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Introduction

A Study Group on Management of Sexually Transmitted Diseases Patients
met in Geneva from 3 to 6 July 1990. Dr G. Torrigiani, Director, Division
of Communicable Diseases, WHO, opened the meeting on behalf of the
Director-General.

Sexually transmitted diseases (STD) are among the most common causes
of illness in the world. Although the exact size of the problem is unknown,
there is at least one new STD consultation per 100 persons per year in
industrialized countries, while in many developing countries STD rank
among the top five diseases for which health care services are sought.
Worldwide, figures would be much higher if age-specific consultation rates
were available for the age group 15-44 years.

The morbidity resulting from STD continues to make severe demands on
the human and economic resources of communities. Pelvic inflammatory
disease (with its complications of infertility, ectopic pregnancy and chronic
pelvic pain), post-inflammatory urethral stricture, congenital syphilis,
ophthalmia neonatorum and cervical cancer often result from failure to
diagnose and treat STD at an early stage.

The 20 or more microorganisms that are predominantly or commonly
transmitted by sexual activity and that cause the many STD syndromes
have been joined during the last decade by the human immunodeficiency
virus (HIV), which leads to AIDS, an ultimately fatal disease. The close
relationship between HIV infection and the other STD is emphasized by
the growing recognition that both ulcerative and nonulcerative STD
facilitate the transmission and acquisition of HIV during sexual contact. To
provide higher-quality and more comprehensive care, and to avoid wasting
scarce resources, services to manage patients with STD will need to
integrate with, or be closely linked to, the prevention of HIV infection and
AIDS and the care of those affected by them.

Whether for diarrhoeal diseases, tuberculosis or STD, effective patient
management remains the cornerstone of control programmes. The task of
the Study Group was to develop a guide for the adequate and
comprehensive management of patients with STD within the broader
context of control, prevention and care programmes for STD and HIV
infection.

It is recognized that care for patients with STD and HIV infection will be
provided by many different services and individuals, both medically
qualified and otherwise, and that resources and training will vary
considerably. They may include:

— categorical STD clinics;

— hospital outpatient and inpatient departments;

— primary health care centres;

— centres delivering mainly preventive care, such as maternal and child
health facilities, family planning clinics, and youth centres;



— individual physicians, ranging from general practitioners to specialists,
often in private practice;

— pharmacies and drugstores;

— traditional healers;

— self-styled “doctors” (quacks) and street vendors of antibiotics.

The purpose of the present report is to encourage the best possible overall
management of patients with STD, within whichever medical setting of the
health-care system these are encountered. It is, however, mainly intended
for professionals responsible for improving the care and prevention of
STD in defined areas, often at the primary health care (PHC) level.

The Group realized that continuing changes in the understanding of the
epidemiology, etiology and management of STD, including HIV infection,
pose a formidable challenge and defy efforts to design all-inclusive
approaches and procedures applicable to all settings. However, with
proper adaptation, the present report should prove useful to clinicians and
health-care administrators charged with the integration of STD control
activities into an existing PHC structure. The Group felt strongly that
better patient management, even under highly imperfect conditions,
attracts patients, promotes control and achieves the twin aims of all STD
programmes — to reduce transmission and prevent morbidity.

Drawing on a previous WHO document! in its discussions, the Group
emphasized:

‘e Diagnosis and treatment, the aim being rapid, inexpensive, simple,
accurate diagnosis and inexpensive, effective treatment.

® Patient testing as a case-finding strategy for certain STD, including
gonorrhoea, chlamydial infection, syphilis, HIV infection and cervical
cancer.

e The notification and management of sexual partners;, partner
notification has an important role in STD control strategies and needs
to be included in patient management wherever resources and cultural
conditions permit. .

e Information, education and communication, and counselling;
educational messages should relate to the patients’ actual STD, but also
include risk-reduction counselling appropriate both to the patient
group concerned and to individual risk behaviour.

¢ The reporting of STD cases; reporting by “clinicians” is the major
component of most STD surveillance systems.

e QOperational research; this is particularly needed to determine the best
ways to manage patients, taking into account local factors, such as the
availability of clinical, diagnostic and treatment services, as well as
cultural and political ones.

