnancy outcomes, particularly premature rupture of membranes, preterm delivery, and low birth weight. 
2) Pregnant women will be referred to specialty care for treatment. 

· Lactation:
1) Metronidazole

· Counsel clients to withhold breastfeeding during treatment and for 12–24 hours after the last dose. 
2) Tinidazole

· Recommend interruption of breastfeeding during treatment and for 3 days after the last dose.

· HIV Infection:
1) Up to 53% of women with HIV infection also are infected with T. vaginalis. 

2) T. vaginalis infection in these women is significantly associated with PID, and treatment of trichomoniasis is associated with significant decreases in genital-tract HIV viral load and viral shedding. 
3) A multi-dose treatment regimen for T. vaginalis will be considered in HIV-infected women.
· Randomized clinical trials demonstrated that a single dose of metronidazole 2 g orally was not as effective as 500 mg twice daily for 7 days.  
4) Staff will contact the Health Officer for guidance and treatment orders for HIV-infected clients. 

13. Vulvovaginal Candidiasis (VVC)

a) Diagnosis:

· Typical symptoms of VVC include:

1) Pruritus; 
2) Vaginal soreness; 
3) Dyspareunia; 

4) External dysuria; and 
5) Abnormal vaginal discharge. 
· None of these symptoms is specific for VVC. 
· On the basis of clinical presentation, microbiology, host factors, and response to therapy, VVC can be classified as either uncomplicated or complicated. 
1) Uncomplicated VVC is defined as:

· Sporadic or infrequent VVC;

· Mild-to-moderate VVC; and
· Likely to be Candida albicans. 

2) Complicated VVC is defined as: 

· Recurrent VVC;
· Severe VVC;

· Nonalbicans candidiasis: or

· Women with diabetes, immunocompromising conditions (e.g., HIV infection), debilitation, or immunosuppressive therapy (e.g., corticosteroids).
b) Treatment:
· Short-course topical formulations (i.e., single dose and regimens of 1 - 3 days) effectively treat uncomplicated VVC. 
· The topically applied azole drugs are more effective than nystatin. 
· Treatment with azoles results in relief of symptoms and negative cultures in 80% - 90% of clients who complete therapy. 
· Instruct the client that the creams and suppositories in this regimen are oil-based and might weaken latex condoms and diaphragms.  Clients and providers will refer to condom product labeling for further information.

	RECOMMENDED REGIMENS
Over-the-Counter Intravaginal Agents:

Clotrimazole 1% cream 5 g intravaginally for 7 - 14 days

--OR--

Clotrimazole 2% cream 5 g intravaginally for 3 days

--OR--

Miconazole 2% cream 5 g intravaginally for 7 days

--OR--

Miconazole 4% cream 5 g intravaginally for 3 days
--OR--

Miconazole 100 mg vaginal suppository, one suppository for 7 days

--OR--

Miconazole 200 mg vaginal suppository, one suppository for 3 days

--OR--

Miconazole 1,200 mg vaginal suppository, one suppository for 1 day

--OR--

Tioconazole 6.5% ointment 5 g intravaginally in a single application
Prescription Intravaginal Agents:

Butoconazole 2% cream (single dose bioadhesive product), 5 g intravaginally in a single application
--OR--

Terconazole 0.4% cream 5 g intravaginally for 7 days

--OR--

Terconazole 0.8% cream 5 g intravaginally for 3 days

--OR--

Terconazole 80 mg vaginal suppository, one suppository for 3 days
Oral Agent:
Fluconazole 150 mg oral tablet, one tablet in single dose


c) Follow-Up: 
· Follow-up typically is not required.

