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[bookmark: _Toc2758453]INTRODUCTION

[bookmark: _Toc444431195]
NOTE: These are SAMPLE SDOs and MUST be reviewed, modified to the practice setting, and signed by the authorizing physician and delegation staff prior to implementation. 

BACKGROUND: [Health Department] provides STD care in the clinic and in the field. The following standing delegation orders apply to care in any setting. 

[bookmark: _Toc444431196]PURPOSE: The purpose of this document is to provide authority for specific acts of STD care under Rule Title 22, Texas Administrative Code §193.2, Standing Delegation Orders. 

This SDO gives the authorized nurse practitioners, physician assistants, licensed nurses, medical assistants, phlebotomists, disease intervention specialists, health program specialists, public health aides, phlebotomists and federal employees authority to perform the acts described in this SDO in consultation with [Authorizing Physician], as needed. It is the intent of all parties involved that all procedures conform to the Texas Administrative Code, the Texas Medical Practice Act, the Texas Nursing Practice Act and rules promulgated under those acts, and the 2015 CDC STD Treatment Guidelines, published June 2015.

This SDO shall become effective on the date that it is signed by the authorizing physician and remain in effect until it is either rescinded or replaced.  

[bookmark: _Toc2758454]Method Used for Development, Approval and Revision
1. Existing [Health Department] SDOs and sample SDOs from the Texas Department of State Health Services were merged and adapted for [Health Department] by the Medical Director. PrEP orders, including eligibility and dosing instructions, were based on guidelines from the Centers for Disease Control and Prevention (CDC) and adapted for [Health Department] by the Medical Director.
1. This SDO will be distributed for use by STD and DIS staff under the Medical Director’s supervision.
2. The authorizing physician, a physician licensed by the Texas Medical Board, will review and sign the SDO annually.
3. Authorized staff also will review and sign the SDOs annually. The SDOs and the signature sheets will be retained by the agency for five years.

[bookmark: _Toc2758455]Level of Experience, Training, Competence and Education Required 
To carry out acts under this SDO, an authorized individual must:
1. Be an employee (full time, part time or temporary) or contractor of [Health Department];
2. For phlebotomy: undergo formal phlebotomy training and certification initially, and ongoing evaluation as listed at the end of this section. Orientation to [Health Department] clinic policies and direct observation during onboarding are provided by the nursing supervisor and experienced [Health Department] phlebotomists. Training will include needle stick injury prevention and management;
3. For patient triage: be a medical assistant or phlebotomist trained in triage by the Nursing Supervisor in consultation with the Medical Director. This training consists of education on the following, followed by direct observation until a 100% score is attained on the checklist in Attachment 1:
a. Taking a chief complaint, past medical history, allergy history, sexual history and risk factor information
b. Elicitation of symptom onset, location, and duration. For skin lesions, elicitation of characteristics, alleviating/aggravating factors and prior treatments
c. Taking a gynecologic and obstetric history and understanding indications for a pregnancy test
d. Documentation in the electronic records system
e. Triaging patients to the correct path in the clinic
4. For full patient evaluation: be a physician, nurse practitioner, physician assistant or nurse trained in patient evaluation. Individuals who perform full patient evaluation are referred to as “clinicians” throughout this SDO. Orientation to [Health Department] clinic policies and direct observation during onboarding are provided by the Nursing Supervisor in consultation with the Medical Director. Ongoing evaluation is performed as listed at the end of this section.
5. For patient treatment after diagnosis by a clinician (for syphilis) or a positive test result (for chlamydia, gonorrhea and trichomoniasis): be a clinician, an MA or phlebotomist trained in patient treatment, or a DIS staffer trained in patient treatment by the Nursing Supervisor in consultation with the Medical Director. Ongoing evaluation is performed as listed at the end of this section. Initial training consists of:
a. Training by the nursing supervisor on deltoid, ventrogluteal and dorsogluteal injections, with practice on clinic clients. Training will include needle stick injury prevention and management.
b. Education on medication contraindications and drug interactions, and on recognition and management of anaphylactic reactions.
6. For PrEP prescribing: Be a physician or NP and have read:
a. Pre-exposure Prophylaxis for the Prevention of HIV Infection in the United States – 2017 Update: https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf
b. Licensed medical professionals: hold a current license from the applicable boards and maintain current certification in Basic Life Support; see Departmental policies on a) Medical Credentialing and b) Competency for Staff Providing Healthcare Services.
7. Have read this SDO and signed the signature sheet before providing unsupervised services under it.

Documentation of certifications and mandatory trainings (trainings mandated by state or federal law or policy) will be maintained by the Clinic Manager.

Individuals performing delegated acts will undergo the following ongoing evaluations of competence: 
· Monthly chart audits by the medical director using a standardized audit tool and encompassing 10% of charts
· Annual online verification of licensure and CME/CEs for licensed clinicians
· Periodic direct observation of clinical skills by the authorizing physician or a delegate for clinicians, MAs, phlebotomists and DIS staff. Completed observation checklists will be maintained by the nursing supervisor. For injections, initial training will be performed using clinic patients, while re-demonstration of skills may be performed on a manikin.
· To assist in maintaining competence, staff education for clinicians and MAs will include:
a. HIV/AIDS update within one year of hire
b. LGBT health education within one year of hire
c. A comprehensive STD Clinician Course through an STD/HIV Prevention Training Center or similar course within one year of hire
d. Annual training in intimate partner violence
e. Annual training in human trafficking
f. Training on hire in child abuse reporting
g. On an annual basis, staff who provide vaccines will complete the VFC “You Call the Shots” modules on vaccine storage and handling. These staff also will complete modules on HPV, Hepatitis A, Hepatitis B, meningitis ACWY and Tdap upon hire, and within one year of any updates to the modules.
h. Monthly clinical didactics

[bookmark: _Toc2758456]  General Procedures and Requirements for Authorized Delegation Staff
1. Adhere to the Policies and Procedures in this Manual.
2. Adhere to universal infection control precautions when performing clinical services, field phlebotomy, and field treatment (see Departmental policy on infection control).
3. Utilize interpreter services to facilitate patient and provider communication for limited English proficiency (LEP) patients.
4. Ensure, to the extent possible, that the patient seen for STD clinical services is, in fact, who the person claims to be. 
5. Obtain patient’s consent for care and signature in the preferred language of the patient in accordance with agency policy and provide copies of the [Health Department] HIPAA privacy notice and applicable signed consent forms. 
a. In clinic, Registration staff obtain the general consent for care, and clinicians obtain penicillin consents.
b. In the field, DIS and outreach staff obtain both general and penicillin consents.
6. Document the history and the physical findings in the patient’s medical record, including:
a. A personal and medical (including sexual) history;
b. Assessment made each patient visit, including an appropriate physical examination, as described under “Physical Examination” section of this SDO;
c. Actions carried out under the SDO;
d. Drugs or medications administered, provided, or observed to be taken by the patient (directly observed therapy);
e. Patient teaching and counseling, including precautions and preventive measures; and
f. Any other information that is routinely noted on patient charts and files maintained by clinicians in their offices.

[bookmark: _Toc2758457]Limitations on Setting
Authorized delegation staff can provide services under these standing orders in the clinic setting, mobile clinic, outreach settings, in the patient’s home, or other field settings when the authorizing physician can be contacted by phone.

1. Authorized delegation staff should contact the authorizing physician (or the authorized health care provider on call) directly when medical direction or consultation is needed, in the event that patient assessment data deviates from normal limits, or as specified in any individual standing order.  In an emergency situation, the authorized person is to call 911, provide first aid services, and contact the supervising physician.  
2. When providing care off-site, staff will bring an Emergency Kit and a cellular phone. Authorized staff may implement the Anaphylaxis SDO pending the arrival of emergency medical services.



[bookmark: _Consult_an_Expert][bookmark: _Toc2758458]Consult an Expert


Denver Prevention Training Center (our region’s assigned experts) 
Submit your question online at https://www.stdccn.org/default.aspx, or request an ID consult through Teri Anderson (303-602-3602 / teri.anderson@dhha.org) or John Fitch (303-602-3616 / john.fitch@dhha.org). 

Centers for Disease Control and Prevention
404-639-8659
Non-urgent questions may be submitted online via CDC-INFO page.


References: CDC guidelines

2015 Sexually Transmitted Disease Treatment Guidelines

Expedited Partner Therapy in the Management of Sexually Transmitted Diseases, 2006; also see Texas Administrative Code, Chapter 190, Subchapter B, Section 190.8.

PrEP Guidelines, 2017


References: Administrative

DSHS HIV/STD Child Abuse Policy

Texas Department of State Health Services Program Operating Procedures, Chapter 12: STD Clinical Standards, revised 2019.  Chapter 12 POPS-STI Clinical Standards

[bookmark: 15.17]Section 15.5 Nurses with Responsibility for Initiating Physician Standing Orders and Section 15.17 Texas Board of Nursing/Board of Pharmacy, Joint Position Statement, Medication Errors, Texas Board of Nursing, Position Statements 
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PATHS TO CARE

POLICY: It is the policy of the [Health Department] to provide the appropriate level of care to individuals depending on their symptoms, risk factors, and personal concerns; and to facilitate care outside of the clinic setting.

PURPOSE: 	To provide a procedure for:
· Triaging, assessing and treating patients within the HIV/STD Clinic
· Triaging, assessing and treating patients on the mobile unit, in the absence of laboratory services
· Screening and treatment in the field by DIS staff
· Expedited partner therapy
· Prophylactic syphilis therapy

[bookmark: _Toc2758460]Clinic: Fast Track / Clinician Track / Screening Track

I. Fast Track
· Positive test for Gonorrhea or Chlamydia and needing treatment only
· Contact to Gonorrhea or Chlamydia needing treatment only
· Contact to Trichomonas needing treatment only
· Syphilis shots #2, #3
· Prophylactic BIC for a syphilis contact with a nonreactive stat RPR
· Vaccination: 1st and/or subsequent doses (in-clinic only)
Patient goes to Triage for consideration of treatment without exam. Click here to learn about history-taking for Fast Track triage. 
 
II. Clinician Track
· Has penile urethral discharge (right now), or vaginal discharge. For vaginal discharge with a negative trichomonas screen, we may offer an appointment at a later date.
· [bookmark: OLE_LINK2]Sore, lesion, wart, blister, bump, rash, pain, or itching. Can offer an appointment at a later date if nonreactive stat RPR and no Field Record. If patient describes multiple, painful bumps/blisters, then offer same-day or next-day appointment.
· Contacted by DIS for Syphilis
· Contact to Syphilis and positive RPR
· Consultation
· Herpes (HSV) diagnosed elsewhere
· Follow-up after treatment (alternate Gonorrhea regimen or PID, for example)
Patient goes to Triage and then Assessment by a clinician.
 
III. Screening Track
· Default for overflow beyond day’s capacity, to return for evaluation at future visit
· Asymptomatic and requesting routine screening
· Rash not suspicious for Syphilis and for stat RPR serologic testing
· Consultation referred by outside provider – research by DIS pending
· Needs medication for Herpes (HSV) or other condition diagnosed here, and has no further questions for clinician.
Patient goes to laboratory for testing without further evaluation, 
OR 
Patient needing only herpes medication picks it up at front desk
[bookmark: _Toc2758461]
Privacy and Confidentiality
Privacy and confidentiality will be protected during the eligibility determination process, during delivery of clinical services, and upon completion of the appointment. White noise, such as fans or radios, may be used to ensure voice confidentiality. 

[bookmark: _Toc2758462]Field Testing and Treatment
Phlebotomy for HIV and syphilis tests may be performed in the field and outreach settings.

DISand Mobile Unit staff may treat patients in the field (Field Delivered Therapy) using the Consent and Medical History Forms in Attachment 4. Staff will document treatments either in electronic medical record or the Treatment Log in Attachment 4.

COMPLETE STD EVALUATION FOR PARTNER(S) IS ALWAYS RECOMMENDED.

Appropriate candidates for Field Delivered Therapy:
· Persons who were tested in clinic but did not wait for results or who were not treated prophylactically at their visit.
· Partners of women with pelvic inflammatory disease (PID) (treat for GC and CT).
· Partners of women with laboratory-diagnosed GC and/or CT.
· Female partners of men with clinically or laboratory-diagnosed CT and/or GC.
· High-risk MSM who would benefit from syphilis prophylaxis to prevent disease:
· MSM who engage in anonymous sex
· MSM with more than 1 partner in the last 6 months
· MSM who use apps to meet partners
and
· Asymptomatic and with a negative RPR on the day of treatment

Exclusions from FDT:
· Partners with symptoms – especially fever, pelvic, testicular, groin and/or abdominal pain.  These partners need a clinical evaluation.
· Men who have sex with men (MSM) should not receive GC or CT treatment in the field because of the additional risk of syphilis and/or HIV infection.  These partners need a clinical evaluation and HIV/syphilis testing.
· Syphilis patients who have not had a physical examination by a clinician


[bookmark: _Toc2758463]Mobile Unit

Mobile unit staff will follow this SDO, with the following exceptions:

· All confirmed urethral discharge will be empirically treated as gonorrhea.

· Symptomatic vaginal discharge may be empirically treated as gonorrhea if the woman has multiple partners and/or a partner with multiple partners, and a purulent-appearing discharge during a physical examination. 