" Simplified approaches for sexually transmitted disease (STD) control at the primary health
care (PHC) Jevel. Geneva, World Health Organization, 1985 (unpublished document
WHO/VDT/85.437; available on request from the Programme of Sexually Transmitted
Diseases, World Health Organization, 1211 Geneva 27, Switzerland).
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Some current obstacles to STD control at the PHC level

In many developing countries facing health problems associated with high
morbidity and mortality, trained personnel, laboratory facilities and funds
are all extremely limited. Frequently, health centres must satisfy the needs
and demands of the 80-90% of the population living in the rural and
periurban areas. In the best case, they are staffed by medical and/or
auxiliary workers and act as the first referral services for primary health
care. These centres are expected to deliver integrated community health
care, including curative and preventive services, and 10% or more of their
daily workload may be related to STD and their complications. However,
diagnostic facilities at the PHC level are often either limited (microscopes
only) or nonexistent. Furthermore, even in centres with access to better
laboratory facilities, the delays in the reporting of test results and the
limitations of the techniques used for STD detection may hinder timely
treatment of infectious cases. Long waiting times for consultations, scarcity
of drugs, and poor service are often encountered.

As aresult, a varying but usually large proportion of STD patients resort to
self-treatment or are managed by traditional healers, drug vendors,
pharmacists, and self-styled practitioners outside the officially supported
STD and public health services. Patients who can afford the expense seek
care from private physicians, who seldom provide partner management
and rarely report STD cases or follow official treatment guidelines.

In some countries where prostitution is believed to play a significant role in
the transmission of STD, “control programmes” tend to devote their
resources almost exclusively to providing some measure of preventive
STD diagnosis and treatment for these women. Unfortunately, such
programmes are often of poor technical quality, reach only a small
proportion (probably less than 20%) of the total prostitute population, and
have failed to achieve a demonstrable impact on STD morbidity in the
community. In addition, prostitute control programmes may interfere with
the introduction of other STD control measures. Health policy-makers are
frequently satisfied that, by implementing “prostitute control”, enough is
being done and additional resources need not be devoted to STD problems
in the country.

A further difficulty is that antimicrobial resistance of STD organisms has
become a major problem in most developing countries and has rendered
some of the low-cost drug regimens useless. In addition, adoption of
treatment policies found effective elsewhere has led to serious
consequences in some settings (e.g., inadequate treatment of infections
due to penicillinase-producing Neisseria gonorrhoeae [PPNG]| following
abandonment of silver nitrate prophylaxis).

For all the above reasons, it is important that patients who seek care for
STD/HIV-related problems, as well as their sexual contacts, be identified,
properly managed, and referred, if necessary, to a higher level. The Group
believed that the design, implementation, and evaluation of appropriate



2.1

patient management protocols would not only contribute to these ends but
would also have additional value as a means of assessing and improving
other STD and HIV-infection control efforts.

General principles of STD control at
the PHC level

The main aims of STD control are:

1.

To interrupt the transmission of sexually transmitted infections.

2. To prevent the development of STD and their consequences.

This can be accomplished by:

1.

Reducing disease exposure by advising individuals at risk to avoid
sexual contact with persons who have a high probability of being
infected.

Preventing infection by promoting the use of condoms or other
prophylactic barriers.

Detecting and curing disease by providing effective and efficient
diagnostic and treatment facilities, and promoting health-seeking
behaviour.

Limiting the complications of infection by providing early and effective
treatment for both symptomatic and asymptomatic patients and their
contacts.

Strategies for STD control

The above aims can be achieved by means of the main STD control
strategies discussed below, of which treatment, health education, the
management of sexual contacts and partner notification are considered in
detail in subsequent sections or annexes.

Disease detection

* This strategy is implemented by using the following three tools:
1.

Screening, i.e., the ascertainment of the probability of disease in
populations or individuals not directly seeking health care, e.g.,
serological screening for HIV in blood donors or for syphilis in selected
groups in the community.

Case-finding, i.e., the use of clinical and/or laboratory tests to detect
infection in individuals seeking health care for other reasons, e.g., a
serological test to detect syphilis in patients admitted to hospitals or in
pregnant women attending antenatal clinics.

Diagnosis, i.e., the application of clinical and laboratory procedures to
detect the cause of infection in individuals who present with symptoms
and signs presumed to be caused by STD pathogens, e.g., the serological
testing of patients with lesions suggestive of secondary syphilis or
endocervical culture for Neisseria gonorrhoeae and Chlamydia trachomatis
in women with lower abdominal pain and pelvic tenderness.
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Treatment

Treatment is defined as the application of drugs, surgical procedures and
other interventions to cure the patient’s disease or ameliorate the
symptoms. STD treatment usually refers to the application of
antimicrobial regimens. The selection of an appropriate drug is
determined by:

1. Efficacy, i.e., the ability to cure the disease. When coexisting infections
are common, preference is given to drug regimens that can cure more
than one of the STD infections likely to be present.

Safety, i.e., the absence of toxicity or side-effects.

Convenience and compliance, i.e., the ease with which the health
worker can administer the drug and the patient receive it, and of patient
compliance.

4. The cost and availability of the drug.

W

Health education
This strategy consists of the following components:

1. Information, i.e., activities that increase individual and community
awareness and knowledge of STD.

2. Education, i.e., efforts aimed at producing positive changes in attitudes
and in health and health-seeking behaviours in STD and their
prevention.