· Instruct the client to return for follow-up if symptoms persist or recur after treatment of initial symptoms.

d) Management of Sex Partners: 
· VVC is not usually acquired through sexual intercourse; no data support the treatment of sex partners. 
· A minority of male sex partners might have balanitis, which is characterized by erythematous areas on the glans of the penis in conjunction with pruritus or irritation. 
· Instruct symptomatic partners of females clients diagnosed with VVC to obtain an appointment for examination as they may benefit from treatment with topical antifungal agents to relieve symptoms.

e) Special Considerations: 

· Allergies, Intolerance, and Adverse Reactions: 
1) Topical agents do not usually cause systemic side effects, although local burning or irritation might occur. 
2) Oral azoles: 
· Oral azoles has been associated rarely with abnormal elevations of liver enzymes. 
· Clinically important interactions can occur when these oral agents are administered with other drugs. 
3) For clients reporting an allergy to treatment medications, contact the Health Officer for further guidance or refer client to specialty care.

4) Complicated VVC: 
· Vaginal cultures will be obtained from clients with complicated VVC to confirm clinical diagnosis and identify unusual species, including nonalbicans species, particularly Candida glabrata.

5) Consultation with the Health Officer is needed prior to treatment. 
· Recurrent Vulvovaginal Candidiasis (RVVC): 
1) RVVC, usually defined as four or more episodes of symptomatic VVC in one year, affects a small percentage of women (<5%). 
2) The pathogenesis of RVVC is poorly understood, and most women with RVVC have no apparent predisposing or underlying conditions. 
3) Contact the Health Officer for guidance on the treatment of RVVC.

· Compromised Host: 
1) The following women do not respond well to short-term therapies.  Women:

· With underlying immunodeficiency;

· With poorly controlled diabetes or other immunocompromising conditions (e.g., HIV); and 
· Receiving immunosuppression therapy (e.g., corticosteroid treatment). 
2) Contact the Health Officer for guidance on treatment or refer to specialty care. 

· Pregnancy:
1) VVC frequently occurs during pregnancy and pregnant women suspected of having VVC will be referred to their prenatal care provider.

· HIV Infection:
1) Clients co-infected with HIV will receive the same treatment regimen as those who are HIV negative. 

14. PID 
a) Diagnosis/Treatment:

· Presumptive treatment for PID will be initiated in sexually active young women and other women at risk for STIs if:

1) They are experiencing pelvic or lower abdominal pain; 
2) No cause for the illness other than PID can be identified; and 
3) One or more of the following minimum criteria are present on pelvic examination:

· Cervical motion tenderness; 
· Uterine tenderness; and/or

· Adnexal tenderness.

· The requirement that all three minimum criteria be present before the initiation of empiric treatment could result in insufficient sensitivity for the diagnosis of PID. 
· The presence of signs of lower-genital-tract inflammation (predominance of leukocytes in vaginal secretions, cervical exudates, or cervical friability), in addition to one of the three minimum criteria, increases the specificity of the diagnosis. 
· Upon deciding whether to initiate empiric treatment, clinicians will also consider the risk profile of the client for STIs.
· All clients who receive a diagnosis of acute PID will be tested for HIV, as well as gonorrhea and chlamydia.
· More elaborate diagnostic evaluation is frequently needed because incorrect diagnosis and management of PID might cause unnecessary morbidity.  One or more of the following additional criteria can be used to enhance the specificity of the minimum criteria and support a diagnosis of PID:

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

2) Abnormal cervical or vaginal mucopurulent discharge;

3) Presence of abundant numbers of WBC on saline microscopy of vaginal fluid;

4) Elevated erythrocyte sedimentation rate;

5) Elevated C-reactive protein; and/or
6) Laboratory documentation of cervical infection with N. gonorrhoeae or C. trachomatis.

· Clients presenting with severe symptoms will be referred to the Emergency Department. 

	RECOMMENDED INTRAMUSCULAR/ORAL REGIMENS
Ceftriaxone 250 mg IM in a single dose

PLUS

Doxycycline 100 mg orally twice a day for 14 days

WITH or WITHOUT
Metronidazole 500 mg orally twice a day for 14 days

--OR--
Cefoxitin 2 g IM in a single dose and Probenecid, 1 g orally administered concurrently in a single dose

PLUS

Doxycycline 100 mg orally twice a day for 14 days

WITH or WITHOUT
Metronidazole 500 mg orally twice a day for 14 days

--OR--
Other Parenteral Third-Generation Cephalosporin (e.g., ceftizoxime or cefotaxime)

PLUS
Doxycycline 100 mg orally twice a day for 14 days

WITH or WITHOUT
Metronidazole 500 mg orally twice a day for 14 days


b) Follow-Up:

· Clients should demonstrate clinical improvement (e.g., defervescence; reduction in direct or rebound abdominal tenderness; and reduction in uterine, adnexal, and cervical motion tenderness) within 72 hours after initiation of therapy. 