History-taking, assessment, medical record documentation, and quality assurance shall follow the same standards as in the main [Health Department] STD/HIV Clinic.

[bookmark: _Toc2758464]Pre-Exposure Prophylaxis for HIV (PrEP)

PrEP appointments may be booked by the PrEP navigator or Registration. Any physician or NP may provide PrEP within the clinic under the protocol in this SDO. 

Appointments will be prioritized for established STD/DIS clients who are:
· MSM and transgender females with at least one primary/secondary/early syphilis episode in the last year, or
· PWID who share needles, or
· MSM and transgender females with two or more STI diagnoses in the last year

Minors generally require parental/guardian consent for PrEP. [CONSULT legal counsel, INSERT Health Department’s minor consent for PrEP policy, and EDIT the following requirements].  Case-by-case exceptions may be sought if the minor weighs at least 35 kg., has an HIV positive partner and would be endangered by disclosure to the parent/guardian. The adolescent will explain in writing their rationale for not disclosing to parent; their request will be assessed by the clinician, PrEP navigation team and medical director. Documentation should include an assessment of the minor’s maturity and capacity to understand risks, benefits and alternatives to treatment.

[bookmark: _GoBack]History-taking, assessment, medical record documentation, and quality assurance shall follow the same standards as in the main [Health Department] STD/HIV Clinic. 

Prescriptions may be called in by an MA under supervision of a physician or NP.

[bookmark: _Toc2758465]Expedited Partner Therapy (“Partner Packs”)

STI clinic staff, DIS staff, Mobile Unit nurses may provide expedited partner therapy for chlamydia or gonorrhea, provided those partners are: 

a. At low risk for other STIs and without symptoms of other STIs
b. Women or heterosexual men (not MSM) 
c. Without nausea, vomiting, fever or pain in abdomen, pelvis or scrotum
d. Not pregnant

A “partner pack” includes medication labeled with EPT dosing instructions, and written informational materials in the partner’s language (Attachment 3). The patient gives one of these “partner packs” to each partner.

Expedited partner therapy may be provided for clinically suspected as well as laboratory-confirmed disease. Sections in this SDO on chlamydia and gonorrhea each specify an Authorized Delegated Treatment for Expedited Partner Therapy. 

Key EPT counseling messages include:
· Partners should seek a complete STD evaluation as soon as possible.
· Partners should read the informational material carefully before taking the medication
· Partners who have allergies to antibiotics or who have serious health problems should not take the medication and should see a health care provider.
· Partners who have symptoms of a more serious infection (e.g., pelvic pain in women, testicular pain in men, or fever in men or women) should not take EPT and should seek care as soon as possible.
· Partners who are or could be pregnant should seek care as soon as possible.  
· Patients and partners should abstain from sex for at least seven days after treatment and for seven days after all partners have been treated, in order to reduce the risk of recurrent infection.
· Partners should re-test three months after treatment.


[bookmark: _Toc2758466]Prophylactic Penicillin

Clinical, Fast Track, DIS, and Mobile Unit staff who are eligible to give injections may provide bicillin penicillin 2.4 mu IM x 1 to MSMs with recent nonreactive RPRs if they:
· Had more than one partner in the last 6 months,
· Meet partners on Grinder or similar apps, or
· Engage in anonymous sex
(Criteria should be based on information from [Health Department’s] Epidemiology division.) 


[bookmark: _Toc2758467]Progestin-only Contraception

Clinical, Fast Track, DIS and Mobile Unit staff may provide progestin-only pills to women without contraindications on screening form. Women may purchase up to 13 packs at once. Only women who receive STD screening and are registered as patients may receive pills. Minors require parental consent unless they are emancipated minors, on Medicaid, or on Title X. 

Women without private insurance or Medicaid will receive packs from Metro Health pharmacy. Women with private insurance or Medicaid will receive a prescription and an explanation that prescriptions will be filled for free at any major pharmacy. 

All contraception clients must be offered condoms and counseled on: how to take the pill, side effects, alternatives, use of backup contraception for 7 days when starting and for 2 days in the event of missed pills, and emergency contraception.

Documentation should include counseling, information sheets given, and number of packs dispensed/prescribed. 
[bookmark: _Toc2758468]
PROCEDURES TO BE FOLLOWED BY AUTHORIZED STAFF

Based on the patient’s responses on the Intake Assessment Form (Attachment 2), the phlebotomist or triage MA routes patients to the appropriate track. 

The clinic sees individuals ages 13 and up.

Phlebotomists, MAs and the PrEP navigator are permitted to order gonorrhea, chlamydia, HIV, RPR, Stat RPR, wet mount, urine trichomonas, and urine pregnancy tests as directed under this SDO.  PrEP-specific labs (such as Hepatitis B and Hepatitis C testing, creatinine) will be ordered directly by the PrEP clinician inside the electronic medical record.

For patients who have not been examined either by a community clinician or STD Clinic staff:

1. Order chlamydia and gonorrhea nucleic acid amplification testing (NAAT), if not done within the last 30 days. Provide a labeled specimen container so the patient may collect a urine specimen (males) or vaginal specimen (females).  
a. Rectal NAAT specimens may be self-collected by MSM who engage in receptive anal intercourse, in addition to the urine specimen. Rectal NAAT also may be used by heterosexual women who engage in only non-vaginal intercourse (no vaginal sex at all).
b. Pharyngeal NAAT specimens may be self-collected by MSM who engage in receptive oral intercourse, in addition to the urine specimen. Pharyngeal NAAT also may be used by heterosexual women who engage in only non-vaginal intercourse (no vaginal sex at all).
c. Females’ urine specimens are saved until the end of the visit for possible pregnancy testing (for any female who might be pregnant). 
d. Patients with a documented positive test within the last month do not need testing. If the patient provides the document, it should be scanned into the medical record. 

2. Order HIV and RPR tests, if not done within the last three months or if the patient is new to our clinic, and draw blood to perform those tests. Persons living with HIV (PLWH)do not require repeat HIV testing.
a. Order an RPR STAT for:
i. Pregnant women, with or without a history of prenatal care
ii. Contact of a syphilis patient/case
iii. Patient has a rash
iv. Patient has sores or lesions 
v. Patient has any other signs or symptoms suspicious for syphilis
b. Order a reflex TPPA, to be performed if an RPR is positive.

3. Order a wet mount if a woman’s chief complaint is vaginal discharge. Provide a labeled specimen container so the patient may collect her own sample.

4. Order a urine pregnancy test if a female suspects pregnancy, reports abdominal pain, or is 30 days past her last menstrual period (LMP). Exceptions: Do not order a pregnancy test if a women had a hysterectomy or is post-menopausal, has a contraceptive implant in the arm, contraceptive device in the uterus, tubal ligation or tubal implants. Pregnancy tests in such cases may be ordered at the discretion of the clinician and should be strongly considered if abdominal pain is present.

5. If the Intake Assessment Form indicates symptoms, but the patient is routed to the Screening Track, the phlebotomist or triage MA will document the reason in the electronic health record (for example, No current symptoms).

[bookmark: _Toc2758469]Specimen Collection

Proper specimen collection methods are provided below for reference. It is expected that verbal instructions will be more brief. Posters with self-collection instructions should be hung in the patient bathroom.

Males—urine: 
1. Collect the first part of the urine stream, obtaining 15-20 cc. of urine in the plastic cup –allow the remainder of stream to go into the toilet. 
2. Screw lid onto cup. 
Males—rectum (also females who engage exclusively in anal sex) 
1. Insert the blue shaft swab 1”-2” into the rectum and rotate against the rectal wall several times.  Move swab from side-to-side in the anal canal to sample crypts.  
2. Allow swab to remain 10 seconds for absorption of organisms onto the swab.
3. Repeat the process if the swab is grossly contaminated with feces.  
4. Immediately place the blue swab in to the specimen transport tube.  
5. Break the swab at the score line.  Recap tube tightly.

Males—pharynx (also females who engage exclusively in oral sex) 
1. Open mouth widely. Looking in the mirror and using the bathroom poster as a guide, swab both tonsils, the posterior right and left pharynx and the uvula.
2. Immediately place the blue swab in to the specimen transport tube.  
3. Break the swab at the score line.  Recap tube tightly.

Females—gonorrhea and chlamydia: 
1. Peel open the swab package and remove the swab.  Be careful not to touch the soft tip or to lay the swab down.  If the soft tip becomes contaminated, obtain a new vaginal swab collection kit. 
2. Hold the swab, placing your thumb and forefinger in the middle of the swab shaft covering the score line.  Do not hold the swab shaft below the score line.
3. Carefully insert the swab into the vagina about 2 inches (5 cm.) past the introitus and gently rotate swab for 10 to 30 seconds.  Make sure the swab touches the walls of the vagina so that moisture is absorbed by the swab and then withdraw swab without touching the skin. 
4. While holding the swab in the same hand, unscrew the cap from the tube.  Do not spill the contents of the tube.  If contents are spilled, use a new specimen collection kit.
5. Immediately place the swab into the transport tube so the score line is at the top of the tube.
6. Break swab shaft at the score line against the side of the tube. Discard top portion of shaft.
7. Tightly screw the cap onto the tube.

Females—wet mount: 
1. Peel open the swab package and remove the swab.  Be careful not to touch the soft tip or to lay the swab down.  If the soft tip becomes contaminated, obtain a new vaginal swab collection kit. 
2. Hold the swab about an inch from the non-flocked end.
3. Carefully insert the swab into the vagina as far as possible or until meeting gentle resistance. Gently rotate swab for 10 to 30 seconds.  Make sure the swab touches the walls of the vagina so that moisture is absorbed by the swab and then withdraw swab without touching the skin. 
4. While holding the swab in the same hand, unscrew the cap from the tube.  Do not spill the contents of the tube.  If contents are spilled, use a new specimen collection kit.
5. Immediately place the swab into the transport tube so the score line is at the top of the tube.
6. Break swab shaft at the score line against the side of the tube. Discard top portion of shaft.
7. Tightly screw the cap onto the tube.



Instructions for clinician-collected specimens:

Label all specimen containers before collecting specimens.

Darkfield (adapted from Kennedy, EJ and Creighton, ET, “Darkfield microscopy for the detection and identification of Treponema pallidum,” 1998)
1. Perform a darkfield exam of all genital lesions. Blood in the specimen or prior topical antibiotics can limit the sensitivity of the test.
2. Do not test oral lesions. The oral cavity frequently contains a spiral organism, T. denticola, which is indistinguishable from T. pallidum. 
3. Remove any scab or crust covering the lesion. If necessary, compress the base of the lesion to promote accumulation of tissue fluid on the ulcer surface.
4. Apply a glass slide to the fluid or use a plastic spatula to transfer fluid from the lesion to the slide.
5. For skin lesions, gently remove the superficial layer of skin with plastic spatula or a needle tip. Try not to cause bleeding. If very little serous fluid appears, compress the lesion. Apply glass slide or transfer fluid to slide.
6. Place a glass cover slip on the specimen and pass to lab immediately.

Gram Stain
1. Using a cotton-tipped applicator (swab), collect visible discharge from the urethral meatus.
2. Roll thin-layered lines on microscopic slide, allowing all sides of the swab to contact slide.  

Pharyngeal Gonorrhea Culture:
1. Pass a sterile swab around the tonsils and posterior pharyngeal wall. Remove applicator carefully to avoid contamination by touching other areas within the mouth.
2. Swab agar plate using a Z-motion while gently rolling swab to ensure that all its surfaces touch the medium.
3. For patients with a bulky tongue, a tongue depressor may provide better exposure of the pharynx.  
Pharyngeal NAAT:  
1. Swab uvula, both tonsils and the posterior pharyngeal wall bilaterally with sterile applicator.
2. Carefully remove the swab, not touching any area of the mouth.  Immediately place the swab into the specimen transport tube and break swab at the score line.  
3. Recap tube tightly.

Wet Mount
1. Insert a cotton-tipped applicator (swab) into the vagina and collect discharge on the vaginal walls and in the posterior vaginal fornix (area located posterior to the cervix).  
2. Test pH of vaginal secretions. A pH greater than 4.5 may indicate bacterial vaginosis (BV) or trichomoniasis.  
3. Place swab in a test tube containing no more than 0.5 ml. saline and transport to laboratory immediately.



[bookmark: _Toc2758470]Patient Interview

Initial Patient Interaction
1. Cordially greet patient.
2. Verify name, date of birth and preferred mode of address.
3. Interview the patient in a private location and ask:
· The reason for the visit
· Is there is any other reason they decided to come in TODAY?
· Are they worried about anything else? 
4. Assure the patient of confidentiality.

Tips for Taking a Sexual History

1. Use open-ended questions (begin questions with “Who,” “What,” “When,” “Where,” “How,” “Tell me about,” etc.)
2. Cover the “Five Ps”
· Partners – gender and number, new partners, most recent sexual exposure
· Sexual Practices – oral (give/receive), anal (give/receive), vaginal sex
· Previous STDs – when and how treated, last HIV test
· Protection from STDs – condom use, risk reduction
· Pregnancy Prevention – contraceptives, withdrawal, calendar method, etc.
· Transgender patients - Assess STD and HIV-related risks based on current anatomy and sexual behaviors. We will provide care in a sensitive, respectful, and affirming manner that honors the patient's self-identification.

