3. Counselling, i.e., efforts aimed at increasing compliance with the
clinician’s advice and instructions on treatment, avoidance of
re-exposure, risk reduction and consistent use of condoms by
risk-takers, and active collaboration in the referral of sexual partners. In
patients attending health services, it is one of the mainstays of patient
management.

Management of sexual contacts

This activity may be a direct result of patient counselling, which may
include motivating the patient to assume an active role in bringing contacts
for evaluation and treatment, or it may be implemented as an active search
for STD contacts by health personnel (for further information on partner
notification, see section 8). The appropriate management of STD patients
must include the management of known contacts, in particular the regular
sex partner (husband/wife) and the source of infection. This will often
involve the application of full treatment regimens to all sexual contacts.

Clinical services

Clinical services are usually provided at a clinic, hospital, private
practitioner’s office, health post, drugstore, or other facility providing the
necessary privacy for the patient-clinician encounter.! Most of the

" In this report the term “clinician” will be used to designate any person actually diagnosing and
treating patients (e. g., health worker, pharmacist, or midwife) and not physicians alone.
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strategies outlined in section 2.1 are implemented within this context. Thus
the clinician tries to provide adequate management by:

— detecting or ruling out disease,

— giving treatment, if necessary,

— counselling the patient regarding disease prevention,

— advising the patient on treatment compliance,

— ensuring that the patient’s contact(s) are evaluated and treated.

The clinician must realize that treatment of a case is only a part of proper
STD management and control. The identification and treatment of sexual
contacts, who are often asymptomatic, is important in limiting disease
transmission in the community, and in preventing reinfection and the
development of complications. '

Support services

In order to provide proper STD management, the following support
services are necessary:

o Professional and technical training, to ensure that health personnel
have the necessary knowledge and skills and the proper attitudes
and behaviour to work in STD control.

® Laboratory services, since such services are extremely important in
improving both patient management and the quality of epidemiological
data. Unfortunately, such services are seldom available at the
peripheral level.

e [nformation systems aimed at ensuring the flow of information between
the peripheral, intermediate and central levels, and permitting
epidemiological surveillance and the planning and evaluation of
control activities. An adequate information system should include data
gathering, collation, analysis and feedback.

Administration

An administrative system is necessary to support and supervise STD
control activities and strategies. A person or group with managerial and
policy-making skills should form part of the STD control programme.
These administrators need not be STD specialists or even health workers,
and will often have responsibilities extending beyond STD control and
covering other PHC services (e.g., immunization, orodental care, family
planning). A designated person must be administratively responsible for:

— planning, directing and organizing activities,

— procuring and administering resources, including drugs and other
supplies,

— evaluating the results of STD control activities.
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National centres

In each country and/or region there will usually be individuals with the
knowledge and skills necessary to establish a viable STD control
programme. Unfortunately, this national or regional expertise is often not
recognized or used sufficiently by health authorities. Whenever possible,
these experts should be brought together in a group representing the
various disciplines (e.g., clinical medicine, microbiology, laboratory
science, epidemiology, behavioural science and health adminstration) and
institutions (e.g., academic and professional organizations, social security
institutes, the army and labour or private organizations) necessary for STD
control. In some countries, the formation of such a group of experts, aided
by community leaders and others from public and private organizations,
has resulted in the development or strengthening of a national “STD
centre of excellence”, which then becomes the technical-scientific and
policy-making focus for STD control. This centre can:

— provide professional and technical training,

— actas areference laboratory,

— conduct operational research (especially the highly necessary
evaluation of appropriate diagnostic tests and treatments),

— conduct epidemiological surveillance activities,

— guide supervision, evaluation and policy-making activities.

Integration of STD control at the PHC level

Categorical STD control programmes and special STD clinics are effective
but expensive, and the latter, in particular, usually reach only small
segments of the population. Owing to the scarcity of categorical resources
and the predicted worldwide increase in the sexually active population at
risk, the health problems posed by STD will have to be addressed within
the framework of existing PHC services. The STD control strategies and
components outlined above need not be implemented as a “special” or
categorical programme.

Thus, although a categorical technical-scientific and supervisory focus
should continue to be maintained at the central level, the persistently high
prevalence of STD, especially in some developing countries, and their
facilitating role in the transmission of HIV infection, argue for broadening
the basis of STD and HIV-infection control activities within the context of
general health services. The most feasible approach is to increase the
contribution of the PHC level to STD prevention and control.