· If no clinical improvement has occurred within 72 hours after outpatient IM/oral therapy, hospitalization, assessment of the antimicrobial regimen, and additional diagnostics (including consideration of diagnostic laparoscopy for alternative diagnoses) are recommended. 
· All clients who have received a diagnosis of chlamydial or gonococcal PID will be retested 3 months after treatment, regardless of whether their sex partners were treated. 

1) If retesting at 3 months is not possible, clients will be retested whenever they next present for medical care in the 12 months following treatment.

c) Management of Sex Partners: 
· Evaluation and treatment of sex partners are imperative because of the risk for reinfection of the client and the strong likelihood of urethral gonococcal or chlamydial infection in the sex partner. 

1) Male partners of women who have PID caused by C. trachomatis and/or N. gonorrhoeae frequently are asymptomatic.

· Instruct the client to abstain from sexual intercourse until therapy is completed and until they and their sex partners no longer have symptoms. 

· Instruct clients to refer their current/ most recent male sex partners for evaluation and treatment, including:

1) Any male(s) with whom the client had sexual contact within 60 days before onset of symptoms; and 

2) The last male with whom the client had sexual contact, if the client has not had a sex partner within 60 days before the onset of symptoms.

· Sex partners will be treated empirically with regimens effective against both C. trachomatis and N. gonorrhoea, regardless of the etiology of PID or pathogens isolated from the infected woman. 
· Even in clinical settings in which only women are treated, arrangements will be made to provide care or appropriate referral for male sex partners of women who have PID. 
· Expedited partner treatment and enhanced client referral are alternative approaches to treating male partners of women who have chlamydia or gonococcal infections.

d) Special Considerations: 
· Allergies, Intolerance, and Adverse Reactions:
1) The cross-reactivity between penicillins and cephalosporins is <2.5% in persons with a history of penicillin allergy. 
2) 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.
· Pregnancy:
1) All pregnant clients in need of treatment will be referred to specialty care.

· Pregnant women who have suspected PID will be hospitalized and treated with parenteral antibiotics because of the high risk for maternal morbidity and preterm delivery.
· HIV Infection:
1) All HIV-infected clients will be referred to specialty care for management because: 
· HIV-infected clients with PID were more likely to require surgical intervention; and 
· HIV-infected clients with PID have similar symptoms when compared with uninfected controls, except they are more likely to have a tubo-ovarian abscess.
· Intrauterine Contraceptives (IUC):
1) The risk for PID associated with IUC use is primarily confined to the first 3 weeks after insertion. 
2) Evidence is insufficient to recommend that the removal of IUCs in clients diagnosed with acute PID; treatment of the infection is usually sufficient. 
3) However, caution will be exercised if the IUC remains in place, and close clinical follow-up recommended.
4) If no clinical improvement occurs within 48 - 72 hours of initiating treatment, providers will consider removing the IUD.

15. Epididymitis 
a) Diagnosis:
· Acute epididymitis is a clinical syndrome consisting of pain, swelling, and inflammation of the epididymis that lasts <6 weeks. 
1) Men who have acute epididymitis typically have unilateral testicular pain and tenderness; hydrocele and palpable swelling of the epididymis usually are 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. 

· The spermatic cord is usually tender and swollen.

· Chronic epididymitis is characterized by a ≥6 week history of symptoms of discomfort and/or pain in the scrotum, testicle, or epididymis.  In most cases of acute epididymitis, the testis is also involved in the process — a condition referred to as epididymo-orchitis. 