5. Interview the patient to fill out the STD Clinic Visit sections in the electronic health record:
· HPI: chief complaint given on Intake sheet and chief complaint during interview if that differs. Choose one “Reason for Encounter.” Record VACCINE HISTORY here.
· ROS: Include onset, location and duration for each symptom; other pertinent factors may include characteristics, aggravating/alleviating factors, and any treatments attempted
· PHYSICAL EXAM
· ALLERGIES
· MEDICATIONS
· PAST MEDICAL HISTORY
· SOCIAL HISTORY: sexual orientation, sexual practices, partners, screening for intimate partner violence, SMOKING, ALCOHOL, SUBSTANCE ABUSE.
· FEMALE HISTORY if applicable
· ASSESSMENT
· PLAN
· CODING

6. If additional clinical problems are discovered during assessment of a Fast Track patient, the patient may be re-routed to the Clinical Track.  If unsure whether evaluation or examination is needed, consult a clinician.
7. Symptom review includes: 
· vaginal or penile discharge: color, odor, itching, duration
· burning or discomfort with urination: duration, presence or absence of urinary frequency; if UTI suspected, must document presence or absence of fever, flank pain, nausea/vomiting
· known chlamydia/gonorrhea: must document presence or absence of fever, pelvic pain in women and testicular pain in men
· pain: describe quality (sharp/dull/burning/generalized, intermittent or constant), alleviating/exacerbating factors, duration and severity of pain
· syphilis: presence or absence of chancre or rash; if pertinent, other syphilis symptoms such as alopecia, oral patches, warty lesions, headache or other neurologic symptoms
· Presence of symptoms promotes these clients to the Clinical Track.
8. History of contact to gonorrhea, chlamydia, or trichomoniasis. 
· Document partner laboratory results when possible 
9. Perform a urine pregnancy test if a female suspects pregnancy, reports abdominal pain or is 30 days past her last menstrual period (LMP).

[bookmark: _Toc2758471]Physical Examination: General

Adapt level of physical examination to patient’s reason for visit, risk factors, history and STAT lab results. For example:

· Known syphilis—include all of the following:
1. Scalp: Inspect scalp for hair loss (alopecia).
2. Abbreviated cranial nerve exam: Assess extraocular movements and pupil reactivity to light and accommodation. If indicated by history, assess visual and hearing acuity. While speaking to patient, assess facial muscle symmetry.
3. Oral cavity:  Use a light and tongue blade, if needed, to check posterior pharynx, sublingual, buccal and labial mucosa.  Note pharyngitis, ulcers, mucous patches, and/or condyloma acuminata.  If indicated by history, perform NAAT testing of pharynx for gonorrhea and chlamydia.
4. Skin: Inspect face. Instruct the patient to remove or adjust clothing for complete visual inspection of the chest and back for lesions and/or rashes (clothing may remain on if held by patient in a manner that allows for complete visual inspection. Inspect palms and soles for a palmar and/or plantar rash (secondary syphilis). Inspect genitalia, including vagina and cervix if female and anus for either gender if indicated by history. 
5. Palpate cervical, supraclavicular, axillary and epitrochlear lymph nodes:  Remove or adjust patient’s shirt or blouse to palpate axillary, supraclavicular, and epitrochlear lymph nodes.  Clothing can interfere with the ability to adequately palpate lymph nodes and may result in the failure to diagnose the presence of lymphadenopathy.   

· Known gonorrhea or chlamydia and symptoms of fever and/or pelvic/testicular pain—include abdominal exam, inguinal nodes, bimanual exam in women, testicular exam in men.

· Lesions and rashes—note approximate number, size, location, character (color, macular, papular, vesicular, ulcerative, discrete, coalescing, satellite lesions, etc.)


[bookmark: _Toc2758472]Female Genital Examination

Explain procedure to the patient throughout the examination. Inform patient of contact by stating the area you plan to examine next.  Example: “I am going to press on your belly.”

Abdominal palpation
1. Instruct patient to remove clothing from the waist down, sit on the end of the examination table, and arrange drape over patient’s lap.  Provide privacy for the patient to undress.
2. Place patient in a supine position. Evaluate for signs of pelvic inflammatory disease (PID) by gently pressing on the abdomen in the right and left lower quadrants and midline just below the umbilicus.  
3. Using palmar surface of fingers, gently press into the abdomen and then quickly release the pressure.  A woman experiencing acute PID will often have rebound tenderness when this technique is used.  It is important to be aware that rebound tenderness can also be associated with acute appendicitis.  
4. Palpate the inguinal and femoral lymph nodes.   (Option #2:  Palpate the inguinal and femoral lymph nodes when patient is in position for pelvic examination.)
5. Place the patient in position for pelvic examination by gently guiding each foot into the stirrup and sliding the patient’s buttocks all the way to the end of the table. If the patient’s buttocks are not at the end of the table or slightly over the edge, inserting the speculum can be difficult for the clinician and painful for the patient.
6. Partially lift drape to uncover external genitalia for examination purposes.

	Examine external genitalia:
1. Inspect the mons pubis for lesions, rashes, nits and/or live lice.
2. Visually inspect the labia for discharge, rashes, lesions, masses, and growths by separating the labia minora from the labia majora. Note presence of discharge from the vaginal introitus (vaginal opening).
3. Palpate the external area of the Bartholin’s glands for enlargement and tenderness.
4. Visually inspect the Skene’s (periurethral) glands for inflammation or cysts.

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

“Milking” urethra for discharge (if dysuria or urinary frequency—do not perform without a chaperone):  
Gently place a gloved finger inside the introitus (vaginal opening) at 12 o’clock position.  Place the finger against the anterior wall of the vagina approximately 6 – 7 cm. into the vaginal vault.  Move the finger in a forward motion, gently stroking the tissue of the anterior wall of the vagina toward the introitus.  Discharge in the urethra will be visible at the urethral meatus if present.  

	Speculum examination:  
1. Gently place two fingers in the vaginal introitus.  Press in a downward direction to relax muscles of the pelvic floor.  
2. When the patient relaxes these muscles, turn speculum sideways and slowly insert the narrow bills of speculum over the two fingers that are creating an opening when pressing on the pelvic floor.  Remove the fingers and slowly turn speculum into the proper position at the same time.  
3. Locate the cervix and click speculum into the locked position.  If the cervix is not easily located, slowly back the speculum out a few inches and reposition it to view a different area of the vagina.  
4. If after several tries the cervix is still not visible, remove the speculum and insert two gloved fingers into the vagina to locate the cervix.  This will help you mentally guide the speculum to the correct location on the next attempt.  It is important to be aware that the patient can experience extreme discomfort during numerous attempts to locate the cervix.
5. Inspect the mucosa of the vaginal vault -- note discharge, lesions, and/or masses. If symptoms include vaginal discharge, perform wet mount of vaginal secretions.
6. Inspect the cervix – note presence of discharge, lesions, masses, ectopy, and induced bleeding on the ectocervix (outer portion of the cervix), in the cervical os (opening of the cervix), and in the endocervix (canal of the cervix).

	Concluding the vaginal inspection:
1. Gently unlock the speculum and slowly remove from vagina, observing the vaginal walls as the instrument is removed.
2. Inspect the anus and perianal area.  Collect rectal NAAT test for chlamydia and gonorrhea, if symptomatic or engages exclusively in anal sex.  

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

	Bimanual examination:
1. Apply a small amount of lubricant to index and middle fingers of dominant hand.
2. Uncover vulva and lower abdomen by moving center of drape toward patient.
3. Inform patient about procedure, then touch patient on thigh with back of hand before proceeding.
4. Spread labia and insert fingers into vagina.  Avoid contact with anterior structures.
5. Place other hand on patient’s lower abdomen midway between the umbilicus and symphysis pubis.
6. Examine the cervix.
a. Palpate cervix with index finger noting size, shape, and consistency.
b. Gently move cervix side-to-side between fingers and note mobility and tenderness (cervical motion tenderness).
c. Gently lift cervix forward and note mobility and tenderness.
d. Examine anterior uterine fundus.
e. Continue to gently lift cervix with vaginal hand.
7. Using palmar surface of fingers, press downward with abdominal hand, “trapping” the uterus between internal and external hands.  Palpate uterus noting size, position, consistency, mobility, and tenderness.
8. Examine adnexal structures.
9. Pull back vaginal hand to clear cervix.
10. Gently slide vaginal fingers into right fornix, palm up.
11. Sweep right ovary downward with abdominal hand positioned 3 or 4 cm. medial to the iliac crest.
12. Gently “trap” the ovary between fingers of both hands (if possible).  Note size and shape, along with any other palpable adnexal structures.
13. Pull back and repeat on the left side.
14. Replace drape and assist patient in removing her feet from stirrups and sitting up.  Provide tissue for patient to remove lubricant.  Allow patient to dress in privacy.


[bookmark: _Toc2758473]Male Genital Examination

Explain procedure to the patient throughout the examination. Inform patient of contact by stating the area you plan to examine next.  Example: “I am going to check your lymph nodes.” If the patient develops an erection, continue the examination. Acknowledge that this is a natural response if the patient appears distressed or concerned. 

Penile examination:
1. Have patient undress to mid-thigh. Reassure patient that examination should not cause discomfort.  If discomfort is felt, clinician should be informed immediately.  
2. Sit on low rolling stool in front of patient.
3. Inspect for pubic lice or excoriations suggestive of lice or scabies, discharge, rashes, lesions, masses. If discharge present, perform Gram Stain of secretions.
4. Gently grasp shaft of penis and inspect all sides, including the inferior side and base.
5. Retract foreskin.  Ask patient to assist if painful or difficult to retract. “Teachable moment” – briefly stress the importance of retracting the foreskin and keeping the area around the glans penis clean.
6. Foreskin should be easily retractable from glans. Phimosis—cannot be retracted.  Paraphimosis—once retracted, cannot be returned, causing edema.
7. Inspect glans for ulcers, scars, nodules, inflammation, and hygiene.
8. Examine urethral meatus – note size and position of opening.  Hypospadias is a congenital, ventral displacement of the meatus.
9. If urethritis symptoms but no discharge, open the distal end of the urethra by compressing the glans between the index finger and thumb.  Inspect for discoloration, inflammation, discharge, and lesions. 

	Examination of scrotum and contents, and spermatic cord:
1. Examine all sides of scrotum; access to area may be increased by having patient flex leg on side being examined. Lift scrotum to visually inspect posterior side.
2. Examine the scrotal sac by rolling the skin between the fingers of one or both hands. Individually examine each testicle between the fingers of one hand for nodules, masses, and tenderness.  Avoid excessive pressure during palpation. A grainy texture could indicate an irregularity (e.g., testicular cancer).  Any swelling or masses within the scrotum should be evaluated. 
3. On the posterolateral surface of each testis is the softer, comma-shaped epididymis.  Gently palpate the epididymis between the thumb and index finger.  It moves with the testes, yet can also move independently.  The texture feels like a “cluster of soft noodles.” 
4. Examine the spermatic cord, which suspends the epididymis and feels like soft, pliable tubing.



Evaluation of anus and perianal area, if indicated by history:
Visually inspect area for lesions, sores, warts, hemorrhoids. If receptive anal intercourse, perform NAAT test for chlamydia and gonorrhea if not done already.
Evaluation of cremasteric reflex (to assess for testicular torsion):
Using a cotton-tip swab, stroke the skin of the upper inner thigh while observing the scrotum. A normal response is contraction of the cremasteric muscles on that side with unilateral elevation of the testis. This reflex is usually absent during testicular torsion.


[bookmark: _Medical_Record-Keeping_for][bookmark: _Toc2758474]Medical Record-Keeping for Clinical and Fast-Track Clients 

1. Clinical staff will ensure complete and timely documentation of history, symptom review, exam findings, assessment, counseling and plan.

2. Clinical staff will enter STAT lab results and treatments into electronic health record and MIS. Electronic health record entries will include medication name, lot number, expiration date, injection site if applicable.

3. Fast Track (treatment-only) patients who were not seen by a clinician within the last 30 days must undergo a full interview before treatment (HPI, ROS, Allergies, Medications, Past Medical History, Social History, Female History if applicable).

4. Fast Track patients who were seen by a clinician within the last 30 days need the following documented: 
· HPI: Chief complaint, reason for visit
· ROS: If symptoms, elevate to Clinician Track.
· Any new medications or diagnoses since last visit
· Updated Last Menstrual Period, if female
· For gonorrhea, chlamydia, trichomonas: Any new sexual partners; updated date of last sexual encounter. 

5. Documentation of Expedited Partner Therapy: On paper treatment log, record the medications provided, lot numbers and expiration dates, and number of partners being provided with EPT. In electronic health record, state under PLAN that EPT was provided.




[bookmark: _Toc2758475]Vaccines

1)  Recommend and administer Hepatitis B vaccination to uninsured adults who request it, per the most current METRO HEALTH STANDING DELEGATION ORDER TO ADMINISTER IMMUNIZATIONS.