The cornerstone of STD control, whether a categorical or an integrated
approach is adopted, must be the clinical services, in other words the
provision of appropriate and adequate STD patient management. STD
patients in some PHC facilities have already been managed by
nonspecialist clinicians, mainly using a syndrome-based approach,
following the guidelines contained in the WHO document previously

'mentioned (see page 2). The experience accumulated in the use of these
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guidelines, the spread of HIV infection and its relationship with the other
STD, and the increase in the antimicrobial resistance of several sexually
transmitted pathogens have all necessitated the updating of STD
management protocols.

General principles of the design of STD
management protocols

The management protocol is a flow-chart outlining the actions that should
be taken by the clinician in order to manage a patient’s problem in the light
of the epidemiological, clinical, and therapeutic information available. The
most highly structured protocols take the form of an algorithm or decision
tree.

Initial steps

Whenever possible, the person responsible for PHC or for STD control
should seek the assistance of two or more interested professionals with
knowledge of STD and/or HIV infection, including their clinical
management, to form a working group to help adapt or design and write
the protocol(s). ‘

Problem identification

The health problem(s) caused by sexually transmitted infections and
selected for management by protocol should be of medical and public
health importance in terms of frequency of presentation, burden on the
health services, seriousness of consequences if undetected and untreated,
and amenability to medical intervention. The presenting symptoms, signs,
or clinical syndromes of the STD problems to be addressed at the PHC
level should be identifiable by health workers who have not received
extensive clinical training.

Assessment of health-care practices and policies
in the community

Data on local treatment practices will be useful in designing STD
management protocols. The characteristics of the community and
health-care delivery system that may influence (negatively or positively)
protocol implementation should be carefully considered (e.g., accept-
ability of nonmedical personnel, utilization of local clinics and ability
to pay for medical services or supplies).

Identification of users of the protocols

It is also important to establish who will use the protocols, since their
complexity and the amount of information required will vary, depending
on whether the user is a general practitioner with access to laboratory tests
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in an urban setting, on the one hand, or a rural village health worker, on the
other. Some countries may even want to make the protocols available to de
facto “STD healers” and drug vendors. This does not constitute official
endorsement of their activities but recognition of the fact that in some
communities many patients will seek help from them first.

Technical information on etiology, diagnosis and treatment

As part of the design of the protocol(s), the working group should review
relevant information on STD morbidity from the medical literature,
statistical data, hospital and outpatient records, etc. When no information
can be obtained or very little is known about the causative organisms of
common syndromes in a given location, the working group will have to
make educated guesses. In some instances it will be necessary or desirable
to conduct limited clinical microbiological studies to define further the
causes of certain syndromes as well as the response of the organisms to
various treatment regimens. When relevant, the group should also collect
and review information on laboratory diagnostic tests (sensitivity,
specificity, cost, etc.) and methods of treatment (efficacy, cost,
convenience, safety, availability, antimicrobial resistance, etc.). Ad hoc
operational research studies on test evaluation and clinical trials
(controlled and uncontrolled) may sometimes be needed. Information
from neighbouring countries and adjacent areas may prove useful.

Protocol design

Before a protocol is developed, a clear statement of the signs and
symptoms that constitute the syndrome under consideration (“case
definition”) should be made for operational purposes. To be useful, a
protocol should be:

— sensitive, i.e., correctly identify patients with a particular health
problem related to sexually transmitted infection(s);

— specific, 1.e., identify patients requiring other forms of management or
having other conditions;

— feasible,i.e., capable of being implemented with the available resources;

— practical, i.e., follow the logical actions and procedures of the clinician
who will implement it;

— cost-effective, i.e., achieve the intended results at acceptable cost;

— relevant,i.e., appropriate to the health problems, the setting, the patient
and the practitioner; and

— adaptable, i.e., amenable to changes in both setting and time. Ideally,
patient management protocols should be drawn up separately for each
level of care and also be acceptable to private clinicians.

Testing of the protocol

Once the protocol has been designed, it is highly desirable for it to be tested
and evaluated in a small demonstration or pilot project before it is used in
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PHC services. Changes in design and corrections to recommended
treatment regimens will often be made at this stage. It is important to
remember that local disease patterns and resources may vary widely and
that different area-specific management protocols will sometimes be
required within the same country. In other cases, similarities between
countries may permit the design and implementation of protocols that are
effective over a wide area.

STD management protocols at the PHC level

Some of the more common STD clinical syndromes and problems seen at
the PHC level are dealt with here and examples given of protocols that can
be adapted to local circumstances. The protocols are proposed by the
Study Group as examples, based on the experience in clinical management
of STD of members of the Group, and on a limited number of field
evaluation studies. It is recommended that these protocols, or their
national or locally adapted versions, be evaluated in well designed studies.

The protocols are intended to help the clinician to manage the patient on
the basis of the epidemiological, clinical and therapeutic information
available. Some of this information may only be based on “best guesses”.
The protocols are therefore designed to provide a framework for
evaluation and treatment, but are not intended to replace clinical
judgement. It is appreciated that some patients will not fit the clinical
conditions described here.