· All suspected cases will be tested for C. trachomatis and for N. gonorrhoeae.
b) Treatment:

· Presumptive Therapy:
1) To prevent complications and transmission of sexually transmitted infections, presumptive therapy is indicated at the time of the visit before all laboratory test results are available. 
2) Selection of presumptive therapy is based on risk for chlamydia and gonorrhea and/or enteric organisms. 
3) The goals of treatment of acute epididymitis are:

· Microbiologic cure of infection; 
· Improvement of signs and symptoms; 
· Prevention of transmission of chlamydia and gonorrhea to others; and 
· A decrease in potential chlamydia/gonorrhea epididymitis complications (e.g., infertility and chronic pain).

· Although most men with acute epididymitis can be treated on an outpatient basis, referral to a specialist will be considered when severe pain or fever suggests other diagnoses (e.g., torsion, testicular infarction, abscess, and necrotizing fasciitis) or when men are unable to comply with an antimicrobial regimen. 
	RECOMMENDED REGIMENS 
For acute epididymitis most likely caused by sexually transmitted chlamydia and gonorrhea:
Ceftriaxone 250 mg IM in a single dose
PLUS
Doxycycline 100 mg orally twice a day for 10 days
For acute epididymitis most likely caused by sexually-transmitted chlamydia and gonorrhea and enteric organisms (men who practice insertive anal sex): 
Ceftriaxone 250 mg IM in a single dose

PLUS

Levofloxacin 500 mg orally once daily for 10 days
--OR--

Ofloxacin 300 mg orally twice a day for 10 days

For acute epididymitis most likely caused by enteric organisms:
Levofloxacin 500 mg orally once daily for 10 days

--OR--

Ofloxacin 300 mg orally twice a day for 10 days


c) Other Management Considerations: 
· Men who have acute epididymitis confirmed or suspected to be caused by N. gonorrhoeae or C. trachomatis will be advised to abstain from sexual intercourse until they and their partners have been adequately treated and symptoms have resolved. 
· All men with acute epididymitis will be tested for other STDs, including HIV.

d) Follow-Up: 
· Clients will be instructed to return to the clinic if their symptoms fail to improve within 72 hours of the initiation of treatment. 
· Signs and symptoms of epididymitis that do not subside within 72 hours require re-evaluation of the diagnosis and therapy. 
· Swelling and tenderness that persist after completion of antimicrobial therapy will be evaluated comprehensively. 
· Differential diagnoses include tumor, abscess, infarction, testicular cancer, tuberculosis, and fungal epididymitis.
e) Management of Sex Partners: 
· Clients who have acute epididymitis that is confirmed or suspected to be caused by N. gonorrhoeae or C. trachomatis will be instructed to refer sex partners for evaluation and treatment, including: 
1) Anyone with whom the client had sexual contact within 60 days before onset of symptoms or diagnosis of infection; and 

2) The last person with whom the client had sexual contact if the client has not had a sex partner within 60 days before the onset of symptoms.

· Clients will be instructed to abstain from sexual intercourse until they and their sex partners have been adequately treated (i.e., until therapy is completed and client and partners no longer have symptoms).

f) Special Considerations: 

· Allergies, Intolerance, and Adverse Reactions:
1) The cross-reactivity between penicillins and cephalosporins is <2.5% in persons with a history of penicillin allergy. 
2) 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. 
3) All clients with allergies to cephalosporins will be referred to specialty care for treatment and management. 
· HIV Infection: 
1) Clients who have uncomplicated acute epididymitis and are co-infected with HIV will receive the same treatment regimen as those who are HIV negative. 
2) Other etiologic agents have been implicated in acute epididymitis in HIV infection including:
· CMV; 
· Salmonella;
· Toxoplasmosis, 
· Ureaplasma urealyticum; 
· Corynebacterium sp.; 
· Mycoplasma sp.; and 
· Mima polymorpha. 
3) Fungi and mycobacteria are also more likely to cause acute epididymitis in immunosuppressed men than in immunocompetent men.

