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SAMPLE
<<Name of Agency>> 
Sexually Transmitted Infection Standing Delegation Orders 

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

SAMPLE TEXT FOR STANDING DELEGATION ORDERS

Definition

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

Purpose
The purpose of these SDOs is to provide authority for specific acts of STI clinical services under authority of Rule Title 22, Texas Administrative Code §193.2, Standing Delegation Orders, Title 22, TAC §193.2 and Rule 22, Texas Administrative Code §193.4, Scope of Standing Delegation Orders. Title 22, TAC §193.4
Authorized Delegated Acts
This SDO gives the authorized licensed nurse authority to perform the acts described in this SDO in consultation with Dr. <<Name of Medical Director>> as needed.  It is the intent of all parties involved that all procedures conform to the Texas Administrative Code, the Texas Medical Practice Act, the Texas Nursing Practice Act and rules promulgated under those acts, and the CDC STD Treatment Guidelines, 2015.
Method Used for Development, Approval and Revision

1. The sample SDOs were developed by the Denver Metro Health Clinic as evidenced-based practice utilizing the CDC 2015 Treatment Guidelines.

2. The Authorizing Physician, Dr. ________________, reviewed the sample SDOs, edited the content to be suitable for <<Name of Agency>>, and signed, and distributed them for use by STD clinicians under his/her supervision.

3. The Authorizing Physician, a physician licensed by the Texas Medical Board who executes this SDO, will review and sign the SDO annually.
4. The nurses will also review and sign the SDOs annually.  The SDOs and the signature sheets will be retained by the agency for ___ years.  
Level of Experience, Training, Competence and Education Required 
To carry out acts under this SDO, an authorized licensed nurse must:

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

2. Be a registered nurse or a licensed vocational nurse;
3. Hold a current nursing license from the Texas Board of Nursing (A note verifying the current license in the Texas Board of Nursing on line data base will be placed in the employee’s personnel file and will be reviewed on an annual basis);
4. Be currently certified in Basic Life Support;
5. Have completed medical director approved training in accordance with appropriate STI clinical procedures and standards.  The training should include the online STD curriculum developed by the University of Washington STD Prevention Training Center-STD Curriculum as well as additional training (specify). 

6. Have undergone the following initial or continuing evaluation of competence relevant to STI clinical services within 12 months prior to signing and providing services under this SDO: 

· Initial evaluation of competence is performed by the nurse’s supervisor and consists of verification that the authorized licensed nurse possesses a valid nursing license, a post-test evaluation of initial training, as described above, and observation of the required clinical skills. 
· Continuing evaluation of competence is performed annually by the nurse’s supervisor, or clinical designee, and consists of verification that the authorized licensed nurse possesses a valid nursing license, an annual review with a post-test evaluation, and periodic observation of the required clinical skills. 
· If the nurse’s supervisor is not a licensed clinician, a licensed nurse or authorizing physician responsible to oversee the clinical practice of the authorized licensed nurse shall be responsible for observation of the required clinical skills. 
· A record of the authorized licensed nurse who completed the required training and demonstrated competence shall be documented and maintained by the nurse’s supervisor.
7. Have reviewed and signed this SDO, Attestation of Authorized Licensed Nurse (page 6 of this document), within 12 months prior to providing services under this SDO.
Procedures and Requirements to be followed by Authorized Licensed Nurses

1. Adhere to all infection control precautions when participating in clinical services.
2. Utilize interpreter services to facilitate patient and provider communication as it relates to limited English proficient (LEP) patients.
3. Ensure, to the extent possible, that the patient seen for STI clinical services is, in fact, who the person claims to be.
4. Create a medical record and obtain patient’s consent and signature in the preferred language of the patient in accordance with agency policy and provide copies of the <<Name of Agency>> HIPAA privacy notice and applicable signed consent forms.
5. Document accurate and detailed information regarding each patient visit in the patient’s medical record, including:
a. Personnel involved in treatment and evaluation on each visit;

b. Nursing care delivered on each patient visit, including an appropriate physical examination, medical history, sexual history, risk assessment, and patient teaching and counseling, including precautions and preventive measures;

c. Actions carried out under the SDO;

d. Drugs or medications administered, prescribed or provided;
e. Any other information that is routinely noted on patient charts and files maintained by clinicians in their offices.
Limitations on Setting

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

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

1. Sexually Transmitted Disease Treatment Guidelines, (CDC), 2015.  CDC STD Treatment Guidelines 2015   
2. A Guide to Taking a Sexual History (CDC)  A Guide to Taking a Sexual History
3. Expedited Partner Therapy in the Management of Sexually Transmitted Diseases, (CDC), 2006. CDC Expedited Partner Therapy 
4. Expedited STD Management Implementation Guide, (DSHS), 2019.  Expedited STD Management Implementation Guide
5. Texas Department of State Health Services Program Operating Procedures, Chapter 12: STD Clinical Standards, revised 2019.  Chapter 12 POPS-STI Clinical Standards
6. Texas Department of State Health Services Program Operating Procedures, Chapter 9: Disease Intervention Specialist Performance Standards, revised 2019. Chapter 9 POPS-DIS Performance Standards
7. DSHS HIV/STD Child Abuse Policy.  DSHS HIV/STD Child Abuse Policy
8. Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health Care Settings, (CDC) 2006.  CDC HIV Testing
9. Texas Board of Nursing, Position Statements:  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.  BNE Position Statement-15.5 and BNE Position Statement-15.17 
10. Cephalosporin-Resistant Gonorrhea Response Plan for Texas. Cephalosporin-Resistant Gonorrhea Response Plan for Texas
11. NYC Prevention Training Center’s Syphilis Monograph. The Diagnosis, Management, and Prevention of Syphilis
Date and Signature of the Authorizing Physician (SAMPLE)

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

Authorizing Physician’s Signature: ______________________________________________

Authorizing Physician’s Title: __________________________________________________

Printed Name: ______________________________________________________________

Effective Date: ______________________________________________________________

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

    
  

 Printed name of authorized licensed nurse  

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

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

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

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

Signature of Authorized Licensed Nurse
                            


 Date
HISTORY 
Cordially greet the patient.  Explain all clients are asked about their sexual history in order to provide the best possible care and information is confidential.  Obtain the history in a non-judgmental manner.  Use open-ended questions when eliciting the sexual history.  (Begin questions with “Who,” “What,” “When,” “Where,” “How,” “Tell me about,” etc.).  