The quality of care provided by several of the simplest protocols can be
significantly improved by the addition of microscopy (e.g., in urethral
discharge in males and vaginal discharge; see Annex 1) because it often
permits the use of more specific and less costly treatment methods. Where
appropriate, the protocols are presented as algorithms (decision trees);
these should be read from top to bottom and, usually, left to right.

In the algorithms, capital letters in square brackets (e.g., [A]) within a box
refer to notes or comments. These are an essential part of the algorithms,
since all the information necessary for their use cannot be presented in
graphic form or contained in the boxes.

The reader is advised to proceed as follows in studying a decision tree:

1. First, read the algorithm through without reading the notes, in order to
grasp its basic structure. A clinician experienced in managing sexually
transmitted infections should not expect to agree with everything in the
algorithm, as there often are more ways than one in which it can be
written.

2. Read the algorithm again slowly, paying careful attention both to the
notes and to the end-point of each branch (boxes with double borders).
It may be helpful to pencil in comments at this stage, since rewriting an
algorithm can aid understanding.
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3. Finally, imagine using the algorithm to manage patients presenting
with different STD syndromes.

A careful history should be taken and a genital examination always carried
outbefore an algorithm is applied. For most patients, inspection of the skin
and mouth and palpation for swollen lymph glands should also be routine.

Two additional remarks concerning the algorithms should be made:

1. One of the interventions encountered in many algorithms is “health
education and counselling”. Section 9 of this report deals in greater
detail with this activity. It suffices here to emphasize that its principal
objectives are prevention of future episodes of STD, prevention of
transmission of a current infection, treatment compliance and
collaboration in partner notification.

2. A component of many algorithms is “examine and treat partner(s)”.
The decision to undertake partner notification, and the subsequent
examination and/or treatment of partners in the case of an
unconfirmed diagnosis, should be taken on the basis of the local
epidemiology of the condition suspected, the management resources
available and local cultural factors.

Urethral discharge
Definition

In urethral discharge, exudate is present in the anterior urethra; the
discharge is often accompanied by dysuria or urethral discomfort.

Background information

Importance

Urethral discharge is the most common presenting complaint of men with
STD. Untreated urethritis may lead to epididymitis and complications
such as infertility and urethral stricture.

Etiology

In men with a history of sexual contact, urethral discharge is usually caused
by Neisseria gonorrhoeae, Chlamydia trachomatis or Ureaplasma
urealyticum, and rarely by other STD agents (e.g., Trichomonas vaginalis).
For practical purposes, STD-related urethritis is subdivided into
gonococcal urethritis, produced by N. gonorrhoeae, and nongonococcal
urethritis (NGU), usually caused by C. frachomatis or U. urealyticum.
Noninfectious traumatic urethritis resulting from excessive manipulation
of the penis may be seen in some patients.

Gonococcal urethritis tends to produce more severe symptoms and has
a shorter incubation period (2-3 days) than NGU (1-3 weeks). Con-
sequently, some clinicians in areas with high gonococcal prevalence rely
on the characteristics of the urethral discharge to differentiate between
gonorrhoea (abundant, purulent) and NGU (scanty to moderate; white,

1
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mucoid, or serous). The quantity and appearance of the discharge can be
used to distinguish accurately between gonococcal and nongonococcal
urethritis in about 75-80% of patients who have not urinated recently; it
cannot, of course, be used to diagnose dual infections with N. gonorrhoeae
and C. trachomatis.

The vast majority of cases of urethritis in the developing world are caused
by N. gonorrhoeae, although the number of patients with concomitant
C. trachomatisinfection is increasing. In the industrialized countries, NGU
is more common than gonococcal urethritis; C. trachomatis can be isolated
from 25-50% of men with NGU and from 15-30% with gonococcal
urethritis.

Treatment -

The choice of an effective regimen is crucial (see Annex 2). In countries
where gonococci are still known to be sensitive to tetracyclines, the
treatment regimen for NGU may also cure gonorrhoea. However, the
prevalence of various types of gonococcal antimicrobial resistance is
increasing in many countries and the choice of an effective treatment for
gonorrhoea may be difficult. National or local health authorities need to
consider the following before recommending any therapeutic regimen:

— the prevalence of p-lactamase-producing gonococci in the area and the
level of chromosomally mediated resistance to penicillin, tetracycline,
and other antimicrobial agents;

— the recommendations made by WHO expert groups and relevant
institutions, and in neighbouring countries or regions;

— the results of local clinical trials.

Recommendations for the treatment of uncomplicated anogenital

gonococcal infections are given in Annex 2. In general, a supervised,
single-dose regimen is preferred at the PHC level.