Advise Hepatitis B vaccination for everyone not yet vaccinated, especially if they have risk factors:
· MSM
· Sexual partner with HBV infection
· Persons who inject drugs (PWID) or sexual partner who uses IV drugs
· Household contact of person with chronic HBV infection
· Healthcare workers and others at risk of occupational exposure
· Hemodialysis patients
· Persons with chronic liver disease
· Travelers to HBV-endemic regions
· Persons living with HIV (PLWH)

2)  Recommend and administer Hepatitis A vaccination to uninsured MSM and PWID, per the most current Metro Health STANDING DELEGATION ORDER TO ADMINISTER IMMUNIZATIONS.

3) Recommend Hepatitis C testing when the following risks are present in the patient’s history:
· HIV infection
· A recognized exposure
· Past or current injection drug use
· A blood transfusion before 1992
· Long-term hemodialysis
· Born to a mother with HCV infection
· Intranasal drug use
· Unregulated tattoo or other percutaneous exposures
· Born between 1945-1965

3)  Recommend and administer HPV Vaccine to uninsured clients per the most current \[Health Department] STANDING DELEGATION ORDER TO ADMINISTER IMMUNIZATIONS.   
· Females and MSM up to age 26, and heterosexual men up to age 21
· Patients under 18 must have parental consent

4)  Recommend and administer Meningitis ACWY Vaccine to uninsured people with HIV/AIDS per the most current [Health Department] STANDING DELEGATION ORDER TO ADMINISTER IMMUNIZATIONS.   
· PLWH 13 to 70 years old (initial or booster)

4)  Recommend and administer Tdap Vaccine to uninsured people per the most current Metro Health STANDING DELEGATION ORDER TO ADMINISTER IMMUNIZATIONS.   
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Authorized Delegated Treatments: BACTERIAL VAGINOSIS (BV)


CLINICAL FEATURES

Malodorous vaginal discharge, often describe as “fishy,” more prominent after intercourse and after menses. Itching may be present. 

Asymptomatic BV is common; currently, the CDC supports treating only symptomatic BV. 












Initiate treatment if at least THREE of these signs are present:
1. Homogenous gray or white vaginal discharge that may adhere to the vaginal walls
2. pH of vaginal secretions >4.5
3. Positive whiff test – fishy, amine odor from vaginal fluid with or without addition of 10% KOH
4. Clue cells on wet mount

Refer to a gynecologist:
1. Symptoms persist after treatment
2. Four or more episodes a year

Authorized treatments

Non-pregnant females: 

· Metronidazole 500 mg orally twice a day for 7 days
OR
· Metronidazole 0.75% gel, one applicator (5 g) intravaginally at bedtime for 5 days
OR
· Clindamycin 2% cream, one applicator (5 g) intravaginally at bedtime for 7 days

Pregnant females: May treat if symptomatic, or may refer to Prenatal Care provider. If asymptomatic, refer to her Prenatal Care provider. Recommended regimens

· Metronidazole 500 mg orally twice a day for 7 days
OR
· Metronidazole 250 mg orally three times a day for 7 days                                        
OR
· Clindamycin 300 mg. orally twice a day for 7 days

Follow-up
1. None required if symptoms resolve
2. Advise to avoid alcohol for 3 days after treatment with metronidazole and tinidazole. Clindamycin cream (ovules) is oil-based and may weaken condoms and diaphragms for 5 days after use.
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Authorized Delegated Treatments: CANDIDA VAGINITIS (YEAST) 


CLINICAL FEATURES

Vulvar/vaginal itching and soreness, thick white and/or yellow vaginal discharge, vulvar redness and swelling, vulvar erythema and edema, vaginal discharge pH < 4.5











Initiate treatment if:
1. Clinical features present, and/or
2. Wet mount positive for yeast

Refer to primary MD or gynecologist:
1. Symptoms persist after treatment, especially if diabetic or HIV+
2. Four or more episodes a year

Authorized treatments

Non-pregnant:  Recommend over-the-counter vaginal antifungal cream, for example:

· Clotrimazole 1% cream, 5 g intravaginally for 7-14 days
OR
· Miconazole 2% cream, 5 g intravaginally for 7 days
OR
· Miconazole 4% cream, 5 g intravaginally for 3 days

OR

· Fluconazole (Diflucan) 150 mg tablet, 1 tablet P.O., single dose

Pregnant females:  Only topical azole therapies, applied for 7 days 

Follow-up
1. None required if symptoms resolve.
2. Advise to follow directions that come with OTC cream. Keep affected area clean and dry, avoid tight fitting garments and synthetic underwear. Creams and suppositories are oil-based and may weaken condoms and diaphragms.  
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Authorized Delegated Treatments: CHLAMYDIA


CLINICAL FEATURES

Women:
About 80% have no symptoms. May have vaginal discharge, lower abdominal pain, urinary symptoms, abnormal vaginal bleeding, dyspareunia. Less commonly, perihepatic pain, nausea, vomiting, chills. On exam, possibly normal findings, or white or yellow endocervical discharge, friable cervix; with complicated infection, cervical motion tenderness.

Men:
About 50% may have no symptoms. May have clear, milky or mucoid urethral discharge, urethral “itch,” urinary symptoms, scrotal pain, swelling, redness, fever. On exam, may have mucoid or clear urethral discharge, erythematous/edematous urethral meatus.

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

Pharyngeal: Although transmissible to the pharynx, Chlamydia has not been established as a cause of symptomatic pharyngitis.  

























Initiate treatment if:
1. Positive NAAT for chlamydia, or 
2. Exposed to chlamydia, or
3. Penile discharge with a negative gram stain, or
4. Dysuria without discharge, or
5. Female age 25 or younger with discharge 

Consult with MD/Senior NP:
1. Acute abdominal pain or rebound tenderness
2. Adnexal tenderness
3. Cervical motion tenderness
4. Fever >100.4F
5. Scrotal pain, mass, swelling, redness, tenderness
6. Prostatitis
7. Conjunctivitis

Authorized treatments

Males and non-pregnant, non-breastfeeding females*:
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose or doxycycline 100 mg p.o. one capsule BID for 7 days (assess tetracycline allergy).
*Also use this regimen for Expedited Partner Therapy

Pregnant or breastfeeding females:
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose or amoxicillin 500 mg p.o. TID for 7 days.


Treatment failure on azithromycin, not pregnant or breastfeeding:
· Doxycycline 100 mg p.o. one capsule BID for 7 days (assess tetracycline allergy).

Follow-Up
1. Recommend referring all sexual partners within the last 60 days.  Offer patient-delivered partner therapy if eligible.
2. If patient is pregnant, recommend a NAAT test of cure in 3 weeks.
3. Instruct patient to return to clinic if symptoms do not improve within 3 days, worsen, or recur after treatment.
4. Instruct patient to return to clinic in 3 months for re-screening (not a test of cure).
5. In women, a wet mount is recommended to detect co-infection with trichomoniasis.



[bookmark: _Toc446232495][bookmark: _Toc2758479]Authorized Delegated Treatments: EPIDIDYMITIS


CLINICAL FEATURES

Unilateral testicular pain and tenderness; hydrocele and palpable swelling of the epididymis; gradual onset beginning in the tail of the epididymis and spreading to involve the rest of the epididymis, testicle and sometimes lower abdomen. Tender, swollen spermatic cord.  Normal cremasteric reflex. May complain of urethritis, fever, urinary frequency, dysuria; may have suprapubic or costovertebral angle tenderness—these signs and symptoms are rare with testicular torsion. 














Initiate treatment if:
1. Positive or suspected gonorrhea or chlamydia, AND
2. Unilateral pain, swelling, inflammation of the epididymis, AND
3. No evidence of testicular torsion
Testicular torsion, a surgical emergency, should be considered in all cases, but occurs more frequently among adolescents and men without evidence of inflammation or infection. Emergency department evaluation for torsion is indicated when the onset of pain is sudden, pain is severe, or test results do not indicate  infection. 

Refer *immediately* to Emergency Department:
1. Severe sudden pain 
2. No evidence of infection

Consult with MD/Senior NP:
1. Fever >100.4F
2. Treatment failure indicated by positive follow-up culture or persistent symptoms.

Authorized treatment

If no insertive anal intercourse:
· Ceftriaxone (Rocephin®) 250 mg with lidocaine 1% 1 ml. IM (assess cephalosporin and/or penicillin allergy prior to IM administration)
PLUS
· Doxycycline 100 mg. po bid x 10 days

If insertive anal intercourse:
· Ceftriaxone (Rocephin®) 250 mg with lidocaine 1% 1 ml. IM (assess cephalosporin and/or penicillin allergy prior to IM administration)
PLUS
· Levofloxacin (Levaquin®) 500 mg. p.o. daily x 10 days
OR
· Ofloxacin 300 mg. p.o. bid x 10 days

Real-time consultation with senior Nurse Practitioner or Medical Director is required. Candidates for treatment must have minimal nausea/vomiting, agree to return for follow-up exam in 48-72 hours, and verify contact information. Because of follow-up requirement, patients seen on a Thursday must be referred to emergency department.

Follow-Up
1. Re-examine patient in 48-72 hours. He should demonstrate substantial clinical improvement—decreased pain, swelling and decreased temperature. Bedrest and elevation of scrotum may alleviate symptoms more quickly.
2. Patients who do not improve within this time period require assessment for alternate diagnoses.
3. Recommend referring for testing all sexual partners within the last 60 days.
4. Instruct patient to return to clinic in 3 months for re-screening.
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Authorized Delegated Treatments: GENITAL WARTS


CLINICAL FEATURES

Warts may be single lesions or in clusters, papular or multi-lobulated. They are usually skin-colored or brown but may be gray or white (white lesions also are suspicious for condyloma lata of syphilis).  They occur on the penis, vulva, scrotum, perineum, anus and peri-anal area, uterine cervix and (less commonly) urethra and mouth. 












Initiate treatment if:

Client understands treatment risks, benefits and alternatives including expectant management, and wishes to use patient-applied therapy.

Consult with MD/Senior NP:
1. Severe reactions with treatment (fever >100.4F, skin infections, urinary retention due to vulvar swelling)
2. Pregnant

Authorized treatment: Imiquimod 5% cream. Apply a thin layer at bedtime, three times a week, for up to 16 weeks. Wash off with soap and water 6-10 hours after application.

Patient Counseling:

1. Warts can be managed with provider-applied treatments (surgical removal, cryotherapy, trichloracetic acid); patient-applied treatments (imiquimod cream, Podofilox gel, sinecatechin ointment); and no treatment. If untreated, genital warts might go away within 1 year, stay the same, or grow in size or number. 
2. Local skin reactions to imiquimod are common. A rest period may be taken if the reaction is severe (skin weeping, erosion, vulvar swelling; systemically, flu-like symptoms, fever, nausea, myalgia, rigors). Some patients experience permanent hypopigmentation.
3. Treatment does not eliminate the virus itself. Warts recur 40% of the time after treatment. Treatment reduces but probably does not eradicate the chance of transmitting the virus to others.
4. HPV infection is very common. People can be infected and not have symptoms. It is not possible to determine which partner transmitted the original infection.  
5. The types of HPV that cause warts are different from the types that cause cancer.
6. HPV testing is not indicated just because someone has warts. 
7. Condoms can decrease transmission.  However, areas not covered by a condom may be infected.
8. Vaccination can prevent warts and cancers caused by HPV.


[bookmark: _Toc2758481]Authorized Delegated Treatments: GONORRHEA


CLINICAL FEATURES

Women:
May have no symptoms, or vaginal discharge, lower abdominal pain, urinary symptoms, abnormal vaginal bleeding, dyspareunia. Less commonly, sore throat, hoarseness, anorectal burning or discharge, painful intercourse, joint pain, hemorrhagic pustules. On exam, possibly normal findings; or urethral, endocervical or anorectal discharge, friable cervix. With complicated infections, cervical motion tenderness.

Men:
White, yellow or green urethral discharge, urinary symptoms, scrotal pain, swelling, joint pain, hemorrhagic pustules. On exam, may have mucoid or clear urethral discharge, erythematous/edematous urethral meatus.

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

Pharyngeal: Pharyngeal infections may cause a sore throat but usually are asymptomatic.



























Initiate treatment if:
1. Positive NAAT for gonorrhea, or
2. Exposed to gonorrhea, or
3. Positive gram stain (for gram negative diplococci), or
4. In women, symptomatic discharge and multiple partners in 90 days, or partner with multiple partners 

Consult with MD/Senior NP:
1. Acute abdominal pain or rebound tenderness
2. Adnexal tenderness
3. Cervical motion tenderness
4. Fever >100.4F
5. Scrotal pain, mass, swelling, redness, tenderness
6. Prostatitis
7. Inflammation of a joint
8. Skin lesions
9. Conjunctivitis
10. Dyspnea and rapid heartbeat (symptoms of endocarditis)
11. Treatment failure indicated by positive follow-up culture or persistent symptoms

Authorized treatments

Males:
· Ceftriaxone (Rocephin®) 250 mg with lidocaine 1% 1 ml. IM (assess cephalosporin and/or penicillin allergy prior to IM administration)
PLUS
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose or doxycycline 100 mg p.o. one capsule BID for 7 days (assess tetracycline allergy). If azithromycin was taken in last 3 days (72 hours), it need not be repeated.
OR

· Prescription for gemifloxacin 320 mg. p.o. once 
PLUS
· Azithromycin (Zithromax®) 2 gram p.o. if severely allergic to penicillin (anaphylaxis, Stevens-Johnson syndrome, toxic epidermal necrolysis). If azithromycin was taken in last 3 days (72 hours), it need not be repeated.  