The history should include:

· Chief complaint

· History of present illness, including any signs/symptoms of STIs and complications.
· Current medications and medication allergies
· Past medical history-may be abbreviated or deferred for express services
· Sexual history (and OB/GYN for women).  The sexual history should include sex at birth, gender, and cover the “Five Ps”:  
· Partners – gender and number, new partners, most recent sexual exposure

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

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

· Protection from STDs – condom use, risk reduction

· Pregnancy Prevention – contraceptive use
· Psychosocial history-behavioral risk factors for HIV/STIs, e.g. alcohol/drug use, exchange of sex for money/drugs/housing, and screening for domestic violence and human trafficking

PHYSICAL EXAM

A physical examination for STIs includes inspection of the skin, pharynx, lymph nodes, anogenital area, and neurologic system (as indicated for syphilis).  An anogenital examination for females includes a pelvic examination: 1) inspection of the external genitalia, urethral meatus, vaginal introitus, and perianal region; 2) speculum examination of the vagina and cervix; and 3) bimanual examination of the uterus, cervix, and adnexa.  See Appendix A. 
LABORATORY 
All specimens should be collected and interpreted in accordance with the manufacturer’s instructions, approved laboratory protocols, and CLIA regulations.  See Appendix B.  All lab technology, including GC/CT extragenital NAAT, must be FDA-approved or internally validated by a laboratory.  Collect specimens for the following tests, as indicated in the STI SDOs: 
· GC/CT NAAT-urogenital and extragenital (pharyngeal, rectal) as indicated. 
· Gram stain-as indicated
· Syphilis serological test(s) (RPR, CIA/EIA, TPPA)-as indicated per algorithm
· Pregnancy test-as indicated for persons at risk for pregnancy with LMP > 30 days 
· HIV test-as indicated by history/risk assessment and all persons with GC/CT or syphilis
EXPRESS 
Express services (exam deferred) may be offered to asymptomatic clients.  A complete evaluation is preferred for all contacts to GC/CT, but asymptomatic, heterosexual contacts to a partner with a laboratory confirmed GC/CT diagnosis may be treated for GC/CT via express.  Contacts to syphilis and MSM contacts to GC/CT are not eligible for express and should receive a complete evaluation. 
Chlamydia

Revised July 2015

The following protocol has been revised according to evidenced-based practice specific to Denver Metro Health Clinic utilizing the CDC 2015 Treatment guidelines.  The following should not be considered all-inclusive as other testing and treatment options may be available. 
I. Background

1. Asymptomatic infection is common among both men and women. 

2. Most persons with C. trachomatis detected at oropharyngeal sites do not have oropharyngeal symptoms. 

3. Annual screening of all sexually active women aged <25 years is recommended, as is screening of older women with risk factors such as: 

a) New sex partner

b) Multiple sex partners

c) Those reporting their sex partner may have a concurrent sex partner or a sexually transmitted disease

4. NAATs are the most sensitive tests for C. trachomatis specimens and are the recommended tests. Screening using NAAT tests include:

a) First catch urine from men/women 

b) Vaginal or endocervical swabs from women. 

5. NAATs must be FDA-cleared or internally validated by a lab for use with rectal or oropharyngeal swab specimens.
6. Available evidence suggests oropharyngeal C. trachomatis can be sexually transmitted to genital sites. 

7. CT may cause a variety of syndromes in which may be diagnosed and treated empirically (NGU, MPC, or proctitis)

II. Diagnosis

1. Nucleic Acid Amplification Test (NAAT) is considered diagnostic of CT

2. History:

a) Often asymptomatic

b) Symptomatic MEN may report: 

a. Penile discharge 

b. Dysuria 

c. Burning and itching around the meatus.

d. Infection spreading to the epididymis is uncommon but may cause testicular pain and swelling.

c) Symptomatic WOMEN may report: 

a. Abnormal vaginal discharge 

b. Dysuria

c. If infection spreads from cervix to fallopian tubes, may complain of: 

i. Lower abdominal pain

ii. Low back pain

iii. Nausea

iv. Fever

v. Pain with intercourse

vi. Bleeding between menstrual periods. 

d) Men or women who have receptive anal intercourse may acquire chlamydial infection in the rectum, which can cause rectal pain, discharge, or bleeding. 

e) Men or women can have pharyngeal infection if having oral sex with an infected partner. However, pharyngeal infection is often asymptomatic. Test all Men and Women that have had oral sex with a male. 

3. Examination:  

a) Oropharyngeal: often asymptomatic, often normal exam

b) Men

a. Inspection of the penis

i. Retract foreskin

ii. Inspect meatus

iii. “Milk” urethra for discharge

iv. Discharge is often whitish or clear

b. Palpation of scrotal contents

i. Possible unilateral scrotal pain

ii. Swelling or tenderness

c) Women

a. Palpate lower abdomen (for symptomatic women only)

b. Speculum examination of the vagina and cervix. Often may observe:

i. Mucopurulent cervical discharge

ii. Cervical hypertrophic ectopy and friability (edematous and bleeds easily)

c. Bimanual pelvic exam

d) Anal exam

a. Often asymptomatic

b. Possible bleeding and/or mucopurulent discharge. 

4. Laboratory:

a) NAAT 

a. Collect urine specimens (first void) on ALL males

i. If patient is unable to produce urine, urethral NAAT tests are available upon request
b. Collect vaginal specimens on ALL females 

i. Self-collected vaginal swab if asymptomatic or declines exam

I) Clinicians instruct patients according to the manufacturer recommendations

II) See Appendix C-Sample Self-Collection Posters

ii. Urine NAAT testing also available if declines exam or self-collection, or has had a hysterectomy 

c. Collect rectal specimens on females and males who report receptive anal intercourse.

i. Self-collected rectal swabs are equally sensitive as clinician-collected specimens.  

I) Clinicians instruct patients according to the manufacturer recommendations

II) See Appendix C-Sample Self-Collection Posters

d. Collect oropharyngeal swab on females or males reporting oral intercourse with male partners 

III. Treatment
1. Recommended:
a) Azithromycin 1 gram orally once

a. Preferred if 19 years old or younger, pregnant or thought to be poor risk for compliance with doxycycline

OR 

b) Doxycycline 100 mg orally twice a day for 7 days

a. Only in a non-pregnant patient 

2. Recommended in Pregnancy or Lactation
a) Azithromycin 1 gram orally once
b) Alternative, but less effective. Recommend only if unable to take azithromycin: 

a. Amoxicillin 500 mg orally three times a day for 7 days

b. Erythromycin base 500 mg orally four times a day for 7 days

3. Contraindications
a)  Doxycycline should not be used in a pregnant or lactating women 

IV. Other considerations

1. Test-of-cure (i.e., repeat testing 3-4 weeks after completing therapy) is not advised for persons treated with the recommended or alternative regimens, unless therapeutic adherence is in question, symptoms persist, or reinfection is suspected. 
a) The use of chlamydial NAAT testing at < 3 weeks after completed on therapy is not recommended because false-positive results might occur due to the continued presence of nonviable organisms 
b) Test-of-cure for pregnant women should be completed (preferably by NAAT) 3-4 weeks after completion of therapy due to risk of adverse reproductive health complications with persistent infection
c) Men and women who have been treated for chlamydia should be retested approximately 3 months after treatment, regardless of whether they believe that their sex partners where treated
d) Persons who have chlamydia and HIV infection should receive the same treatment regimens as those who do not have HIV infection. 
e) All persons receiving a diagnosis of chlamydia should be tested for HIV, Syphilis and GC
V. Medication Issues