Subjective complaints

Most patients complain of pus dripping from the penis and/or burning or
pain on urination.

Objective findings

Physical examination

In uncircumcised men it is important to check that the secretion is coming
from the urethral meatus and not from the glans (as, e.g., in balanitis [see
section 4.7], genital ulcer [see section 4.4], or phimosis). The appearance of
the discharge may range from abundant and purulent to scanty and
mucoid. It may be necessary to “milk” the urethra in order to see the

- discharge, or to re-examine after the patient has held urine for at least

12
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Laboratory tests

Microscopic examination of a smear of urethral discharge stained with
methylene blue or safranin or by Gram’s method (see Annex 1) can be
carried out immediately to detect gonococcal urethritis (pus cells with
characteristic intracellular diplococci) or NGU (pus cells without
intracellular diplococci). If properly performed, the sensitivity and
specificity of the stained smear of urethral exudate should be greater than
95% for gonococcal urethritis. Concomitant nongonococcal infections
will not be identified by this method.

A leukocyte-esterase test strip dipped in first-catch urine provides for the
simple and noninvasive detection of urethritis in men, and is especially
helpful in asymptomatic patients. It has a sensitivity of >70%, but cannot
differentiate between gonococcal and nongonococcal infections.

In some PHC settings, culture facilities for the isolation of N. gonorrhoeae
are available, but there is a delay of two or more days in obtaining the
results, which are, therefore, not helpful in guiding initial management.
Cultures are important, however, when isolation of the gonococcus is
required, as when monitoring p-lactamase production and antimicrobial
susceptibility.

Culture facilities for C. trachomatis, U. urealyticum, and other STD agents
are usually not available at the PHC level and, even when available, will not
aid in the initial decision to treat the patient.

Management plan

In the absence of laboratory support, algorithm 1 should be used for a
patient with urethral discharge. If microscopy facilities are available to
examine a stained smear of the urethral discharge, the management
protocol can be made more specific (algorithm 2). The full treatment
regimen should be used for sexual contacts.

Vaginal discharge
Definition

STD-related vaginal discharges are abnormal in colour, odour and/or
amount. The discharge may be accompanied by pruritus, genital swelling,
dysuria, or lower abdominal or back pain (see also section 4.3).

4.2.2 Background information

Importance

Although vaginal discharge is the most common gynaecological complaint
of sexually active women, not all vaginal discharges are abnormal or
indicative of an STD. Gonococcal or chlamydial infections can lead to
pelvic inflammatory disease and complications of infertility and ectopic
pregnancy. Infants born to women with untreated gonorrhoea or

13



Algorithm 1
Urethral discharge (in the absence of laboratory support)

Urethral discharge
confirmed by clinician

Treatment for gonorrhoea and chlamydial

infection
Health education and counselling
Examine and treat partner(s) [A]
(Follow-up, 7-14 days after treatment [B]
Clinical cure
Discharge persists —l
Assess: treatment compliance good Assess: treatment compliance bad
and reinfection unlikely and/or reinfection likely
Refer Start protocol again

[A] Notification and treatment of female partners of men with urethritis are of the highest priority as one
of the best ways of identifying women at high risk of having asymptomatic gonococcal and
chlamydial infections.

[B] Patient may be advised to return only if symptoms persist.

14



Algorithm 2

Urethral discharge (microscopy available)

| Urethral discharge

Al |

Stained smear of urethral specimen [B] l

[

|

1

|

> 5 PMN per
oil-immersion field;
ICDC present [C]

> 5 PMN per
oil-immersion field;
ICDC absent [C]

< 5 PMN per
oil-immersion field;
ICDC absent [C]

Treatment for gonor-
rhoea and chlamydial
infection

Treatment for chlamydial
infection
Health education and

No treatment
Re-evaluation if com-
plaints persist [E]

Health education and counselling Health education and
counselling Examine and treat counselling
Examine and treat partner(s) D]
partner(s) D]

Follow-up, 7-14 days after treatment [F] ‘

Clinical cure

Discharge persists ‘

Assess: treatment compliance good
and reinfection unlikely

Assess: treatment compliance bad
and/or reinfection likely

Refer Start protocol again

[A] Complaints of urethral discharge or dysuria without objective sign of urethral discharge can be
investigated similarly.

[B] A positive leukocyte-esterase test of first-catch urine can serve as an alternative for the detection of
urethritis. It will not, however, differentiate between gonococcal and nongonococcal urethritis.

[C] PMN: polymorphonuclear leukocytes; ICDC: intracellular diplococei; magnification  of
oil-immersion objective: X 100.

[D] Notification and treatment of female pariners of men with urethritis are of the highest priority as one
of the best ways of identifying women at high risk of having asymptomatic gonococcal and
chlamydial infections.