OR
· Gentamicin 240 mg IM  
· 
PLUS
· Azithromycin (Zithromax®) 2 gram p.o. if severely allergic to penicillin (anaphylaxis, Stevens-Johnson syndrome, toxic epidermal necrolysis). If azithromycin was taken in last 3 days (72 hours), it need not be repeated.  

Non-pregnant, non-breastfeeding females:
· Same regimen as for males

Pregnant or breastfeeding females:
· Ceftriaxone (Rocephin®) 250 mg with lidocaine 1% 1 ml. IM (assess cephalosporin and/or penicillin allergy prior to IM administration)
PLUS
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose. If azithromycin was taken in last 3 days (72 hours), it need not be repeated.

OR

· Gentamicin 240 mg IM 
PLUS
· Azithromycin (Zithromax®) 2 gram p.o. if severely allergic to penicillin (anaphylaxis, Stevens-Johnson syndrome, toxic epidermal necrolysis). If azithromycin was taken in last 3 days (72 hours), it need not be repeated.  


Expedited partner therapy only:
· Cefixime (Suprax®) 400 mg po once (assess cephalosporin and/or penicillin allergy)
PLUS
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose. If azithromycin was taken in last 3 days (72 hours), it need not be repeated.

Follow-Up
1. Recommend referring all sexual partners within the last 60 days.  Offer patient-delivered partner therapy if eligible.
2. If patient is pregnant, recommend a NAAT test of cure in 3 weeks.
3. Instruct patient to return to clinic if symptoms do not improve within 3 days, worsen, or recur after treatment.
4. Instruct patient to return to clinic in 3 months for re-screening (not a test of cure).
5. In women, a wet mount is recommended to detect co-infection with trichomoniasis.


Re-infection / Treatment Failure
Treatment failure should be considered in:
1. Persons whose symptoms do not resolve within 3-5 days after appropriate treatment and who report no sexual contact during the post-treatment follow-up period
2. Persons with a positive test of cure (i.e., a positive NAAT ≥7 days after receiving the recommended treatment regimen) when no sexual contact is reported during the post-treatment follow-up period.  
3. Persons who have a positive culture on test of cure (if obtained) at least ≥72 hours after treatment and there is evidence of decreased susceptibility to cephalosporins on antimicrobial susceptibility testing, regardless of whether sexual contact is reported during the post-treatment follow-up period.  

Steps in managing a case of suspected treatment failure:
1. Re-treat with ceftriaxone 250 mg IM plus azithromycin 1gm PO, because re-infections are more likely than actual treatment failures.  
2. Perform test of cure ≥7 days after re-treatment. Print out Gonorrhea Test of Cure log and use as a reminder for tracking.
3. Persons with suspected treatment failure after treatment with the alternative regimen (cefixime and azithromycin) should be treated with a single dose of ceftriaxone 250 mg IM and azithromycin 2 gm PO.  

If re-treatment with the recommended regimen fails (suspected antimicrobial resistance):
1. Obtain culture specimens (with simultaneous NAAT) from all sites of exposure and request susceptibility testing of GC isolates (contact Medical Director for assistance).  Notify the lab that the specimen was obtained from a patient with possible cephalosporin treatment failure. 
2. Consider treatment with gentamicin-azithromycin regimen or gemifloxacin-azithromycin regimen. 
3. Report case to [Health Department] epidemiology division and consider a consult with local infectious disease expert.  Also see “Consult an Expert” section of this SDO.
4. Perform test of cure 7-14 days after re-treatment (culture with simultaneous NAAT). Print out Gonorrhea Test of Cure log and use as a reminder for tracking. 
5. Ensure the patient’s partner(s) from the preceding 60 days are evaluated promptly with culture and treated as indicated. 

[bookmark: _Toc2758482]
Authorized Delegated Treatments: HERPES



CLINICAL FEATURES

Primary outbreak: Mild to severe symptoms lasting up to 3 weeks—blisters, sores, crusts or scabs; painful urination, itching, and discharge from vagina or penis; if anal ulcers then anal pain and discharge; cervical ulcerations, redness, friability; systemic symptoms including lymphadenopathy, headache, aching joints, fever.

Recurrent outbreak: Less severe and more localized symptoms, lasting 2-10 days. About half of people experience a prodrome hours to days before the outbreak—itching or tingling in the area of the outbreak.















Initiate treatment (once):
1. Primary or recurrent outbreak, whether confirmed or suspected

Refer to primary care:
1. All subsequent prescriptions for laboratory-confirmed herpes

Consult with MD/Senior NP: 
1. Patient has HIV or is otherwise immunosuppressed.
2. Patient is pregnant
3. Patient has indication of complications:
a. disseminated herpetic lesions
b. mental status changes, such as confusion
c. severe headache
d. stiff neck
e. fever
f. conjunctivitis
g. urinary retention

Authorized treatments

Initial Outbreak:
· Acyclovir 400mg po TID x 7-10 days, or
· Valacyclovir 1g po BID x 10 days

Recurrent Outbreaks:
· Acyclovir 400mg po TID x 5 days, or
· Acyclovir 800mg po BID x 5 days, or
· Acyclovir 800mg po TID x 2 days, or
· Valacyclovir 500mg po BID x 3 days, or
· Valacyclovir 1gm po QD x 5 days

Topical therapy with antiviral drugs offers minimal clinical benefit and is discouraged.
Patient Counseling:

1. Herpes can be transmitted even when a person has no symptoms.  Inform current partner(s) of HSV status.  Inform future partner(s) before initiating sexual activity.
2. Episodic and suppressive therapy are available. For episodic treatment, begin therapy as soon as prodrome begins. 
3. Abstain from sex at first sign of prodrome and until the lesion(s) has completely cleared. 
4. HSV infection is very common. Most people who are infected (90%) are unaware of their infection. It usually is not possible to determine which partner transmitted the original infection.
5. Consistent use of condoms and suppressive therapy can reduce the risk of transmission to uninfected partners. This is especially important for partners of uninfected pregnant women, as new infections in the 3rd trimester can have devastating effects on the infant. 
6. Pregnant women with herpes should see their ob-gyn about receiving suppressive therapy in the 3rd trimester. 
7. Outbreaks become less severe and less frequent over a lifetime. People can decrease outbreaks by being aware of their “triggers,” stress management, and getting adequate rest, nutrition, and exercise. See Herpes Resource Center at http://www.ashasexualhealth.org/stdsstis/herpes/faqs-about-herpes/



[bookmark: _Toc2758483]Authorized Delegated Treatments: MYCOPLASMA GENITALIUM 


CLINICAL FEATURES

Symptoms resemble those of chlamydia, but testing is negative. In men, mycoplasma genitalium is the most common cause of persist/recurrent non-gonococcal urethritis.











Initiate treatment if:
1. Persistent/recurrent NGU or cervicitis, and
2. Chlamydia and gonorrhea tests are negative

Consult with MD/Senior NP:
1. Acute abdominal pain or rebound tenderness
2. Adnexal tenderness
3. Cervical motion tenderness
4. Fever >100.4F
5. Scrotal pain, mass, swelling, redness, tenderness
6. Prostatitis
7. Treatment failure (indicated by persistent symptoms after treatment for urethritis)

Authorized treatments

Males:
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose or doxycycline 100 mg p.o. one capsule BID for 7 days (assess tetracycline allergy).

Non-pregnant, non-breastfeeding females:
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose or doxycycline 100 mg p.o. one capsule BID for 7 days (assess tetracycline allergy).

Pregnant or breastfeeding females:
· Azithromycin (Zithromax®) 1 gram p.o. in a single dose 

Treatment failure on azithromycin, not pregnant or breastfeeding:
· Moxifloxacin 400 mg. p.o. daily x 7 days—limited supply, use only if reinfection has been ruled out

Follow-Up
1. Recommend referring all sexual partners within the last 60 days.  Offer patient-delivered partner therapy with azithromycin if eligible.
2. Instruct patient to return to clinic if symptoms do not improve within 3 days, worsen, or recur after treatment.
 


 
[bookmark: _Toc2758484]Authorized Delegated Treatments: PEDICULOSIS PUBIS (LICE)



CLINICAL FEATURES

Itching, without burrows of scabies noted; on exam, lice 1.1-1.8 mm in length are identified, most often attached to public hairs; nits (yellow or white ovals) may be found at hair shaft with a magnifying glass. Underarm hair and eyelashes also may be affected










Initiate treatment:
1. Lice or nits observed

Refer to primary care:
1. Treatment failure

Authorized treatments

· OTC permethrin 1% Cream (Nix) applied to affected areas and washed off after 10 minutes
OR

· OTC pyrethrin and piperonyl butoxide cream (Rid) applied to affected areas and washed off after 10 minutes

Do not use these medicines on eyelash lice (pediculosis ciliaris); rather, apply petroleum jelly to base of the eyelash twice a day for at least 2 weeks to suffocate the organisms.

Patient Counseling:

1. See a primary care provider if symptoms persist or lice or nits are seen after one week. Resistance to OTC agents is increasing and widespread.  
2. Sex partners within the last month should be treated. Avoid sexual intercourse until treatment is complete.
3. Bedding and clothing should be machine-washed and machine dried using the heat cycle, dry cleaned or removed from body contact for at least 72 hours.  Repeating the laundering procedure in one week is recommended.  Fumigation of living areas is not necessary.
4. Keep fingernails trimmed to reduce injury from excessive scratching.
5. Rash and itching may persist for up to two weeks.


[bookmark: _Toc2758485]Authorized Delegated Treatments: PELVIC INFLAMMATORY DISEASE


CLINICAL FEATURES

May have no symptoms, or vaginal discharge, lower abdominal pain, abnormal vaginal bleeding and post-coital bleeding, dyspareunia, fever, chills, nausea, vomiting, dysuria, pyuria. On exam, adnexal, uterine or cervical motion tenderness; > 15 WBCs/HPF on wet mount; possible fever > 100.4F, friable cervix and/or pyuria with urethral stripping.















Initiate treatment if:
1. Positive or suspected gonorrhea or chlamydia, AND
2. Uterine / cervical / adnexal tenderness (only 1 needed), with or without fever

Consult with MD/Senior NP or refer to Emergency Department:
1. Inability to exclude surgical emergency (i.e., appendicitis, ectopic pregnancy)  
2. Pregnancy 
3. Fever > 102F
4. Severe nausea and vomiting 
5. Inability to tolerate oral treatment regimen
6. No response to treatment within 48-72 hours, especially if has HIV or intrauterine contraceptive

Authorized treatment

· Ceftriaxone (Rocephin®) 250 mg with lidocaine 1% 1 ml. IM (assess cephalosporin and/or penicillin allergy prior to IM administration)
PLUS
· Doxycycline 100 mg. p.o. bid x 14 days
PLUS
· Metronidazole 500 mg. p.o. bid x 14 days

Real-time consultation with senior Nurse Practitioner or Medical Director is required. Candidates for treatment must be non-pregnant, have minimal nausea/vomiting, agree to return for follow-up exam in 48-72 hours, and verify contact information. Because of follow-up requirement, patients seen on a Thursday must be referred to urgent care or emergency room.

Follow-Up
1. Re-examine patient in 48-72 hours. She should demonstrate substantial clinical improvement—less tenderness on bimanual exam and decreased temperature.
2. Patients who do not improve within this time usually require hospitalization.
3. Intrauterine devices need not be removed unless symptoms do not improve at 72 hours.
4. Recommend referring for testing all sexual partners within the last 60 days.
5. Instruct patient to return to clinic in 3 months for re-screening.
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 Authorized Delegated Treatments: PrEP for HIV prevention

PRE-EXPOSURE PROPHYLAXIS (PrEP)

PrEP is for people without HIV who are at very high risk for getting it from sex or injection drug use. People at high risk who should be offered PrEP include about 1 in 4 sexually active gay and bisexual men, 1 in 5 people who inject drugs, and 1 in 200 sexually active heterosexual adults. 

When taken every day, PrEP is safe and highly effective in preventing HIV infection. PrEP is even more effective if it is combined with other ways to prevent new HIV infections like condom use, drug abuse treatment, and treatment for people living with HIV to reduce the chance of passing the virus to others. 

Many people who can benefit from PrEP aren't taking it. If more health care providers know about and prescribe PrEP, more HIV infections could be prevented.

--Centers for Disease Control and Prevention



Baseline PrEP labs are: gonorrhea, chlamydia, syphilis, HIV, creatinine, a Hepatitis B panel; a pregnancy test for people who can get pregnant; and a Hepatitis C test if: MSM, injects drugs, or born between 1945 and 1965. If prior Hepatitis C infection, order HCV RNA only. 

Initiate treatment if:

1. HIV negative within the last 7 days (rapid fingerstick or serum Ab/Ag), and
2. HBsAg negative, and
3. No acute HIV symptoms, and
4. Meets one of the following criteria:
· Ongoing condomless sex with an HIV-positive partner or a partner at high risk for HIV, and/or
· Shared IV drug injection equipment in the past 6 months, or is in the first 6 months of recovery; and/or
· MSM who meets criteria in both columns of table below.