16. Genital Warts 
a) Treatment:

· The goal of treatment is the removal of the wart and amelioration of symptoms, if present. 
1) The appearance of warts also can result in significant psychosocial distress, and removal can relieve cosmetic concerns. 
· In most clients, treatment results in resolution of the wart(s). 
· If left untreated, anogenital warts can resolve spontaneously, remain unchanged, or increase in size or number. 
1) Because warts might spontaneously resolve within 1 year, an acceptable alternative for some clients is to forego treatment and wait for spontaneous resolution. 
· Available therapies for anogenital warts might reduce, but probably do not eradicate, human papillomavirus (HPV) infectivity.  Whether the reduction in HPV viral DNA resulting from treatment reduces future transmission remains unknown.
· Treatment of anogenital warts will be guided by:

1) Wart size, number, and anatomic site; 
2) Client preference; 
3) Cost of treatment; 
4) Convenience; 
5) Adverse effects; and 
6) Provider experience. 
· No definitive evidence suggests that any one recommended treatment is superior to another, and no single treatment is ideal for all clients or all warts. 
1) The use of locally developed and monitored treatment algorithms has been associated with improved clinical outcomes and should be encouraged. 
2) Because all available treatments have shortcomings, some clinicians employ combination therapy (e.g., provider-administered cryotherapy with client-applied topical therapy between visits to the provider). 
· However, limited data exist regarding the efficacy or risk for complications associated with combination therapy. 
· Treatment regimens are classified as either client-applied or provider-administered modalities. 
1) Client-applied modalities are preferred by some clients because they can be administered in the privacy of their home. 
· To ensure that client-applied modalities are effective, instructions will be provided to clients while in the clinic, and all anogenital warts will be accessible and identified during the clinic visit. 
· Clients will be instructed to return for a follow-up visit after several weeks of therapy.

i. Follow-up visits enable providers to answer any questions about the use of the medication and address any side effects experienced and facilitate the assessment of the response to treatment.


· Clients identified as having vaginal, cervical, urethral meatus, or anal warts will be referred to specialty care for removal. 

	RECOMMENDED REGIMENS FOR EXTERNAL GENITAL WARTS
 (Client-Applied)
Podofilox 0.5% solution or gel
--OR--

Imiquimod 3.75% or 5% cream

--OR--

Sinecatechins 15% ointment*
*Might weaken condoms and vaginal diaphragms


	RECOMMENDED REGIMENS FOR EXTERNAL GENITAL WARTS
 (Provider-Administered)
Cryotherapy with liquid nitrogen or cryoprobe. 

--OR--

Trichloroacetic acid (TCA) or Bichloroacetic acid (BCA) 80%–90%

--OR--

Surgical removal either by tangential scissor excision, tangential shave excision, curettage, or electrosurgery.


b) Follow-up: 
· Most anogenital warts respond within 3 months of therapy. 
· In general, warts located on moist surfaces or in intertriginous areas respond best to topical treatment. 

· Factors that might affect response to therapy include immunosuppression and treatment compliance. 
· A new treatment modality will be selected when no substantial improvement is observed after a complete course of treatment or in the event of severe side effects; treatment response and therapy-associated side effects will be evaluated throughout the course of therapy. 
· Complications occur rarely when treatment is administered properly. 
1) Persistent hypopigmentation or hyperpigmentation can occur with ablative modalities (e.g., cryotherapy and electrocautery) and have been described with immune modulating therapies (e.g., imiquimod cream). 
2) Depressed or hypertrophic scars are uncommon but can occur, especially if clients have insufficient time to heal between treatments. 
3) Rarely, treatment can result in chronic pain syndromes (e.g., vulvodynia and hyperesthesia of the treatment site) or, in the case of anal warts, painful defecation or fistulas.
· Women with genital warts do not need Pap tests more often than other women.
c) Management of Sex Partners: 
· Clients will be instructed to inform current partner(s) of their diagnosis because the types of HPV that cause warts can be sexually transmitted. 
· Partner(s) will be:

1) Examined for genital warts; and 
2) Tested for other STIs.

· Clients will be instructed to avoid sexual activity with new partners until the warts are gone or removed.

· No recommendations can be made regarding informing future sex partners about a diagnosis of genital warts because the duration of viral persistence after warts have resolved is unknown.

d) Information for Clients:    

· If left untreated, genital warts may go away, stay the same, or increase in size or number.  The types of HPV that cause genital warts are different from the types that can cause cancer.