1. Azithromycin

a) Side Effects

a. Nausea or vomiting

i. Patient instructions: usually eating with the dose makes it tolerable 

ii. If patient vomits at least 45 minutes after the dose was taken, likely it had already passed into the duodenum and another dose does not need to be given 

iii. If intact pills appear to be present in the vomitus, re-treatment is needed 

b. QT interval prolongation has been reported, including cases of torsade de pointes especially in patients with known or congenital QT prolongation, history of torsade de pointes, bradyarrhythmias, uncompensated heart failure, proarrhythmic conditions, or patients on concomitant drugs known to prolong the QT interval

b) Contraindications 

a. Hepatic dysfunction with prior azithromycin therapy

b. Hypersensitivity to azithromycin or to any product component, erythromycin, or any macrolide or ketolide antibiotic

c. Jaundice with prior azithromycin therapy

2. Doxycycline

a) Side Effects: 

a. Nausea

i. Patient instructions: usually eating with the dose makes it tolerable
b. Photosensitivity

i. The drug is a photosensitizer, meaning that skin will be more susceptible to the effects of UV rays, including sunburn 

ii. This occurs in all skin types, with the degree of effect likely to be worst with lighter skin types 

iii. Patient instructions: avoid the sun while taking medication in order to avoid sunburn, or wear protective outer covering or sunscreen 
c. Calcium binding

i. Doxycycline may be bound by minerals including calcium, which prevents absorption of the drug into the body from the intestine 

ii. Patient instructions: avoid taking medication 2 hours before or after calcium containing foods or supplements 

d. Esophagitis 

i. Doxycycline can cause irritation of the esophagus

ii. Patient instructions: take each pill with a glass of water.  Maintain upright position at least 30 minutes after each dose

b) Contraindications 

a. Pregnancy 

i. All tetracyclines are Pregnancy Category D because of effects on developing fetal bone and tooth structures 

b. Lactation

i. Adverse effects on teeth and bone in an infant, and should not be used in a lactating women 

c. Hypersensitivity to any tetracycline 

VI. Counseling 

1. Infertility Risk 

a) Untreated CT can lead to PID and its sequelae of infertility or ectopic pregnancy 
b) Repeated infection with CT appears to increase the risk of tubal damage and infertility

2. Abstain from sexual contact for 7 days regardless of treatment regimen

a) To minimize the risk for reinfection, patients should be instructed to abstain from sexual intercourse until all of their sex partners are treated. 

3. Prevention

a) Consistent condom use lowers the risk of acquiring an infection

4. Early Detection of re-infection: 

a)  Due to high rate of re-infection, all persons with CT infections, especially those younger than 25 years old, should be advised to be re-evaluated for STDs 3 months after treatment, regardless of whether the patient believes that his or her sex partner(s) were treated

VII. Follow-up
1. Persistent or recurrent symptoms-Contact supervising physician.
VIII. Management of contacts

1. Evaluation, testing and presumptive treatment should be performed for all contacts within the preceding 60 days regardless of symptoms. 

2. If the most recent contact occurred > 60 days ago, that contact should still be evaluated and presumptively treated. 

3. Clients should be given contact cards for all recent sexual contacts, to increase the likelihood that partners will be treated.

4. Treatment of contacts to Chlamydia: 

a) Contacts presenting to the clinic:

a. Follow the treatment recommendations
b) Patient-delivered partner therapy (PDPT) should be offered to all heterosexual clients with a laboratory confirmed diagnosis of CT.
a. Azithromycin 1 gram orally once is the preferred medication. 

b. Document in the medical record if PDPT was accepted or declined, partner allergies/pregnancy status (if known), the medication dispensed, number of doses, and instruction sheets provided.  Document the required information in the PDPT log.   See Appendix D. 

c) Patient-delivered partner therapy is not routinely recommended for MSM with chlamydia because of a high risk for coexisting infections. 

____________​​​______________

_____________

Physician Name/Credentials/Title

Date

Gonorrhea
Revised August 2015

The following protocol has been revised according to evidenced-based practice specific to Denver Metro Health Clinic utilizing the CDC 2015 Treatment guidelines.  The following should not be considered all-inclusive as other testing and treatment options may be available. 

I. Background 

1. Urethral infections caused by N. gonorrhea among men produce symptoms that cause them to seek curative treatment soon enough to prevent sequelae, but often not soon enough to prevent transmission to others

2. Among women, gonococcal infections are commonly asymptomatic or might not produce recognizable symptoms until complications have occurred

3. Complications of gonococcal infections include PID which can result in tubal scarring that can lead to infertility or ectopic pregnancy

4. Women aged <25 years are at highest risk of infection

5. Other women at increased risk of infection include:

a) Women with new or multiple sex partners
b) Previous N. gonorrhea infection and/or other STDs 
c) Those who engage in commercial sex work and illicit drug use 
d) Those living in communities with a high prevalence of disease

6. For all persons diagnosed with N. gonorrhea consider testing for other STDs, including chlamydia, syphilis, and HIV 

II. Diagnosis: GC can be diagnosed by a positive Gram stain, culture or NAAT result

1. History:  

a) Often asymptomatic 

b) Symptomatic may include the following signs/symptoms:  

a. Men 

i. Penile discharge 

ii. Dysuria 

iii. May also have edema and erythema of the meatus

iv. Infection spreading to the epididymis may cause testicular pain and swelling

b. Women 

i. Abnormal vaginal discharge

ii. Dysuria

iii. Intermenstrual uterine bleeding

iv. Menorrhagia that may range in intensity from minimal to severe

v. If the infection spreads from the cervix to the fallopian tubes, she may c/o various combinations of:

I) Lower abdominal pain

II) Lower back pain

III) Fever

IV) Nausea

V) Pain with intercourse 

VI) Abnormal menses

c. Men or women who have receptive anal intercourse may acquire gonorrhea infection in the rectum, which can cause:

i. Rectal pain

ii. Discharge

iii. Bleeding

d. Men or women can also have pharyngeal infection if having oral sex with an infected partner and may c/o of sore throat; however, is often asymptomatic. 

c) GC may cause complications, in which may be diagnosed and treated empirically (see epididymitis, and PID protocols) 

2. Examination for symptomatic men and women: 

a) Oropharyngeal: often asymptomatic

b) Men  
a. Inspection of penis
i. Including retraction of foreskin
ii. Inspection of meatus
iii. “Milking” of urethra for discharge 

I) Discharge is often mucoid or mucopurulent (yellow or green)

b. Palpation of scrotal contents

i. Evaluate for unilateral scrotal pain, swelling, or tenderness

c) Women

a. Palpation of the lower abdomen

b. Speculum examination of the vagina and cervix

i. Evaluate for mucopurulent cervical discharge and cervical hypertrophic ectopy (edematous and bleeds easily)

c. Bimanual pelvic exam

d) Anal

a. Often asymptomatic

b. Evaluate for bleeding and/or mucopurulent discharge

3. Laboratory:   NAAT testing will be performed on all clients requesting testing. Gram stain and cultures as outlined below.  

a) Gram stain – smear showing polymorphonuclear leukocytes (PMNs) with Gram negative intracellular diplococci (GNID) of typical morphology is diagnostic of GC. A negative Gram stain should not be considered sufficient for ruling out infection in asymptomatic men. 

a. Urethra:  Obtain on all symptomatic males 

b. Pharynx:  Gram stain is unreliable and should not be performed

c. Rectum:  Gram stain is unreliable and should not be performed

d. Endocervix :  Gram stain is unreliable and should not be performed

b) NAAT Test: Urethral and Vaginal Specimens

a. Collect urine specimens on all males 
I) If patient is unable to produce urine, urethral NAAT tests are available.
b. Collect vaginal specimens on all females

i. Self-collected vaginal swab if:

I) Asymptomatic

II) Declines exam 

III) Clinicians instruct patients according to the manufacturer recommendations 

IV) See Appendix C-Sample Self-Collection Posters
ii. Urine NAAT testing also available if:

I) Declines exam or self-collection

II) Has had hysterectomy
c. If person is having oral or rectal sex, consider rectal and pharyngeal NAAT testing. 
i. Self-collected rectal swab
I) See Appendix C-Sample Self-Collection Posters
ii. Self-collected pharyngeal swab
I) See Appendix C-Sample Self-Collection Posters 
d. Collect rectal specimens on females and males who report receptive anal intercourse.

i. Self-collected rectal swabs are equally sensitive as clinician-collected specimens.  