	Prep Criteria for MSM

	(a)
	(b) One or more of the following

	Not mutually monogamous with a recently tested, HIV-negative man
	· Engaged in anal sex without condoms in the past 6 months, or
· Anticipates engaging in condomless anal sex in the near future, or
· Acquired an STI in the past 6 months



4. Provide PrEP while creatinine result is pending if client has no risk factors for renal dysfunction (such as hypertension, diabetes, advanced age, history of renal disease, high-dose NSAID use). 
5. Provide PrEP while Hepatitis B panel is pending if results will be back within three days. Testing may be omitted if client has documented and timely completion of the vaccine series. 

Delay PrEP initiation if:
1. Concern for recent HIV infection (fever > 100.4, fatigue, myalgia, rash, headache, pharyngitis, cervical lymphadenopathy, arthralgia, night sweats, diarrhea)—delay PrEP initiation until window period is closed or refer out for HIV RNA. Window periods: 10 days for RNA; 21 days for 5th Generation. 
2. If exposed to HIV in the last 72 hours, recommend PEP. PrEP navigation staff will work with PEP patients to make a seamless transition to PrEP.  Concern for renal dysfunction—await creatinine result.  Calculate creatinine clearance using Cockroft-Gault formula and Ideal Body Weight; for obese patients, include correction for weight (does not apply if underweight or normal weight). Do not substitute eGFR for CrCl.  CrCl must be > 60 mL/min for tenofovir disoproxil fumarate (TDF)/emtricitabine (FTC) 300 mg./200 mg; CrCl must be > 30 mL/min for emtricitabine (FTC)/tenofovir alafenamide (TAF) 200 mg/25 mg. 
· Baseline CrCl > 60: Okay to initiate PrEP with either treatment regimen below. 
· Baseline CrCl between 30 ml/min and 60 ml/min: Okay to initiate PrEP with FTC/TAF 200mg/25 mg if client not at risk for HIV through vaginal sex. 
· CrCl < 30:   Refer to PMD

If initial HIV screen is positive and confirmatory test is indeterminate/negative:
1. Assess for signs and symptoms of acute HIV and recent exposures. If exposed in last 72 hours, refer for PEP. 
2. If exposed more than 72 hours but less than 7 days ago, refer for viral load test Provider Name]. 
3. If exposed 7 or more days ago and both confirmatory tests (Geenius and NAT) are negative, prescribe 30 days of PrEP and repeat HIV at 1 month follow up. 

Provide warm referral to a specialist if:
1. Pregnant 
2. Medically complicated (renal insufficiency, potential medication interactions with PrEP, osteoporosis, osteopenia or history of non-traumatic bone fractures)
3. Known Hepatitis B or ambiguous Hepatitis B serology (HBsAg negative, anti-HBc positive, anti-HBs negative)
4. Seroconversion while taking PrEP (also notify Medical Director)

Authorized treatment [Must be prescribed by NP or MD]

· Tenofovir disoproxil fumarate (TDF)/Emtricitabine (FTC) 300 mg./200 mg., one capsule daily
OR
Only for individuals not at risk for HIV through receptive vaginal sex

· Emtricitabine (FTC)/Tenofovir alafenamide (TAF) 200 mg/25 mg, one capsule daily

Upon receiving initial lab results: Prescribe 30 capsules (appointment in 3 weeks)
Send refill at 30 days if:

1. HIV negative within the last 7 days, and
2. No acute HIV symptoms, and
3. Meets one of the following criteria:
· Ongoing condomless sex with an HIV-positive partner or a partner at high risk for HIV, and/or
· Shared IV drug injection equipment in the past 6 months, or is in the first 6 months of recovery; and/or
· MSM who meets criteria in both columns of table above.

Follow-Up
1. General schedule:
· 1 month (obtain HIV test 21 days after starting PrEP): Discuss side effects, adherence, risk reduction, review HIV results. Hepatitis B vaccine #2 if indicated and eligible. Assess for acute HIV or STI symptoms.
· Almost 3 months (11 weeks): Lab-only visit for creatinine, pregnancy test if female, gonorrhea, chlamydia, syphilis and HIV tests. Clinician calls in one week with results and discusses adherence, side effects, risk reduction; renews prescription if PrEP still indicated. 
· Almost 6 months (25 weeks): Clinician visit—same counseling and labs as above. Hepatitis B vaccine if indicated and eligible. 
· Continue alternating lab-only visits with clinician visits every 3 months. For lab-only visit, creatinine (and pregnancy test if indicated) will be ordered.
2. Telemedicine is encouraged for follow-up visits of asymptomatic clients. Symptomatic clients will be seen in person.
3. At every visit, assess adherence, side effects, whether PrEP still indicated, and discuss risk reduction for HIV/STIs. If not adherent and exposed to HIV within the last 72 hours, discuss PEP.
4. Offer additional vaccinations if indicated and if eligible under Adult Safety Net. Otherwise, advise to receive vaccines free at a pharmacy or clinic. 
5. If client is Hepatitis B-susceptible and vaccine series remains incomplete, retest annually.
6. Retest annually for Hepatitis C if client is MSM or injects drugs.
7. If creatinine is stable for 6 months and patient has no comorbidities such as hypertension, diabetes or renal problems, then check creatinine every 6 months. If CrCl drops 20% or more, document other potential causes, such as large muscle mass, high protein intake, body building supplements, dehydration, and chronic medical conditions. Medications that can cause abnormal creatinine include trimethoprim, cimetidine, acyclovir, valacyclovir, and NSAIDs and consult Medical Director. For a positive HIV screening test result and indeterminate/negative confirmatory test result in a patient already on PrEP: 
· Discontinue PrEP while awaiting NAT. Ask about adherence and recent exposures. 
· PEP is not indicated for clients who are adherent to PrEP
· If not adherent and/or has signs/symptoms of acute HIV, consider referring out for viral load [Provider Name].
8. For a positive Hepatitis B or Hepatitis C result, assess for and document presence/absence of signs and symptoms of acute disease (fever, fatigue, loss of appetite, vomiting, abdominal pain, dark urine, clay-colored bowel movement, joint pain, jaundice). Provide a warm and timely handoff to an experienced hepatitis care provider.
9. If PrEP is discontinued, document:
· HIV status at time of discontinuation
· If provided by the client: reason for PrEP discontinuation, recent medication adherence, recent sexual risk behavior.


· 

[bookmark: _Toc2758487]Authorized Delegated Treatments: SCABIES



CLINICAL FEATURES

[bookmark: common]Severe itching (pruritus), especially at night, usually 2-6 weeks after being infested. If a person has had scabies before, symptoms appear much sooner (1-4 days after exposure). On exam, serpiginous burrows in the skin approximately 0.5-2.0 cm long with a papule or vesicle at the blind end, most often in webbing between the fingers, in the skin folds on the wrist, elbow or knee, and on the penis, breast, or shoulder blades. “Scabies rash”: papular, pruritic rash that may be generalized but often is limited to sites such as between the fingers, the wrist, armpit, nipple, buttocks, elbow, penis, waist, and shoulder blades. Superinfection with skin bacteria such as Staphylococcus aureus can occur.
Crusted scabies is an aggressive infestation that usually occurs in immunocompromised persons.  Crusted scabies should be managed in consultation with a specialist.


















Initiate treatment:
1. History and exam consistent with scabies

Refer to primary care:
1. Treatment failure
2. Persistent symptoms, more than two weeks

Consult with MD/Senior NP: 
1. Crusted scabies

Authorized treatments

· Permethrin 5% cream applied topically to affected areas and washed off in 8 to 12 hours.  This is the preferred treatment for pregnant and lactating women.

OR

· Ivermectin 200ug/kg orally, repeated in 2 weeks

Data “suggest low risk in pregnancy and probably compatible with breastfeeding.” (2015 CDC STD Treatment Guidelines)

Patient Counseling:
1. Bedding and clothing should be machine-washed and machine dried using the heat cycle, dry cleaned or removed from body contact for at least 72 hours.  Repeating the laundering procedure in one week is recommended.  Fumigation of living areas is not necessary.
2. Keep fingernails trimmed to reduce injury from excessive scratching.
3. Rash and itching may persist for up to two weeks.
4. Sexual partners should be examined and treated, if needed.
[bookmark: _Toc2758488]Authorized Delegated Treatments: SYPHILIS


CLINICAL FEATURES

Primary stage: Non-tender ulcer (usually single but may be multiple; usually but not always painless); lymphadenopathy

Secondary stage: Rash, especially palmar-plantar or around corners of mouth and/or chin; oral mucous patches; alopecia of scalp, eyebrows or eyelashes; condyloma lata; generalized lymphadenopathy

Latent stage: No current symptoms; sometimes recalls primary/secondary symptoms

Tertiary stage: Gumma of any organ, aortic aneurysm, aortic regurgitation

Neurosyphilis (any stage): Asymptomatic; or persistent headache, vertigo, confusion, hearing loss, psychosis, gait changes, numbness, nerve palsies, tremors, stroke, meningitis, encephalopathy with seizures; if ocular, eye pain, photophobia, loss of vision, double vision.

	Syphilis manifestations are broad, with the potential to mimic many other medical conditions.























Initiate treatment for CONTACT to syphilis if:
1. Sexual partner of a patient with primary, secondary, or early latent syphilis, AND
2. Exposure occurred within 90 days, AND
3. RPR non-reactive, AND
4. Does not meet criteria for other syphilis stages.
5. Persons exposed > 90 days ago may be treated presumptively if serologic test results are not available immediately and the opportunity for follow-up is uncertain.
. 
Initiate treatment for PRIMARY syphilis if:
1. Darkfield positive, even if RPR NR (recommend retest in 2 weeks), or
2. Darkfield negative but has a single indurated painless ulcer with or without bilateral inguinal lymphadenopathy

Initiate treatment for SECONDARY syphilis if:
1. Secondary symptoms, AND
2. RPR positive or if prior syphilis, fourfold increase in titer (increase of two dilutions)

Initiate treatment for EARLY LATENT syphilis if:
1. Asymptomatic, with normal physical exam, AND any of the following:
· History of chancre, generalized rash, palmar-plantar rash, alopecia, mucus patches, or condylomata lata in the past 12 months, or
· History of exposure in the past 12 months to primary, secondary or early latent syphilis, or
· Documented negative RPR within the past 12 months, or
· RPR shows a four-fold increase in the past 12 months


Initiate treatment for LATE LATENT syphilis if:
1. Asymptomatic and normal physical exam, AND
2. RPR positive or if prior syphilis, fourfold increase in titer (increase of two dilutions)
3. Does not meet criteria for early latent syphilis

Consult with MD/Senior NP:
1. Neurosyphilis signs or symptoms 
2. Signs or symptoms that persist or recur after treatment, especially if HIV+
3. RPR does not drop at least fourfold (two dilutions) in one year, especially if HIV+
4. Pregnant, needs PCN desensitization, and we are unable to link to care
5. Pregnant without prenatal care, fundal height 22+ cm., and titer 1:512 or above. These patients must receive a same-day ultrasound the day of their first PCN dose
6. Pregnant and fetus has known syphilis manifestations (hepatomegaly, edema, anomalies)

Authorized treatment

Primary, secondary, early latent: 
· Benzathine Penicillin G 2.4 mu IM once
OR
· Doxycycline 100 mg po bid x 2 weeks

In pregnancy, a second dose of Penicillin G is recommended by some experts and may be offered.

Late latent, tertiary: 
· Benzathine Penicillin G 2.4 mu IM every 7-10 days x 3 weeks*
OR
· Doxycycline 100 mg po bid x 4 weeks (if non-pregnant)

*Pregnant women must restart the series if more than 7 days has passed. Pregnant women who report penicillin allergy must be desensitized and treated with penicillin. Skin testing for penicillin allergy might be useful in pregnant and other patients.

Ventrogluteal injection is recommended over dorsogluteal.

All syphilis patients, including in outreach settings, must initially be assessed by a licensed clinician (LVN, RN, NP, PA, DO, or MD), prior to parenteral administration of penicillin.  At the time of penicillin injection, an LVN, RN, NP, PA, DO, or MD must be present with the emergency kit at hand should resuscitation be necessary.

Follow-up treatment (shot #2 and shot #3) may be given by any authorized delegation staff, if no allergic reaction was reported after the previous penicillin injection.  Benzathine penicillin G is administered as ordered at the previous visit by the licensed clinician.  

Inform patients about a possible Jarisch-Herxheimer reaction (fever, headache, myalgia, worsening of rash, usually within the first 24 hours after therapy). The Jarisch-Herxheimer reaction might induce early labor or cause fetal distress in pregnant women, but this should not prevent or delay therapy. 