· Time of HPV acquisition cannot be definitively determined.  Genital warts can develop months or years after getting HPV.  HPV types that cause genital warts can be passed on to another person even in the absence of visible signs of warts.  Sex partners tend to share HPV, even though signs of HPV (e.g., warts) might occur in only one partner or in neither partner.

· Although genital warts can be treated, such treatment does not cure the virus itself.  For this reason, it is common for genital warts to recur after treatment, especially in the first 3 months.

· Because genital warts can be sexually transmitted, clients with genital warts benefit from testing for other STIs.  
· HPV might remain present and can still be transmitted to partners even after the warts are gone.

· Condoms might lower the chances of transmitting genital warts if used consistently and correctly; however, HPV can infect areas that are not covered by a condom and might not fully protect against HPV.

· A vaccine is available for males and females to prevent genital warts (Gardasil), but it will not treat existing HPV or genital warts.  This vaccine can prevent most cases of genital warts in clients who have not yet been exposed to wart-causing types of HPV.

e) Special Considerations:
· Although genital warts are common and benign, some clients might experience considerable psychosocial impact after receiving this diagnosis.

· Pregnancy:
1) Pregnant client’s seeking treatment of genital warts will be referred to specialty care. 

· HIV Infection: 
1) Clients who are co-infected with HIV:

· Are more likely to develop genital warts than persons who are not HIV-infected; 
· Can have larger or more numerous lesions;

· Might not respond to therapy as well as those who are immunocompetent; and 
· Might have more frequent recurrences after treatment. 
2) Despite these factors, data do not support altered approaches to treatment for clients with HIV infection. 
3) If there is no or little response to treatment, or there is any suspicion the lesion may anything other than a wart, clients co-infected with HIV will be referred to specialty care.

· Squamous cell carcinomas arising in or resembling anogenital warts might occur more frequently among immunosuppressed persons, requiring biopsy for confirmation of diagnosis for suspicious cases HIV-infected individuals.
17. Hepatitis A (HAV)
a) Pathology:
· HAV infection is primarily transmitted by the fecal-oral route, by either person-to-person contact or through consumption of contaminated food or water. 
· Although viremia occurs early in infection and can persist for several weeks after onset of symptoms, bloodborne transmission of HAV is uncommon. 
· HAV occasionally is detected in saliva in experimentally infected animals, but transmission by saliva has not been demonstrated.

· In the U.S., of the hepatitis A cases accompanied by risk information reported during 2010, a particular risk was identified in only 25%. 
· Among adults with identified risk factors, most cases occurred among:

1) Sexual and household contacts; 
2) Those with children attending a nursery, daycare, or preschool and persons working in such settings; 
3) MSM; 
4) IV drug users;
5) International travelers; and 
6) Persons exposed to a common-source food or water outbreak.
b) Treatment: 
· Clients with acute hepatitis will be referred to a primary care provider for medical management. 
1) Usually, they require only supportive care, with no restrictions in diet or activity. 
2) Hospitalization might be necessary for clients who become dehydrated because of nausea and vomiting and is critical for clients with signs or symptoms of acute liver failure. 
· Medications that might cause liver damage or are metabolized by the liver should be used with caution among clients with hepatitis A.

c) Pre-exposure Vaccination/Post exposure negative test result: 
· Persons in the following groups who are likely to be treated in STI clinic settings will be offered hepatitis A vaccine: 

1) All MSM; 

2) Illegal drug users (of both injection and noninjection drugs); and
3) Persons with chronic liver disease (CLD), including persons with chronic HBV and HCV 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.
b) Treatment: 
· No specific therapy is available for persons with acute hepatitis B; treatment is supportive. 
· Clients testing positive will be referred to a primary care provider for medical management. 
· Clients with chronic HBV infection will be referred for evaluation to a medical provider experienced in the management of CLD. 

c) Pre-exposure Vaccination/Post-exposure negative test result: 
· Hepatitis B vaccination is recommended for:

1) All unvaccinated adolescents; 
2) All unvaccinated adults at risk for HBV infection; and 
3) All adults seeking protection from HBV infection. 
· For adults, acknowledgement of a specific risk factor is not a requirement for vaccination.