I) Clinicians instruct patients according to the manufacturer recommendations

e. Collect oropharyngeal swab on females or males reporting oral intercourse with a male 
III. Treatment
1. Recommended (use if no history of cephalosporin or severe [hives, anaphylaxis, respiratory compromise] PCN allergy):
a) Ceftriaxone 250 mg IM once AND
b) Azithromycin 1 gram orally once

c) As dual therapy, ceftriaxone and azithromycin should be administered together on the same day, preferably simultaneously under direct supervision
2. Alternative Treatment
a) Preferred Alternative (use if severe allergy to cephalosporin/PCN): 

a. Gentamicin 240 mg IM once AND
b. Azithromycin 2 grams orally once 

i. No additional Chlamydia therapy is needed as azithromycin is being given already

ii. Gentamicin is Category D and not recommended in pregnancy
b) Other Alternative (Non-allergic, but patient categorically refuses IM treatment): 

a. Cefixime 400 mg in a single oral dose AND
b. Azithromycin 1 gm orally in a single dose. 

c. If there is an allergy to azithromycin, doxycycline 100mg orally twice a day for 7 days can be used as an alternative.

3. Pregnancy
a) Recommended:
a. Ceftriaxone 250 mg IM once AND

b. Azithromycin 1 gram orally once OR (if unable to take azithromycin) 

c. Amoxicillin 500 mg orally 3 times a day for 7 days

b) Alternative (Non-allergic, but patient categorically refuses IM treatment):
a. Cefixime 400 mg in a single oral dose AND
b. Azithromycin 1 gm orally in a single dose 

c) Other Alternative (Use if severe allergy to cephalosporin/PCN)

i. Consult with Clinic Attending 

ii. Gentamicin is Category D and not recommended in pregnancy

d) Contraindicated:  Doxycycline is Pregnancy Category D and should not be used in a pregnant woman

4. Lactation:
a) Recommended:
a. Ceftriaxone 250 mg IM once AND
b. Azithromycin 1 gram orally once OR (if unable to take azithromycin) 

c. Amoxicillin 500 mg orally 3 times a day for 7 days

b) Contraindicated:  doxycycline should not be used in a lactating woman

5. Persons who have gonorrhea and HIV infection should receive the same treatment regimen as those who are HIV negative

6.   Persons with suspected treatment failure after treatment with alternative regimens should be treated with Ceftriaxone 250 mg as a single intramuscular dose and azithromycin 2 grams orally as a single dose. 

IV. Other considerations 

1. Dual Therapy: If the patient is returning for gonorrhea treatment who received previous syndromic treatment (i.e. NGU treatment with single antibiotic), provide dual therapy as listed in Section III.

2. Test-of-cure:  persons diagnosed with uncomplicated urogenital or rectal gonorrhea who are treated with any of the recommended or alternative regimens do not need a test-of-cure.

3. Pregnancy: all pregnant women diagnosed and treated with alternative regimen for uncomplicated gonorrhea should receive a test-of-cure one month after completing treatment. 
4. Pharyngeal GC: Any person with pharyngeal gonorrhea who is treated with an alternative regimen should return one month after treatment for a test-of-cure. 
5. Treatment failure:

a) Recurrence of symptoms is most commonly associated with reexposure. 
b) Treatment failure should be suspected with lack of resolution of symptoms in a patient with symptomatic GC, though this may also reflect infection with an organism such a T. vaginalis which would not be covered by treatment for GC and CT. 
c) Consult with attending if treatment failure is suspected.  
If antibiotic-resistant GC is suspected, obtain cultures and antibiotic sensitivity testing (AST) and NAAT at all exposure sites, consult an infectious disease specialist for treatment options, and notify your local health department.   Clinical consultation is available through the Denver PTC Warmline.
6. Disseminated gonococcal infection (DGI):  
a) DGI occurs rarely but should be suspected in:

a. Young, sexually active individuals with petechial or pustular acral (i.e. at wrists/ankles) skin lesions

b. Asymmetrical arthralgias

c. Tenosynovitis or septic arthritis.  

d. Suspected cases should be seen by the clinic physician; if DGI is thought to be present the patient must be referred for hospitalization. 
7. All persons who receive a diagnosis of GC should be tested for CT, syphilis, and HIV.

8. Medication issues:  
a) Azithromycin

a. Side Effects

i. Nausea or vomiting

I) Eating with the dose may make it more tolerable

II) If the patient vomits at least 45 minutes after the dose was taken, likely it has already passed into the duodenum and another dose does not need to be given

III) If intake pills appear to be present in the vomitus, re-treatment is needed 

b. Contraindications

i. Hepatic dysfunction with prior azithromycin therapy 

ii. Hypersensitivity to azithromycin or to any product component, erythromycin, or any macrolide or ketolide antibiotic 

iii. Jaundice, cholestatic, with prior azithromycin therapy

b) Doxycycline

a. Side Effects

i. Nausea:  
I) Patient instructions: usually eating with the dose makes it tolerable
ii. Photosensitivity:  

I) The drug is a photosensitizer, meaning that skin will be more susceptible to the effects of UV rays, including sunburn

II) This occurs in all skin types, with the degree of effect likely to be worst with lighter skin types 

III) Patient instructions: avoid the sun while taking medication in order to avoid sunburn, or wear protective outer covering or sunscreen
iii. Calcium binding:  

I) Doxycycline may be bound by minerals including calcium, which prevents absorption of the drug into the body from the intestine

II) Patient instructions: avoid taking medication 2 hours before or after calcium containing foods or supplements 

b. Contraindications

i. Pregnancy - All tetracyclines are pregnancy Category D because of effects on developing fetal bone and tooth structures

ii. Lactation - Adverse effects on teeth and bone in an infant, and should not be used in a lactating women

iii. Hypersensitivity to any tetracycline

c) Ceftriaxone:
a. Contraindications
i. Possible PCN allergy:  Do not use ceftriaxone if the patient reports hives, anaphylaxis, tongue swelling or difficulty breathing as a reaction to PCN in the past.  