[E] Patient should be advised to hold urine for at least 3 hours before the return visit.

[F] Patient may be advised to return only if the symptoms persist.
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chlamydial infections may develop ophthalmia neonatorum if eye
prophylaxis is not provided at birth (see section 4.9).

Etiology

Trichomonas vaginalis, Candida albicans, and a combination of
Gardnerella vaginalis and vaginal anaerobes (“bacterial vaginosis”) cause
vaginal discharge directly, while N. gonorrhoeae and C. trachomatis do so
indirectly via cervicitis and cervical discharge. Extensive first-episode
human (alpha) herpesvirus 1 or 2 (herpes simplex virus) infection may also
cause visible cervical, vaginal and vulval exudate. Careful history-taking
should reveal whether a vaginal discharge has been caused by a chemical
vaginitis, due to topical self-medication or repeated vaginal cleaning with
abrasive substances.

In many countries, the prevalences of trichomoniasis and candidiasis are
very similar (30-40% of women seeking care for STD), but those of
gonococcal and chlamydial infections vary. As in urethritis in males,
co-infection with C. trachomatis is common in women with gonorrhoea
(up to 50%).

Treatment

Factors to be taken into account in selecting treatment include pregnancy
status, patient discomfort, and the most likely cause. Except in candidiasis
and bacterial vaginosis, which are not usually sexually transmitted, the
regular sex partner should be included in the management of all cases.
Suspicion of a gonococcal or chlamydial infection warrants immediate
treatment of the patient and her partner(s). Treatment schedules for
specific diseases causing vaginal discharge are given in Annex 2. Pregnant
women should not receive tetracycline.

4.2.3 Subjective complaints

Both the patient’s and the community’s perception of what constitutes
“abnormal vaginal discharge” may vary. In general, most women with this
syndrome will complain of the soiling of undergarments, excessive
secretions, changes in colour and/or odour, itching, dysuria, dyspareunia,
redness of the vulva, and sometimes lower abdominal pain (see section
4.3). Pregnancy status should be determined by taking a careful menstrual
history.

4.2.4 Objective findings

16,

Clinical examination

A proper gynaecological examination may not be possible when an
examination table, gloves, and speculum are not available or when the
patient refuses to be examined for cultural or religious reasons. The
patient’s complaints may then be the only basis for management (see
algorithm 3).



Algorithm 3
Vaginal discharge (vaginal examination and laboratory tests not possible)

Vaginal discharge [A]

Treatment for trichomoniasis/bacterial
vaginosis

Treatment for gonorrhoea/chlamydial
infection if history of high risk, or if
prevalence of gonorrhoea and/or
chlamydial infection exceeds 10-20%
in patients with vaginal discharge [B]

Health education and counselling

Follow-up, 7-14 days after treatment [C] ‘

Clinical cure
l Discharge persists l
Assess: treatment compliance good Assess: treatment compliance bad
and reinfection unlikely and/or reinfection likely
Treatment for candidiasis Start protocol again
Follow-up, 7-14 days after
treatment [C]
Clinical cure

Discharge persists

Refer

[A] If vaginal discharge is accompanied by lower abdominal pain or pain on moving the cervix, use the
appropriate “lower abdominal pain” algorithm (see section 4.3).

[B] History of high risk includes: prostitution; sexual contaci with a person with an STD; history of
previous STD; young age, i.e., << 20 years. In the case of ireatment for gonorrhoea and chlamydial
infection, treat and examine partner(s) taking into account local cultural and epidemiological
factors.

[C] Patient may be advised to return only if symptoms persist.
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If a clinical examination can be performed, the following situations may
arise:

1. Table but no gloves or speculum. Inspect the vulva and introitus for
discharge, rashes, erosions, ulcers (if an ulcer is present, see section 4.4
on genital ulcer) and palpate the lower abdomen. If palpation is painful,
refer to section 4.3 on lower abdominal pain; otherwise use algorithm 3.

2. Table and speculum, but no gloves. Inspect the external genitalia and
palpate the lower abdomen. After introducing the speculum, determine
the characteristics and origin (vaginal, endocervical) of the discharge.
Mucopurulent discharge exuding from the endocervix often denotes
infection with N. gonorrhoeae and/or C. trachomatis. Algorithm 4 can
be used in these cases. If an ulcer is present, see also section 4.4 on
genital ulcer.

3. Table and gloves, but no speculum. Inspect the vulva and, if indicated,
perform a bimanual pelvic examination to aid in the diagnosis of
pregnancy and pelvic inflammatory disease. If mobilization of the
cervix elicits pain, see section 4.3 on lower abdominal pain; otherwise
use algorithm 3.