· Hepatitis B vaccine will be routinely offered to all unvaccinated clients attending STI clinics and to all unvaccinated clients seeking evaluation or treatment for STIs in other settings, especially:

1) Correctional facilities; 
2) Facilities providing drug-abuse treatment and prevention services; and
3) Federally qualified health centers, and settings serving MSM (e.g., HIV care and prevention settings).
· All clients who receive clinical services in these settings will be offered hepatitis B vaccine unless they have a reliable vaccination history (i.e., a written, dated record of each dose of a complete series). 
· In all settings, vaccination will be initiated even when completion of the vaccine series cannot be ensured.
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) Treatment:
· Reported resistance to pediculcides (permethrin and pyrethrins) has been increasing and is widespread. 
· Malathion can be used when treatment failure is believed to have occurred as a result of resistance. 
· If Ivermectin is used, treatment will be repeated in 14 days.

1) Ivermectin has limited ovicidal activity and might not prevent recurrences from eggs at the time of treatment.  
2) Ivermectin should be taken with food because bioavailability is increased, in turn increasing penetration of the drug into the epidermis.

· The recommended regimens should not be applied to the eyes. 
1) Pediculosis of the eyelashes should be treated by applying occlusive ophthalmic ointment or petroleum jelly to the eyelid margins twice a day for 10 days. 
· Clients will be instructed to decontaminate bedding and clothing (i.e., machine-washed and dried using the heat cycle or dry cleaned) or remove from body contact for at least 72 hours.  Fumigation of living areas is not necessary. 
· Clients with pediculosis pubis will be evaluated for other STIs, including HIV.
	RECOMMENDED REGIMENS
Permethrin 1% cream rinse applied to affected areas and washed off after 10 minutes

--OR--
Pyrethrins with piperonyl butoxide applied to the affected area and washed off after 10 minutes

ALTERNATIVE REGIMENS
Malathion 0.5% lotion applied for 8 - 12 hours and washed off

--OR--
Ivermectin 250 µg/kg orally, repeated in 2 weeks


c) Follow-Up: 
· Clients will be evaluated after 1 week if symptoms persist. 
· Retreatment might be necessary if lice are found or if eggs are observed at the hair-skin junction. 
· Clients who do not respond to one of the recommended regimens will be retreated with an alternative regimen.

d) Management of Sex Partners: 
· Partners that have had sexual contact with the client within the previous month will be treated. 
· Clients will be instructed to abstain from sexual contact until client and partners have been treated and reevaluated to rule out persistent disease.

e) Special Considerations: 
· Pregnancy: 
1) Pregnant and lactating women will be treated with either permethrin or pyrethrins with piperonyl butoxide.  
2) Because no teratogenicity or toxicity attributable to Ivermectin has been observed in human pregnancy, Ivermectin is classified as “human data suggest low risk” in pregnancy and is probably compatible with breastfeeding. 
3) Use of lindane during pregnancy has been associated with neural tube defects and mental retardation, and it can accumulate in the placenta and in breast milk.
· HIV Infection: 
1) Clients who are co-infected with HIV will receive the same treatment regimen as those who are HIV negative.

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) Treatment:
	RECOMMENDED REGIMENS
Permethrin cream (5%) applied to all areas of the body from the neck down and washed off after 8–14 hours*
--OR--
Ivermectin 200µg/kg orally, repeated in 2 weeks

*Infants and young children should be treated with permethrin.

ALTERNATIVE REGIMEN
Lindane (1%) 1 oz. of lotion (or 30 g of cream) applied in a thin layer to all areas of the body from the neck down and thoroughly washed off after 8 hours†
†Infants and young children aged< 10 years should not be treated with lindane.


c) Other Management Considerations: 
· Clients will be instructed to decontaminate bedding and clothing  (i.e., either dry cleaned or machine-washed and dried using the hot cycle) or remove from body contact for at least 72 hours. Fumigation of living areas is unnecessary.