ii. Simple, non-hives-type rashes to PCN are not a contraindication to use of a cephalosporin antibiotic

iii. Hypersensitivity to cephalosporins
d) Gentamicin
a. Contraindications
i. Dermatologic: Rash (3.5%)
ii. Gastrointestinal: Abdominal pain (2.2%), Diarrhea (5%), Nausea (3.7%), Vomiting (1.6%)

iii. Neurologic: Dizziness (1.7%), Headache (4.2%)
iv. Cardiovascular: Prolonged QT interval
v. Musculoskeletal: Myasthenia gravis, Exacerbation, Rupture of tendon, Tendinitis

vi. Neurologic: Peripheral neuropathy

9. Counseling

a) Abstaining from sexual contact
a. Advise abstention from all sexual contact until completion of treatment and symptoms have resolved if present.  

b. Advise the patient to abstain for 7 days.

b) Early detection of re-infection
a. Because of the high rate of re-infection, all persons with GC infections, especially those younger than 25 years old, should be advised to be re-evaluated for STDs 3-4 months after treatment, regardless of whether the patient believes that his or her sex partner(s) were treated.

c) Prevention:  Consistent condom use does lower the risk of acquiring an infection
d) HIV risk
a. Because of the association of GC and HIV infection, MSM with GC should be counseled regarding risk reduction and advised to have a follow-up HIV test in 3 months.

V. Follow-up
1. Persistent or recurrent symptoms-Contact supervising physician
VI.  Management of contacts

1. Evaluation and presumptive treatment should be performed for all contacts within the preceding 60 days regardless of symptoms.

2. If the most recent contact occurred > 60 days ago, that contact should still be evaluated and presumptively treated.

3. Clients should be given contact cards for all recent sexual contacts, to increase the likelihood that partners will be treated.

4. Treatment of contacts to GC
a) Contacts presenting to the clinic:  Follow the treatment recommendations given above (Section III) 
b) Patient-delivered partner therapy (PDPT) should be offered to all heterosexual clients with a laboratory confirmed diagnosis of GC.
a. Azithromycin 1 gram orally once AND cefixime 400 orally once is the preferred medication regimen. 
b. Document in the medical record if PDPT was accepted or declined, partner allergies/pregnancy status (if known), the medication dispensed, number of doses, and instruction sheets provided.  Document the required information in the PDPT log.   See Appendix D. 
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Syphilis

Revised July 2015

The following protocol has been revised according to evidenced-based practice specific to Denver Metro Health Clinic utilizing the CDC 2015 Treatment guidelines. The following should not be considered all-inclusive as other testing and treatment options may be available.

I. Background

1. Syphilis is a systemic disease caused by the bacterium Treponema pallidum. On the basis of clinical findings, the disease has been divided into a series of overlapping stages, which are used to help guide treatment and follow-up.

II. Diagnosis

1. History:

a) Primary: chancre or ulcer at site of infection  
b) Secondary: can produce a wide variety of symptoms, but may include a rash (most characteristic), mucocutaneous lesions, lymphadenopathy, condylomata lata, alopecia, loss of eyelashes and lateral eyebrows, fever, headache, malaise, anorexia, sore throat, myalgias, and weight loss
c) Tertiary: cardiac or gummatous lesions
d) Latent: asymptomatic

a. Early latent: within one year of infection

b. Late latent: greater than one year since infection or unknown duration
e) Neurosyphilis: Can occur at any stage of syphilis. Symptoms include headache, neck stiffness, stroke, photophobia, dizziness, memory loss, weakness or numbness of arms or legs, seizures, difficulty concentrating, problems with vision or hearing. Ocular syphilis is by definition a form of neurosyphilis; symptoms include uveitis (redness, pain, floaters, decreased visual acuity) and optic neuritis (often monocular or binocular painful visual loss). Must be evaluated by clinic attending.
2. Examination: 

a) Inspect skin of the oral cavity, trunk, extremities, genitals, perianal area, perineum, hands and feet thoroughly noting any of the following:

a. Chancre (ulcer) – typically singular lesion, at site of inoculation, painless, one to two centimeter diameter, raised indurated margin, and non-exudative base; healing spontaneously within 3 – 6 weeks

b. Rash – classically a diffuse, symmetric macular or papular, involving the entire trunk and extremities, including the palms and soles; individual lesions may be discrete red or reddish-brown and measure 0.5 to 2 cm in diameter, often scaly but may be smooth and rarely pustular  

c. Condylomata lata – large, raised, gray to white lesions, involving warm, moist areas such as mucous membranes.  Extremely infectious.

b) Inspect lymph nodes of the posterior cervical, axillary, inguinal and femoral regions - often bilateral, palpable, minimally tender, firm and rubbery 

c) If syphilis is suspected, evaluate for signs and symptoms of neurological or ocular involvement. Clinic attending to perform neurologic exam if symptoms are identified.   
a. Screening questions for neurological or ocular involvement: 
	Symptom present?
	Y
	N

	Change in or blurring of vision?
	
	

	Recent eye pain or redness?
	
	

	Spots or distortion in vision?
	
	

	Double vision?
	
	

	Light hurting eyes?
	
	

	New weakness in arms, legs, or face?
	
	

	New headache unlike usual headaches?
	
	

	Stiff neck?
	
	

	New/recent hearing loss?
	
	

	New/recent ringing of ears?
	
	

	Sign present?
	Y
	N

	Ocular injection
	
	

	Photophobia
	
	

	Nuchal rigidity
	
	

	Facial palsy
	
	


b. Clinical consultation is available through the Denver PTC Warmline.  Any patient thought to have ocular or neurosyphilis should receive LAB 2.4 million units IM prior to leaving the STD clinic. 

3. Laboratory:  NOTE: Screening can begin with either an RPR (nontreponemal test; traditional sequence screening) or an EIA (treponemal test; reverse sequence screening).  See Appendix E. for testing algorithms.  

Traditional sequence screening with RPR:

a) RPR 

a. MSM: every 3 to 6 months

b. All living with HIV: every 3 to 6 months

c. Presenting for treatment and ≥ 1 week has elapsed since last RPR

d. Previous history of syphilis with potential new exposure or risk

b) STAT RPR is indicated when the following occurs:

a. Contact to syphilis or potential exposure to syphilis

b. Any patient with genital or perianal ulcerations that are not typical of genital herpes, warts that are not typical for condylomata acuminata, any undiagnosed general skin rash, or oral ulceration suspicious of syphilis

c) Confirmation of a positive RPR: If screened with an RPR and is positive, a treponemal-specific test should be performed such as a TPPA, EIA, or FTA. 
a. If the treponemal test is positive, syphilis is confirmed.
b. If the treponemal test is negative, the RPR was a false positive. 

Reverse sequence screening with an EIA:

a) EIA – Should not be utilized in the setting of a known history of a positive syphilis test.  As EIA can remain positive for an extended time, a RPR should be used in all cases known to have a history of syphilis or a prior positive syphilis test.

a. MSM: every 3 to 6 months

b. All persons living with HIV (PLWH): every 3 to 6 months

c. Contact to syphilis or potential exposure to syphilis

d. Any patient with genital or perianal ulcerations that are not typical of genital herpes, warts that are not typical for condylomata acuminata, any undiagnosed general skin rash, or oral ulceration suspicious of syphilis


Confirmation of a positive EIA:

b) If screened with an EIA, an RPR should be performed for confirmation and for assessment of baseline titers. 
a. If RPR positive, syphilis is confirmed. 
b. If RPR negative, another treponemal-specific test should be performed such as a TPPA or FTA.
i. If this second treponemal test is positive
1. Persons with previous treatment require no further management unless re-exposed.  
2. If history suggests they may have been re-exposed, RPR should be repeated in 2-4 weeks to evaluate for early infection.
3. Persons without treatment should be offered treatment for late latent syphilis.
ii. If second treponemal test is negative: no further evaluation or treatment is indicated.  
Additional Tests

1. Rapid HIV test: anyone testing positive for syphilis. If initial HIV test is negative, recommend repeat HIV test in 3 months.