Follow-Up
1. Refer all syphilis patients to DIS at conclusion of clinician evaluation.
2. Refer all pregnant syphilis patients to Healthy Beats.
3. Partners should be evaluated clinically and serologically for syphilis. 
· Primary syphilis: partners within the last 3 months plus duration of symptoms
· Secondary syphilis: partners within the last 6 months plus duration of symptoms
· Early latent syphilis: partners within the last 12 months
· Late latent syphilis: long-term partners

4. Advise the patient to return for follow-up titers according to the following schedule, and give a reminder card:

	
	HIV negative
	HIV positive

	Primary, secondary
	6, 12 months
	3, 6, 9, 12, 24 months

	Latent (early and late)
	6, 12, 24 months
	6, 12, 18, 24 months







[bookmark: _Toc2758489]Authorized Delegated Treatments: TRICHOMONAS


CLINICAL FEATURES

Women:
No symptoms (50%); or abundant malodorous yellow-green vaginal discharge, vulvar/vaginal itching; on exam, frothy yellow-green discharge and cervical petechiae (“strawberry cervix”), vaginal discharge pH > 4.5

Men:
Frequently asymptomatic but may have dysuria or urethral itching















Initiate treatment:
1. Trichomonas on wet mount, or
2. Trichomonas in urine microscopy, or
3. Contact to trichomonas, or
4. Heterosexual male with persistent or recurrent urethritis

Consult MD:
1. Symptoms persist after treatment
2. Allergy to imidazoles

Authorized treatments

Males and Non-Pregnant Females: 
· Metronidazole 500 mg, 4 tabs P.O. in one dose 

Pregnant Females: 
May treat if symptomatic, or may refer to Prenatal Care provider. If asymptomatic, refer to her Prenatal Care provider. Regimen is same as in non-pregnant females

Persons Living with HIV (PLWH)Males or Females: 
· Metronidazole 500 mg. orally twice a day for 7 days

	If infection persists, ensure partner treatment and give:
Metronidazole 500mg po BID x 7days

If second metronidazole treatment fails:
Tinidazole 2gm po in a single dose*

*Limited evidence is available at this time to support Expedited Partner Therapy for trichomoniasis, however before moving to high-dose therapies, clinician may call in partner prescription(s) for tinidazole.

If tinadazole fails: 

Metronidazole or Tinidazole 2gm qd x 5 days should be considered

If higher dose regimen fails: 
Contact CDC Division at 404-639-8363 for possible susceptibility testing


Follow-up
1. Retest in 3 months.
2. Advise to avoid alcohol for one day after treatment with metronidazole and 3 days after treatment with tinidazole. 
3. Patient and partner(s) should abstain from sexual intercourse for 7 days after both complete the single-dose therapy or until both complete the 7-day regimen and/or are asymptomatic.  
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COUNSELING FOR ALL PATIENTS
1. Address the client’s questions.
2. Instruct on how and when to call for results.
3. Explain how to take medications and any contraindications.
4. Offer written materials (disease and medication information) in the patient’s and partner’s language.
5. Discuss necessity of sex partner notification to prevent spread of disease.  Patient and partner(s) should abstain from sexual intercourse for 7 days after single-dose therapy or until completion of 7-day regimen. If lesions are present, wait until fully healed.
6. Review methods for STD and HIV risk reduction, including a discussion of the client’s personal risks, how to reduce risks, and referral services.  Methods to reduce risk include:
a. Abstinence (not having vaginal, oral, or anal sex)
b. Being in a mutually monogamous relationship with an uninfected partner
c. Consistent and correct condom use 
d. Minimizing the number of sexual partners
e. Avoiding high-risk partners and anonymous sex
f. Getting checked regularly for STDs including HIV
g. Knowing your partner’s HIV status
h. Receiving HPV vaccine
i. Pre-exposure HIV prophylaxis (PrEP)
7. Advise on when to re-screen for infection. 
8. Stress importance of early evaluation if symptoms persist or worsen (e.g., pelvic pain in women, testicular pain in men, fever in men or women).
9. If patient is due to return in 48-72 hours, ensure that we have good contact information about where they can be reached.
10. If pregnant, advise patients to discuss any STI diagnosis with their pregnancy care provider; if lacking prenatal care, advise to start ASAP. Pregnant women with any STI also may be counseled by DIS. 
11. Offer or dispense condoms and instructions.  If indicated, review steps for correct condom use:
a. Store at room temperature, avoiding excess heat, which can cause deterioration
b. Check the expiration date
c. Open the package carefully, so as not to tear the condom
d. Check that the condom is right-side-out and will roll down
e. Put on the condom after the penis gets erect, but BEFORE the penis touches the partner
f. Pinch the tip of the condom to make space for semen
g. Unroll the condom to the base of the penis
h. Use only water-based lubricants, if any. Never put lubricant inside the condom.
i. After ejaculation, hold the condom to the base of the penis, and pull the penis out of the partner while the penis is still erect
j. Roll the condom off the penis without spilling the semen
k. Throw condom in the trash (don’t flush them)
l. Never use a condom more than once 
12. For men age 15-25, refer to [Provider Name] for family planning education and future STD and reproductive health screening, if desired. 
13. For non-pregnant females who are not seeking pregnancy, offer progestin-only pills and refer to [Provider Name].
14. Inform about Emergency Contraception (EC) for non-pregnant females who have had a menstrual cycle within the last year and had sex within 5 days of the visit, if using no contraceptive method or if there is a problem with contraceptive method.  Clients age 18 or over can purchase EC over-the-counter, or all clients may be referred to [Provider Name].
15. For any patient who has been, or may have been sexually assaulted:
a. If within 72 hours of the incident, for adults and pubertal adolescents (13 years or greater) refer immediately to the SANE nurse at the Emergency Room at the [Hospital Name/Phone Number]
b. If within 72 hours of the incident for prepubertal children and pubertal adolescents (under the age of 18), refer immediately to the SANE nurse at the Children’s [Hospital Name/Phone Number].
c. If more than 72 hours since the incident and not requiring medical attention, refer to one of the following:
i. For adults: refer to their primary care provider and the Rape Crisis Center [Phone Number]and 
ii. For children under the age of 18: Refer [Provider Name/Phone Number].
d. Encourage adults to report the incident to the police.
e. Suspected sexual assault of minors must be reported as required by law.  
16. All minors under 17 years of age must be evaluated for reportable abuse according to the [Health Department] Child Abuse Screening, Documenting, and Reporting Policy.  
17. Clinicians will complete a patient tracking log in the following special situations:
a. Gonorrhea test of cure log (Attachment 5)
· Use if: Giving alternate treatment regimen for pharyngeal gonorrhea
· Follow up done by: Treating clinician, weekly
b. Latent Syphilis log (Attachment 6)
· Use if: Treating latent syphilis in which patient has a nonreactive RPR
· Follow up done by: Treating clinician, weekly. 

IX. SCOPE OF SUPERVISION
This SDO gives authority to physicians, nurse practitioners, physician assistants, nurses, phlebotomists, medical assistants and disease intervention specialists to perform the acts described in this SDO in consultation with the authorizing physician as needed.

X. SPECIAL CIRCUMSTANCES TO IMMEDIATELY COMMUNICATE WITH THE AUTHORIZING PHYSICIAN
Authorized staff who provide services under this SDO should immediately contact the authorizing physician by phone when medical direction or consultation is needed or when client assessment data indicates deviations from the specific instructions outlined in this SDO.
In an emergency situation, any staffer is authorized to call 911. Licensed medical professionals are also authorized to provide first aid services as authorized in the Clinical Manual SDO for Responding to Emergency Situations. Staffers should contact their supervisor and/or the authorizing physician by phone during an emergency as soon as reasonably possible.

Attachment 1: History-taking checklist for MAs
Attachment 2: Patient Intake Assessment Form
Attachment 3: Expedited Partner Therapy handouts
Attachment 4: Consent, Medical History and Treatment Log for Field Delivered Therapy
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Attachment 2: Intake Assessment Form
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Date Given ________________
PARTNER FACT SHEET FOR
CHLAMYDIA TRACHOMATIS


[Clinic Name/Address/Phone]
Patient-Delivered Partner Treatment for Chlamydia

You have been exposed to Chlamydia.  You may have Chlamydia even if you feel fine.  

What is Chlamydia?
Chlamydia is a sexually transmitted disease that can cause a bad infection in the female organs.  The infection can cause fever, discharge and pain.  It can also cause future tubal pregnancy or sterility in women.  Men can develop pain, discharge, or more severe infections in the testes or scrotum.

It is recommended that you have an exam to diagnose Chlamydia and other possible STDs. 

You may call the STD clinic for an appointment at [Phone number].  Tell them you were told by a partner to call.  There is a $15 administrative fee for the exam and treatment.  If you cannot pay, you will still be examined and treated.  

You may also take the treatment your partner gave you if you cannot come into the clinic.  

It is possible that you have this infection and do not have symptoms.  It is important that you be treated in order to prevent complications and to prevent spreading this infection to others.  

Do not have sex for 7 days after treatment.  It takes that long for the medication to work. 

Tell all sex partners you have been within the last 2 months to get checked for Chlamydia.

TREATMENT:  Azithromycin 1 gram.  Take all 4 pills at one time.
Do not share this medicine: the whole dose is needed to cure Chlamydia.

Do not take this medicine if you have been allergic to any antibiotic in the past, or if you have an irregular heartbeat (arrhythmia).  Call the clinic if you have questions.

Do not take this medicine if you are having pain in your belly, pelvic area, groin or testicles – it may not work.  Come to the STD clinic for a check-up to be sure you get the right treatment.  

Possible side effects:
The antibiotic for your treatment has been carefully chosen to be safe and effective.  However, any medication can have side effects.  The most common side effect is upset stomach (stomach cramping or diarrhea).  Very rarely is there a rash, fever, or breathing problems related to the medicine.  If you have any of these symptoms you should call the clinic at [phone number].  If your symptoms are severe – especially if it is hard to breathe – or it is after clinic hours, call 911.  

DO NOT HAVE ANY SEX (ORAL, ANAL, or VAGINAL) WITH OR WITHOUT CONDOMS FOR 7 DAYS after you take this medicine.  After 7 days, use condoms.  Condoms help protect against STDs.

Men and women who have Chlamydia should be re-tested in 3 to 4 months after treatment to be sure they have not been re-infected.  

This handout was adapted from a handout developed by the Austin-Travis County HHSD STD Clinic. EPT/CTPtEdSheetPDPT

Date Given ________________
PARTNER FACT SHEET FOR
CHLAMYDIA TRACHOMATIS

[Clinic Name/Address/Phone]
Medicamento Llevado a Su Pareja para  el Tratamiento de la Clamidia

Usted ha estado expuesto a la clamidia.  Es posible que usted tenga clamidia, aun se siente bien.

Qué es la clamidia?
La clamidia es una enfermedad transmitida sexualmente.  Puede causar una infección en los órganos femeninos.  También, puede causar fiebre, dolor, embarazo en las trompas de Falopio, or esterilidad en la mujer.  Los hombres pueden tener dolor, desecho del pene, o infecciones mas severas en los testículos o el escroto.  

Se recomienda que se haga un examen para averiguar si tenga clamidia u otras enfermedades transmitidas sexualmente.  Puede llamar  la Clínica de Enfermedades de Transmisión Sexual al numero [Phone Number].  Mencione que su pareja le dijo que llamara.  El costo por el examen y el tratamiento es $15 y puede ser gratis si no puede pagarlo.  También, puede tomar el tratamiento ahora si no puede ir a la clínica.

Es posible tener esta infección y no tener síntomas.  Es muy importante que reciba tratamiento para prevenir complicaciones y la transmisión a otras personas.  

No tenga relaciones íntimas por 7 días después del tratamiento.  Toma 7 días en hacer efecto el tratamiento.

Avíse a las parejas con quien ha tenido relaciones sexuales en los últimos 2 meses que se hagan un examen de clamidia también.

TRATAMIENTO:  azithromycin 1 grama.  Tome todas las tabletas (4) en una sola dosis.

No tome esta medicina si ha padecido de alergias a algún medicamento en el pasado, o latido del corazón irregular.  Llame a la Clínica de Enfermedades de Transmisión Sexual si tiene preguntas.

No tome esta medicina si tiene dolor en el abdomen, la pelvis, la ingle, o los testes.  Es muy probable que no sea tratamiento adecuado.  Vaya a la clínica para una revisión y análisis – asegúrese que toma el tratamiento adecuado.  

Efectos secundarios posibles: 
Este antibiótico se ha seleccionado cuidadosamente – es muy seguro y efectivo.  Sin embargo, cualquier medicamento puede tener efectos secundarios.  

El efecto secundario más común es malestar del estómago (dolores del estómago y diarrhea).  En casos muy raros, se provoca picazón, fiebre, o problemas en respirar.  Si tiene algunos de estos síntomas debe llamar a la clínica - (210) 207-8830 o (210) 207-8831 - o a su doctor particular.  Si tiene una reacción severa, especialmente problemas respirando, llame al 911.

NO TENGA RELACIÓNNES SEXUAL (ORAL, ANAL, O VAGINAL) CON O SIN CONDÓN POR 7 DÍAS DESPUÉS DE TOMAR EL MEDICAMENTO.  Después de 7 días, use condones.  Los condones le ayudan proteger contra enfermedades transmitidas sexualmente. 

Hombres y mujeres que han tenido la clamidia deben repetir la prueba a los 3 o 4 meses depués del tratamiento para estar seguras que no se re-infectaron. 
This handout was adapted from a handout developed by the Austin-Travis County HHSD STD Clinic.
Date Given ________________
PARTNER FACT SHEET FOR
GONORRHEA


[Clinic Name/Address/Phone]
Patient-Delivered Partner Treatment for Gonorrhea

You have been exposed to gonorrhea.  You can have gonorrhea even if you feel fine.  