· Crusted scabies: 
1) Crusted scabies (i.e., Norwegian scabies) is an aggressive infestation that usually occurs in immunodeficient, debilitated, or malnourished persons, including:

· Persons receiving systemic or potent topical glucocorticoids; 

· Organ transplant recipients; 

· Persons with HIV infection or human T-lymphotrophic virus-1-infection; and 

· Persons with hematologic malignancies. 
2) Crusted scabies is transmitted more easily than scabies. 
3) No controlled therapeutic studies for crusted scabies have been conducted, and the appropriate treatment remains unclear. 
· Substantial treatment failure might occur with a single-dose topical scabicide or with oral ivermectin treatment.  Combination treatment is recommended with a topical scabicide, either 5% topical benzyl benzoate or 5% topical permethrin cream (full-body application to be repeated daily for 7 days then 2x weekly until discharge or cure), and treatment with oral ivermectin 200 ug/kg on days 1,2,8,9, and 15. 
· Additional ivermectin treatment on days 22 and 29 might be required for severe cases. 
· Lindane should be avoided because of the risks for neurotoxicity with heavy applications or denuded skin.

d) Follow-Up: 
· Clients will be informed that the rash and pruritus of scabies might persist for up to 2 weeks after treatment. 
· Symptoms or signs that persist for >2 weeks can be attributed to several factors. 
1) Treatment failure can be caused by resistance to medication, although faulty application of topical scabicides also can contribute to persistence.

· Clients with crusted scabies might have poor penetration into thick scaly skin and harbor mites in these difficult-to-penetrate layers. 
i. Particular attention must be given to the fingernails of these clients to ensure they are cut short to minimize trauma to the skin from scratching. 
· The presence of household mites can cause symptoms to persist as a result of cross-reactivity between antigens. 

· Reinfection:
1) Reinfection from family members or fomites can occur in the absence of appropriate contact treatment and washing of bedding and clothing. 
2) Even when treatment is successful and reinfection is avoided, symptoms can persist or worsen as a result of allergic dermatitis. 
· Retreatment can be considered after 1 - 2 weeks for clients who are still symptomatic or if live mites are present. 
· Treatment with an alternative regimen is recommended for persons who do not respond to the recommended treatment.

e) Management of Sex Partners and Household Contacts: 
· Sexual contacts and those that have had close personal or household contact with the client within the preceding month should be examined and treated.

f) Special Considerations: 
· Infants, Young Children, and Pregnant or Lactating Women:
1) Infants, young children, and pregnant or lactating women should not be treated with lindane; however, they can be treated with permethrin. 
2) Ivermectin is not recommended for pregnant or lactating clients and the safety of ivermectin in children who weigh <15 kg has not been determined.
· HIV Infection: 
1) Clients who have uncomplicated scabies and are co-infected with HIV will receive the same treatment regimens as those who are HIV negative. 
2) HIV-infected clients and others who are immunosuppressed are at increased risk for crusted scabies and will be managed in consultation with an infectious disease specialist.

PLAN:

1. Recommend abstinence and the reduction of number of sex partners to reduce clients’ future risk of acquiring a STI.  
a) 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 clients 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. Offer and provide/refer for vaccination against HPV, Hepatitis B and Hepatitis A when indicated.  
a) Pre-exposure vaccination is one of the most effective methods for preventing transmission of some STIs. 

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

6. Follow the Pharmacy - Dispensing Medication Policies and Procedures if dispensing medication to the client.

7. 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.

8. Document in the client’s record all services provided, including individualized client education, counseling, and referral.
9. 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
	


REFERENCES:

Centers for Disease Control and Prevention.  2015.  Sexually Transmitted Diseases Treatment Guidelines.  Retrieved from http://www.cdc.gov/std/tg2015/default.htm 
RESOURCES:
Oregon Disease Investigative Guidelines.  Retrieved from: http://public.health.oregon.gov/DiseasesConditions/CommunicableDisease/ReportingCommunicableDisease/ReportingGuidelines/Pages/index.aspx 
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