2. CSF evaluation by lumbar puncture – any patient with syphilis and symptoms or signs suggesting any of the following must be evaluated by clinic attending:
a. Neurologic disease

b. Ophthalmic disease ( should see ophthalmologist

c. Hearing loss / cranial nerve dysfunction ( should have otologic exam

d. Documented treatment failure (recurrent symptoms or ≥ 4-fold-titer rise in absence of likely re-infection)

e. Tertiary syphilis (aortitis, gumma)

Making the diagnosis
1. Primary: a chancre-like lesion, a positive dark field and positive serology defined as: 
a. +TPPA/FTA/EIA and +RPR/VDRL or 

b. +TPPA/FTA/EIA and - RPR/VDRL 

c. DMHC, in the absence of a dark field, will make the diagnosis of early syphilis based on clinical assessment findings and positive serology. 

2. Secondary: signs of systemic infection (rash most commonly) with positive serology defined as:

a. +TPPA/FTA/EIA and +RPR/VDRL  

3. Early latent: client without symptoms/signs of syphilis with positive serology defined as:

a. +TPPA/FTA/EIA and +RPR/VDRL   and 
b. Known to have had in the past 12 months a negative EIA or RPR

4. Late latent: client without symptoms/signs of syphilis with positive serology defined as:

a. +TPPA/FTA/EIA and +RPR/VDRL and 

b. No syphilis treatment or testing in the past 12 months (i.e. We presume they have been infected more than 12 months)

5. Latent of unknown duration: Client with or without symptoms for whom no prior test had been performed but there is some suspicion based on symptoms or signs that this diagnosis could be within the last year.  (These cases will be treated the same as late latent, but contact investigation is likely to be more rigorous.)

a. +TPPA/FTA/EIA and + or - RPR/VDRL

b. No syphilis treatment or testing in the past 12 months, but clinical history or presentation suggests infection might have occurred in prior 12 months.

6. Establishing a diagnosis of syphilis in a client with a prior history of appropriately-treated syphilis requires ≥ 4-fold rise in RPR titer over post-treatment baseline.

7. Persistent infection is suggested by:

a. Persistent/recurrent signs or symptoms of syphilis

b. > 4-fold increase in RPR titer

c. Or the failure of a high-titer RPR (> 1:32) to decrease > 4-fold within 12 months.

Draw TPPA for every client that has a reactive stat RPR 

III. Treatment 
For all stages of syphilis, parenteral (IM or IV) benzathine penicillin G (Bicillin L-A or LAB) is the treatment of choice, and is the only therapy with documented efficacy for neurosyphilis or syphilis in pregnancy.  
A. Early syphilis (primary, secondary, and early latent syphilis)

1. Recommended: Long-acting benzathine penicillin G (LAB) 2.4 million units IM, usually administered as two doses of 1.2 million units IM into each buttock
2. Alternative: (use only if client is allergic to penicillin and cannot be desensitized): Doxycycline 100 mg BID PO #28 for 14 days

B. Late latent syphilis and latent syphilis of unknown duration

1. Recommended: Long-acting Benzathine penicillin G (LAB) 2.4 million units IM every 7-9 days x 3 (total 7.2 million units) 
a. If a dose is missed (i.e., >9 days), call the attending to determine if the series should be restarted

2. Alternative (use only if client is allergic to penicillin): Doxycycline 100 mg PO BID #56 for 28 days
C. Pregnancy (Consult an attending for all Pregnant Women with a diagnosis of Syphilis)
1. Pregnant women should only be treated with the penicillin regimen appropriate for their stage of infection. 
2. Additional therapy may be beneficial for pregnant women.  For primary, secondary or early latent syphilis, a second dose of benzathine penicillin 2.4 million units IM can be administered 7 days after the initial dose.
3. Pregnant women treated for 3 weeks should go no longer than 7 days between doses. Missed doses should prompt restarting the series.
4. No proven alternatives to penicillin exist. In case of penicillin allergy, refer for penicillin desensitization and treatment. 
D. HIV

1. If no neurologic symptoms are present, follow stage-specific recommendations of HIV negative persons.
a. All PLWH with syphilis and neurologic symptoms should be evaluated by the clinic attending and undergo CSF examination.
2. The efficacy of alternative non-penicillin regimens PLWH has not been well studied. Patients with penicillin allergy whose compliance with therapy or follow-up cannot be ensured should be desensitized and treated with penicillin.
E. Neurosyphilis - needs to be managed in combination with the HIV/ID clinic or inpatient medicine service (hospitalization)
1. Recommended: Aqueous crystalline penicillin G, 18-24 million units IV daily for 14 days, 
Alternative: Procaine penicillin G 2.4 million units IM daily PLUS Probenecid 500 mg PO QID, both for 10-14 days, 
2. Alternative: Ceftriaxone 2 grams daily (IM or IV) for 10-14 days
3. Those with a history of penicillin or ceftriaxone allergy should be skin-tested and, if necessary, desensitized.
IV.Other considerations

A. Medication issues:  

1. Long-acting benzathine penicillin G 2.4 Million Units (LAB): 
a. Jarisch-Herxheimer reaction 
i. An acute febrile reaction frequently accompanied by headache and myalgia, and other symptoms that usually occurs within the first 24 hours following treatment for early syphilis.  
ii. Client instructions: Advise to take Tylenol every 4-6 hours during the first 24 hours to reduce these symptoms whether or not you feel sick  
b. All penicillin injections should be given in a divided dose, half of the recommended dose to the upper outer quadrant of each buttock.  
c. The patient should be asked to wait 20 to 30 minutes before leaving the clinic in case of allergic response to the medication.
d. If a client misses a dose of penicillin in the course of weekly therapy for late syphilis by > 9 days, the sequence of injections may need to be restarted, consult attending physician.  Pregnant women should not go more than 7 days between doses. 

2. Doxycycline:

a. Nausea:  

i. Client instructions: usually eating with the dose makes it tolerable
b. Photosensitivity:  

i. The drug is a photosensitizer, meaning that skin will be more susceptible to the effects of UV rays, including sunburn

ii. This occurs in all skin types, with the degree of effect likely to be worst with lighter skin types 

iii. Client instructions: avoid the sun while taking medication in order to avoid sunburn, or wear protective outer covering or sunscreen

c. Esophagitis:

i. The drug can cause severe esophagitis, especially if taken when lying down.

ii. Patient instructions: take each pill with a full glass of water and maintain an upright position for 30 minutes after each dose
d. Calcium binding:  

i. Doxycycline may be bound by minerals including calcium, which prevents absorption of the drug into the body from the intestine

ii. Client instructions: avoid taking medication 2 hours before or after calcium containing foods or supplements 
e. Contraindicated in pregnancy:  All tetracyclines are Pregnancy Category D because of effects on developing fetal bone and tooth structures
f. Contraindicated with lactation:  

i. Doxycycline has adverse effects on teeth and bone in an infant, and should not be used in a lactating woman

B. Pregnancy

1. Women treated for syphilis during the second half of pregnancy are at risk for premature labor and/or fetal distress if the treatment precipitates the Jarisch-Herxheimer reaction.  Must be evaluated by clinic attending.