What is gonorrhea?
Gonorrhea is a sexually transmitted disease that can cause a bad infection.  The infection can cause fever, discharge and pain.  It can also cause future tubal pregnancy or sterility in women.  Men can develop pain, discharge, or more severe infections in the testes or scrotum.

It is recommended that you have an exam to diagnose gonorrhea and other possible STDs.  

You may call the STD clinic for an appointment at [Phone Number].  Tell them you were told by a partner to call.  There is a $15 charge for the exam and treatment.  If you cannot pay, you will still be examined and treated.  

You may also take the treatment your partner has brought to you if you cannot come into the clinic.  

It is possible that you have this infection and do not have symptoms.  It is important that you be treated in order to prevent complications and to prevent spreading this infection to others.  If you are not feeling better in 3 days, it is VERY important that you go to the clinic for an exam and testing.

Do not have sex for 7 days after treatment.  It takes that long for the medication to work. 

Tell all sex partners you have been within the last 2 months to get checked for gonorrhea.

TREATMENT: 	 cefixime 400 mg. (one pill)  AND
	 	azithromycin 1gm (4 pills) at the same time by mouth
				 
Possible side effects:
The antibiotics have been carefully chosen and are considered to be safe and effective.  However, any medication can have side effects.  The most common side effect is an upset stomach.  Sometimes there is stomach cramping or diarrhea.  Very rarely do people experience a rash, fever, or breathing problems related to the medicine.  If you have any of these symptoms, you should call the clinic at [Phone Number].  If your symptoms are severe – especially if it is hard to breathe –call 911.  

Do not take this medicine if you have been allergic to any antibiotic in the past, or an irregular heartbeat (arrhythmia).  Call the clinic if you have questions.

Do not take this medicine if you are having pain in your belly, pelvic area, groin or testicles – it may not work.  Come to the STD clinic for a check-up to be sure you get the right treatment.  

DO NOT HAVE ANY KIND OF SEX (ORAL, ANAL, or VAGINAL) WITH OR WITHOUT CONDOMS FOR 7 DAYS after you take this medicine.  After 7 days, use condoms.  Condoms help protect against gonorrhea and other STDs.

Men and women who have gonorrhea should be re-tested in 3 to 4 months after taking the medicine to be sure they have not been re-infected.  
This handout was adapted from a handout developed by the Austin-Travis County HHSD STD Clinic.
Date Given ________________




PARTNER FACT SHEET FOR
GONORRHEA
[Clinic Name/Address/Phone]
Medicamento Entregado a Su Pareja para el Tratamiento de Gonorrea 

Usted ha estado expuesto a la gonorrea.  Es posible que usted tenga gonorrea, aún que se siente bien y no tiene síntomas.

Que es la gonorrea?
La gonorrea es una enfermedad transmitida sexualmente.  En las mujeres, puede causar una infección en los órganos femeninos.  También, puede causar fiebre, dolor, embarazo en las trompas de Falopio, o esterilidad.  En los hombres puede causar dolor, desecho del pene, o infecciones más severas en los testículos o el escroto.  

Se recomienda que se haga un examen para averiguar si tiene gonorrea u otras enfermedades transmitidas sexualmente.  Puede llamar a la Clínica de Enfermedades de Transmisión Sexual al número [Phone Number].  Mencione que una pareja le dijo que llamara.  El costo por el examen y el tratamiento es $15 y puede ser gratis si no puede pagarlo.  También, puede tomar el tratamiento ahora si no puede ir a la clínica.

Es posible tener esta infección y no tener síntomas.  Es muy importante que reciba tratamiento para prevenir complicaciones y la transmisión a otras personas.  Si no se mejora dentro de 3 días, debe ir a la clínica por una revisión y otro análisis.

No tenga relaciones íntimas por 7 días después de terminar el tratamiento.  Después de 7 días, se quita la infección.

Avise a las parejas con quien ha tenido relaciones sexuales en los últimos 2 meses para que se hagan un examen de gonorrea también.

TRATAMIENTO: 	cefixime 400mg (1 tableta) Y
azithromycin 1 grama (4 tabletas) por boca a la vez

Efectos secundarios posibles: Este antibiótico se ha seleccionado cuidadosamente – es muy seguro y efectivo.  Sin embargo, cualquier medicamento puede tener efectos secundarios.  

El efecto secundario más común es malestar del estómago.  A veces, ocurren dolores al estómago y diarrea.  En casos muy raros, provoca picazón, fiebre, o problemas al respirar.  Si tiene algunos de estos síntomas debe llamar a la clínica - [Phone Number] - o a su doctor particular.  Si tiene una reacción severa, especialmente problemas al respirar, llame al 911.

No tome esta medicina si ha padecido de alergias a algún medicamento en el pasado, o latido del corazón irregular.  Llame a la Clínica de Enfermedades de Transmisión Sexual si tiene preguntas.

No tome esta medicina si tiene dolor en el abdomen o estómago, la pelvis, la ingle, o los testículos.  Es probable que este no sea el tratamiento adecuado para usted.  Vaya a la clínica para que le hagan un nuevo examen y  análisis – asegúrese de tomar el tratamiento adecuado.  

NO TENGA NINGÚN TIPO DE RELACIÓN SEXUAL (ORAL, ANAL, O VAGINAL) CON O SIN CONDÓN POR 7 DÍAS DESPUÉS DE TOMAR EL MEDICAMENTO.  Después de 7 días, use condones.  Los condones le ayudan protegerse contra la gonorrea y otras enfermedades transmitidas sexualmente.  Se recomiendan para prevenir infección y re-infección. 

Hombres y mujeres que han tenido la gonorrea deben repetir la prueba a los 3 o 4 meses después del tratamiento para estar seguras que no se re-infectaron.
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MEDICAL/SOCIAL HISTORY

PATIENT NAME:					   					
			 Last (Apellido)				First (Nombre)

DOB _____________   FR# __________________   MR# __________________

ID Verified by		□ TDL					Site: 
			□  DPS ID card				□  Clinic
			□  Other (specify) ____________	□  Field



1.	Are you allergic to any medications?	No ___    Yes ___

	If yes, what medications? ________________________

2.	Are you pregnant?   No ___   Yes___   Number of Weeks ____

3.	Are you breastfeeding?  No ___  Yes ___

4.	Have you had any of the following symptoms in the past twenty-four (24) hours?

A.	Lower Abdominal Pain		___ No		___ Yes
B.	Fever				___ No		___ Yes
C.	Nausea and Vomiting 		___ No		___ Yes
D.	Pain during sexual intercourse	___ No		___ Yes
E.	Lower back pain			___ No		___ Yes
F.	Pain in scrotum or testes		___ No		___ Yes

5.	Are you being treated for a medical condition at this time?  ___ No	___ Yes
Please specify: _____________________________________________
__________________________________________________________
	__________________________________________________________

Notes: 



















Patient Signature: ________________________________ Date: __________

DIS Signature: __________________________________ Date: ___________
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Field Supplies Checklist

	Lockable Medications Bag

	Medications for DOT/PDT
	

	Log Sheet for medications
	

	Blood Kits

	Tourniquets
	

	Needles
	

	Needle hub
	

	Vacutainers
	

	Cotton
	

	Alcohol pads
	

	Band-Aids
	

	Needle stick procedure/Forms
	

	Urine cups
	

	Aptima GC/CT testing kits (including self-collected vaginal, pharyngeal, and rectal specimens, if applicable)
	

	Blood container
	

	Sharps container
	

	Alcohol hand wash
	

	Gloves
	

	Pregnancy tests
	

	Additional Items

	Condoms/Safer Sex tools
	

	Light snacks
	

	Bottle of water
	

	Hard candy
	

	Documentation/Education Supplies

	Consent forms/registration
	

	HIPAA standards
	

	Educational pamphlets
	

	Referral cards
	

	Business cards
	

	PrEP information
	

	Aptima GC/CT instructions for self-collection of specimens
	

	Miscellaneous

	GPS
	

	Cell phone
	

	ID badge
	

	
	

	
	

	
	







FIELD-DELIVERED THERAPY AUDIT
	
NAME:
	
WORKER NUMBER:

	
REVIEWER:
	
DATE OF REVIEW:

	
Pre-therapy procedures
	
DOCUMENT/
OBSERVED
	
COMMENT

	
1.	Performed pre-field activities (i.e., verified locating information, need for                                          treatment, confirmed client was not previously treated) 
	

	


	
2.	Verified expiration dates and name and dosage of the medication to be 	delivered.
	

	


	
3.	Verified client’s identity.
	

	


	
4.	Addressed client concerns.  
	

	


	

5.       Confirmed client was not treated previously by another provider/facility. If the client reported previous treatment, the field worker made an effort to confirm while with the client.
	
	

	
6.	Obtained client signature on Documentation of DOT Delivery or Refusal                       form if therapy is refused or not offered (i.e., patient already treated, patient states s/he is allergic to medications and clinician unavailable for phone consult.)  These situations may vary depending on program.
	

	


	
7.	Provided client with Medical Information Sheet and discussed possible             	adverse reactions to prescribed medications.  Discussed procedure to 	follow if complications occur.
	

	


	
Observation
	

	


	
8.	Observed client ingest all medications.
	

	


	
Post Therapy Procedures
	

	


	
9. 	Reiterated signs of possible adverse reactions/procedures for seeking         	medical attention.  Gave client a number to call, if s/he vomits within 30 	minutes of taking medication.
	

	


	
10.	Instructed the client of the need for examination and treatment of all sex      	partners and to abstain from unprotected sex until all partners have
          been tested and treated.  Gave partner referral card(s).
	  

	


	
11.	Provided client with Risk Reduction methods and materials.
	

	


	
12.	Completed Documentation of DOT Delivery or Refusal Form and 	submitted it to medical authority for review.
	

	



COMMENTS:

SIGNATURE: ________________________________________________		PERCENT % MET:_____
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FORM #1 (Forma #1) ## Office Use Only ** |
Clinic # (# de Clinica)
Name (Nombre)
Date of Birth (Fecha de
‘Time Arrived # (# de Horario de L

*Para el uso de la oficina solamente™
| Place Client Label Here
SR

SAMHD STD/HIV CLINIC INTAKE ASSESSMENT

(Para espaiol, por favor vea el ot lado de esta hoja) For office use only

“To provide the best serviee 10 sou, please answwer ALL guestons below.
STAFF: Please mark all boxes and il in the blanks that apply to the paticat. Thank you.

1.) Have you been here before? [ No 71 Yes  If yes, when was the last time?

A second or third treatment (shot) for Syphilis R
A sccond or third shot. (vaceination) for Hepaitis B IR
A3, 6,0r 12 month follow-up blood test for Syphilis (ier check) IR
Staif from this clini told you that youtested positve for Chlamydia or Gonorrhea IR
None of the above: 1

I none of the above, then please continue completing this form by answering questions #2-5
* I yes o any of the above, thea have patient do the following: (1) if your current locating information has
changed, complete form 42 and (2) take these forms up to the receptionist immediately.

2) Did someone tell you to come i today?
7 No 1
£ Yes, for Chlamydia or Gonorrhea n
e, for Syphils m

If yes, then please tell us who asked you o come n
Staff member from our clinic; Name:

Poriner Name: DoB:
Other:
‘your partner 61d you (o come in today, mark whish infection thev are diagnosed with
© Chlamydia © HIVor AIDS
£ Gonorrhea 0 Trichomoniasis
Syphils 0 Other (Please exphain)

' ot sure which infection

3) Are you having symptoms TODAY? (If yes, please eheck all boxes that apply & fllin blanks below.)

0 No 1
0 Pain while rinating i

7 Discharge or Drip that s circl al that apply) clear / whit /yellow / green ML Fn

1 Discharge or Drip thatis boody i

oching: Where?____ m

Rash: Where? I

m

m

[

e another reason you are here TODAY?
Testing (routine) for Sexually Transmitted Diseases or STDs (I only eed to get checked) 1
Other:

Are you here with your partner
(Partners Clinic Number: __

No Yes

“Tell Paticnt: When thé form is completed please wait for your number to be called, Thank you!

Are you pregaant? YES___ NO,
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DIS Staffer (PLEASE PRINT),

FIELD TREATMENT AND EPT LOG

1) Complete toptable for directtreatment. andlor bottomtable for EFT.  TREATMENT
2) Markwith X" if atreatment is given; fordoxy, enter #of bottles instead.
3) Record allinjection sites. Abbreviations: L = Left, R= right,
D =Deltoid, VG = ventrogluteal. DG= dorsediuteal o 2 3
z . |z 3 3 2 2
4) Mark with an X" under “Education provided” if treatment dlent was = 2 |x = 2 = k= 3
educated about disease and medication per protocol. bl : z & = e a
5) If aname is entered but no medication was given, write “NO old 5 |g|d o8 |e® =3 B
TREATMENT across that row (either table). S8 £ |23 EERE el 85| %
% = al 2% |8
2e gl 2 |ZrEEriErs s S|
Last name First name FieldRecord# |®5 ©] @ |05 &8 <50 c59 3353 o= |0
EXPEDITED PARTNER THERAPY IN THE FIELD
TR
Agithiorayein 1 gm. pg once Cefiime 400mg.poonce | done
23 |25
doses e e |57 22
Last name First name Field Record # | given Lot# aate Lot# date