Every pregnant woman regardless of OB care, should have a syphilis test performed unless one is documented in the DH system during this pregnancy. Syphilis testing should be repeated if there is active evidence of STD or exposure to STD.
V.Counseling

A. Firm adherence to the regimen is important, since missing only a few doses will significantly increase the failure rate. 

B. Advise sexual abstinence:

1. For 1 week after one-time penicillin for early syphilis therapy

2. Until completion of treatment with other regimens

VI.Follow-up
Treatment failure is common in all stages of syphilis, even with recommended treatment regimens.  In addition to resolution of signs and symptoms, the serological response is used to define cure.  

A. Follow-up Schedules: most clients should be seen on the following schedules (although visits may be individualized by the clinic physician):

1. Early syphilis (primary, secondary, early latent):  

a. Clinic examination after 1 week.

b. Repeat serology (RPR) at 6 and 12 months after treatment

2. Late latent syphilis and latent of unknown duration:  

a. Repeat serology (RPR) at 6, 12 and 24 months after treatment.  

b. Evaluate for neurosyphilis if:

i. The RPR titer increases 4-fold

ii. An initially high titer (≥ 1:32) fails to fall 4-fold in 12 to 24 months

iii. Signs or symptoms of syphilis develop

3. Neurosyphilis:  

a. Repeat serology (RPR) at 6, 12 and 24 months after treatment

b. If initial CSF pleocytosis present, repeat CSF examination at 6-month intervals until cell count is normal. 

i. If cell count not decreased after 6 months, or if CSF cell count or protein not normal after 2 years, consider retreatment.

4. PLWH
a. Early syphilis (primary, secondary, early latent)

i. Repeat serology (RPR) at 3, 6, 9, 12, and 24 months after treatment

b. Late latent syphilis 

i. Repeat serology (RPR) at 6, 12, 18, and 24 months after treatment

c. If, at any time, clinical symptoms develop, or titers rise 4-fold, CSF examination should be performed and retreated accordingly. 

d. If during 12-24 months the titer does not decline fourfold, CSF examination should be performed and retreated accordingly.

B. All clients with active syphilis should be advised to have a follow-up HIV test in 3 months.

VII. Management of contacts

A. Treatment

1. Sexual partners of infected clients should be considered at risk and provided treatment if they have had sexual contact with the patient:

a. Persons who were exposed within the 90 days preceding the diagnosis of primary, secondary, or early latent syphilis in a sex partner might be infected even if seronegative; therefore, such persons should be treated presumptively for early syphilis.

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

c. Persons exposed to individuals with latent syphilis who have high non treponemal serologic test titers (greater than 1: 32 should be treated presumptively as if the index case had early syphilis, as high titers may be indicative of early syphilis. 

2. Treatment of contact of clients with primary, secondary, early latent syphilis, latent of unknown duration, and late latent syphilis who have high RPR test titers (i.e., ≥1:32) 
a. Long-acting benzathine penicillin G (LAB) 2.4 million units IM

3. Contacts of clients with late latent syphilis (titers ˂ 1:32):

a. Test the contact for syphilis and treat according to those results.
Examination of contacts should include the same as those that present with Syphilis

For clients that are a contact to syphilis, the following must be completed and documented in the client’s chart:

1. A full physical exam including the inside of the mouth, skin (palms of hands, arms, chest, back), palpation of lymph nodes, genital exam including a speculum exam for females. Anyone reporting rectal intercourse must have a visual inspection of their anus and therefore if they are being tested for GC/CT, the nurse can collect that sample. 

2. Collect a stat RPR 

B. Partner Notification
1. Refer all clients with syphilis to CDPHE DIS staff for partner notification interview.

2. If DIS not available, staff should recommend to the patient for their sexual partners to be evaluated. Partners who should be evaluated depends on the client’s diagnosis: 

a. Primary syphilis: Sexual partners within last 3 months plus the duration of symptoms for persons 

b. Secondary syphilis: Sexual partners within last 6 months plus duration of symptoms

c. Early latent syphilis: Sexual partners within last 1 year 

Syphilis Health Check (SHC) Information:  If a client has a rapid positive SHC, the following process will take place:

1. Obtain results.
2. If RPR is positive, tx per protocol

3.  Draw an RPR if it has been greater than 7 days from the last RPR result 

4. If RPR is negative tx is dependent upon TPPA results

____________​​​______________
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Appendix A:  Sample Physical Examination Procedures
THE FEMALE PHYSICAL EXAMINATION
Preparation for the Exam

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

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

2. Inspect face for lesion and/or rash.
3. 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.

4. Inspect oral cavity:  Use a tongue blade and light to perform oropharynx examination which consists of checking the posterior pharynx, under the tongue, and buccal and labial mucosa.  Note pharyngitis, ulcers, mucous patches, and/or condyloma acuminata.  Collect a pharyngeal GC/CT NAAT, if indicated by sexual 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.   

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

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

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

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

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

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

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

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

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

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

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

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

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

Internal examination of the Bartholin’s glands:  

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

Internal procedure for “milking” urethra for discharge:  

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

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

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

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

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

Internal examination:

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

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

Laboratory

Collect a vaginal or endocervical GC/CT NAAT and a wet mount if indicated (and a STAT laboratory or trained clinician is available to perform a wet mount).  Proper specimen collection and handling of vaginal samples is crucial for accurate results.  
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.  The clinician may collect a rectal GC/CT NAAT, as indicated based on exposure. 
Instruct patient to remain on the examination table for bimanual examination.

Steps in performing a bimanual examination:

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

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

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

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

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

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

7. Examine the cervix.

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

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

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

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

9. Examine adnexal structures.

10. Pull back vaginal hand to clear cervix.

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

14. Pull back and repeat on the left side.

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

THE MALE PHYSICAL EXAM:

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

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

2. Inspect face for lesion and/or rash.
3. 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.

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

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

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

1. Explain procedure to the patient.

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

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

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

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

Palpation and inspection of the penis:

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

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

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

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

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

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

3. Lift scrotum to visually inspect posterior side.

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

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

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

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

Anus:
Inspect the anus and perianal area, if indicated by sexual history.  The clinician may collect a rectal GC/CT NAAT, as indicated based on exposure. 
Appendix B:  Sample Specimen Collection Instructions 

NAAT urine test (preferred method for males): Collect after male physical exam and before female exam
1. Ensure that the patient has not voided within the last hour prior to collection.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8. Tightly screw the cap onto the tube.

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

OR

NAAT endocervical swab:

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

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

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

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

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

6. Place in biohazard bag with requisition form when required.
Rectal NAAT:  
1. Stand patient at the end of the examination table facing the length of table.  Ask patient to bend forward until his elbows are resting on the examination table.
2. Insert the blue shaft swab 3 - 5 cm into the rectum and rotate against the rectal wall several times.  Move swab from side-to-side in the anal canal to sample crypts.  If it is difficult to adequately visualize the anus, request that the patient assist by grasping a buttock in each hand and gently spreading the opening for specimen collection.

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

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

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

Pharyngeal NAAT:
a. Swab back of throat and tonsillar area with a sterile applicator in the test kit.

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

c. Recap the tube tightly.

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

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

Rectal Gonorrhea Culture (Only indicated when antibiotic resistance is suspected):

1. Stand patient at the end of the examination table facing the length of table.  Ask patient to bend forward until his elbows are resting on the examination table. 

2. Insert sterile swab approximately 1-1.5 inches in the anal canal. Move swab from side-to-side in the anal canal to sample crypts.  

3. If it is difficult to adequately visualize the anus, request that the patient assist by grasping a buttock in each hand and gently spreading the opening for specimen collection.

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

5. Repeat the process if the swab is grossly contaminated with feces.  

6. Swab appropriate culture media supplied by laboratory.

Pharyngeal Gonorrhea Culture (Only indicated when antibiotic resistance is suspected):

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

c. Swab appropriate culture media provided by laboratory.

d. For patients with a bulky tongue, a tongue depressor is used to provide better exposure of the pharynx.  
Wet Mount

Test tube collection technique:

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

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

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

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

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

6. Cover slip the first sample.

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

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

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

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

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

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

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

5. Cover slip the first sample.

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

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

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

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

Appendix C:  Sample Self-Collection Posters 

Sample GC/CT NAAT pharyngeal, rectal, and vaginal self-collection visual aids are available for order through the University of Washington STD Prevention Training Center. http://uwptc.org/
[image: image1.png]



Appendix D:  Sample PDPT Partner Information Sheets and Log
Date Given ________________

SAMPLE PARTNER FACT SHEET FOR

CHLAMYDIA TRACHOMATIS
Name of Clinic

Address and Phone

Name of Medical Director

Patient-Delivered Partner Treatment for Chlamydia

You have been exposed to Chlamydia.  You may have Chlamydia even if you feel fine and have no symptoms.  

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 __________.  Tell them you were told by a partner to call.  There is a $_____ 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 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 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 with in 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.  Call the clinic if you have questions.

Do not take this medicine if you are having pain in your abdomen, pelvic area, groin area, or your testes – 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.  Sometimes there is 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 __________.  If your symptoms are severe – especially if it is hard to breathe – or it is after clinic hours, call 911.  

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

Date Given ________________

MODEL PARTNER FACT SHEET FOR

CHLAMYDIA TRACHOMATIS
Name of Clinic

Address and Phone

Name of Medical Director

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 y no tiene síntomas.

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 _________.  Mencione que su pareja le dijo que llamara.  El costo por el examen y el tratamiento es $____ 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.  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.  A veces, ocurren dolores del estómago y diarrea.  En casos muy raros, se provoca picazón, fiebre, o problemas en respirar.  Si tiene algunos de estos síntomas debe llamar a la clínica - _____________ - o a su doctor particular.  Si tiene una reacción severa, especialmente problemas respirando, llame al 911.

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 proteger contra la clamidia y otras enfermedades transmitidas sexualmente.  Se recomiendan para prevenir infección. 

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.

Date Given ________________

SAMPLE PARTNER FACT SHEET FOR

GONORRHEA
Name of Clinic

Address and Phone

Name of Medical Director

Patient-Delivered Partner Treatment for Gonorrhea

You have been exposed to gonorrhea.  You can have gonorrhea even if you feel fine and have no symptoms.  

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 __________.  Tell them you were told by a partner to call.  There is a $___ 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 with in the last 2 months to get checked for gonorrhea.

TREATMENT:  cefixime (Suprax) 400mg (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 __________.  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.  Call the clinic if you have questions.

Do not take this medicine if you are having pain in your abdomen, pelvic area, groin area, or your testes – 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.  

Date Given ________________

MODEL PARTNER FACT SHEET FOR

GONORRHEA
Name of Clinic

Address and Phone

Name of Medical Director

Medicamento Entregado a Su Pareja para el Tratamiento de

 Gonorrea Contagiosa

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 _________.  Mencione que una pareja le dijo que llamara.  El costo por el examen y el tratamiento es $___ 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.
Pasos Próximos:

· .  

· Es importante regresar a la clínica para hacer otro análisis y asegurarse que no tiene infección.

TRATAMIENTO: 
cefixime 400mg (una 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 - _____________ - 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.  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. 
Pasos Próximos:

· Tome el medicamento recetado.

· Vaya a la clínica una semana después de terminarse la medicina

· Le harán un análisis adicional para averiguar que no tiene infección.

· Es muy importante tomar el tratamiento adecuado antes de obtener el análisis.  

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.

PATIENT-DELIVERED PARTNER THERAPY LOG  
	DATE
	INDEX PATIENT
	CHART #
	Zithromax

1GM PO
	LOT / EXPIRATION  DATE
	# OF DOSES
	Cefixime

400 MG PO
	LOT / EXPIRATION  DATE
	# OF DOSES
	NURSE INITIALS

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


NURSE SIGNATURES:  _________________________________

Appendix E: Sample Syphilis Testing Algorithms
Asymptomatic Clients: Treponemal Screening Test (Recommended)

	Screening Test
	Recommended for
	Recommended timeframe

	EIA*+
	MSM
	3 to 6 months

	
	All living with HIV
	3 to 6 months

	
	Contact to syphilis
	As needed



	
	Rash/sore suspect of syphilis
	

	
	Presenting for treatment with no record on file
	


*If EIA is reactive, an RPR will be performed.

+For patients with history of syphilis, a non-treponemal test should be used for screening.

Asymptomatic Clients with Previous History or Treatment of Syphilis: 

	Screening Test
	Recommended for
	Recommended timeframe

	RPR
	Presenting for treatment and ≥ 1 week since last RPR
	As needed

	
	Previous history of syphilis
	


If treponemal screening test not available, use a non-treponemal screening test. See below:

Asymptomatic Client: Nontreponemal Screening Test

	Screening Test
	Recommended for
	Recommended timeframe

	RPR
	MSM
	3 to 6 months

	
	All living with HIV
	3 to 6 months

	
	Previous history
	As needed


STAT Diagnostic Testing

	Diagnostic Test
	Recommended for
	Recommended timeframe

	Stat RPR
	Contact to syphilis
	As needed



	
	Rash/sore suspect of syphilis
	


	Diagnostic Test
	Recommended for
	Recommended timeframe

	TPPA + RPR
	Contact to syphilis
	As needed

	
	Rash/sore suspect of syphilis
	


Confirmation Tests for Diagnosis of Syphilis

Contact to Syphilis: Diagnostic Testing

	Diagnostic Test
	Recommended for
	Recommended timeframe

	Stat RPR
	Contact to syphilis
	As needed

	
	Rash/sore suspect of syphilis
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