4. Table, speculum, and gloves. Inspect the vulva. After introducing the
speculum, determine the characteristics and origin of the discharge
and, if indicated, perform a bimanual pelvic examination. Algorithm 4
can be used. If ulcers are present, see also section 4.4 on genital ulcer; in
the case of pain on mobilizing the cervix, see section 4.3 on lower
abdominal pain.

Laboratory tests

Although desirable, culture facilities are usually not available at the PHC
level. Where a microscope is available, wet-mount microscopy may be
useful in differentiating between trichomoniasis, candidiasis, and
“bacterial vaginosis” (KOH test, ratio of pus cells to epithelial cells, and
presence of “clue cells”) (see Annex 1). If Gram stains are used for
diagnosis, the quality and validity should be tested under local conditions.
In general, Gram stains are not helpful in diagnosing gonorrhoea in
females (sensitivity of 20-50%, and variable specificity). Simple, rapid,
nonculture tests for the diagnosis of gonococcal and chlamydial infections
are being developed and evaluated.

4.2.5 Management plan

18

Because of the low sensitivity and specificity of the symptoms and signs
indicative of gonococcal and chlamydial infections in women,
management based on clinical findings alone is very unsatisfactory.
However, at the PHC level, this may be the only approach possible. Its
value can be increased by taking a careful history, which should always
include information on sexual contact with any partner with known or
suspected STD, e.g., contact with a man with urethritis (see section 4.10).

Depending on the resources available, algorithm 3, 4 or 5 can be used.



Algorithm 4

Vaginal discharge (speculum examination possible, but no laboratory support)

[ Vaginal discharge

[A] |

l Speculum examination

l;

l

|

Profuse, runny or mal-
odorous vaginal discharge
(BI

White, curd-like vaginal
discharge [B]

Inspect and clean cervix
with large cotton swab

Treatment for
trichomoniasis/bacterial
vaginosis

Health education and
counselling

Treatment for candidiasis
Health education and
counselling

Mucopus in cervix

l

Treatment for gonorrhoea
and chiamydial infection

Examine and treat
partners [C]

Health education and
counselling

Follow-up, 7-14 days after treatment

D] |——

Clinical cure

LDischarge persists

and reinfection unlikely

Assess: treatment compliance good

Assess: treatment compliance bad
and/or reinfection likely

Refer

Start protocol again

[A] If vaginal discharge is accompanied by lower abdominal pain or pain on moving the cervix, use the

appropriate “lower abdominal pain” algorithm (see section 4.3).

[B] In addition, the pH paper test can be used: if pH lower than 4.5, ireat for candidiasis; if pH higher
than 4.5, treat for trichomoniasis/bacterial vaginosis.

[C] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors.

[D] Patient may be advised ioc return only if sympiomatic.
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Algorithm 5

Vaginal discharge (speculum examination and microscopy possible)

Vaginal discharge

(Al

microscopy

Speculum examination and wet-mount

I

|

Trichomonads present
and/or profuse, runny
malodorous discharge

Yeasts, present and/or
white, curd-like
discharge

Inspect and clean cervix
with large cotton swab

Treatment for
trichomoniasis/bacterial
vaginosis (B]

Examine and treat
partner(s) if tricho-
monads seen

Health education and
counselling

Treatment for candidiasis
Health education and
counselling

Follow-up, 7-14 days after treatment

LMucopus in cervix [C]

l

Treatment for gonorrhoea
and chlamydial infection

Examine and treat
partner(s) [D]

Health education and
counseliing

[E] }—/

Clinical cure

[ Discharge persists

and reinfection uniikely

Assess: treatment compliance good

Assess: treatment compliance bad
and/or reinfection likely

Refer

Start protocol again

[A] If vaginal discharge is accompanied by lower abdominal pain or pain on moving the cervix, use the

appropriate “lower abdominal pain” algorithm (see section 4.3).

[B] Bacterial vaginosis has a tendency to recur, but is not considered to be sexually transmitted, or to

require partner notification.

[C] Some clinicians may choose to Gram-stain a cervical smear. However, if mucopus is seen exuding
from the endocervix, the results of the Gram-stain should not influence treatment decisions.

[D] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors. :

[E] Patient may be advised to come back only if symptomatic.
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4.3 Lower abdominal pain
4.3.1 Definition

Lower abdominal pain in women is often associated with pelvic
inflammatory disease. This is a diagnostically inexact term used to denote
suspected or proven pelvic infections in women (e.g., salpingitis,
endometritis, parametritis, oophoritis, pelvic peritonitis) caused by
microorganisms which generally ascend from the lower genital tract to
invade the endometrium, fallopian tubes, ovaries and peritoneum.

4.3.2 Background information

Importance

Sexually transmitted pelvic infections are a major cause of infertility,
ectopic pregnancy, and chronic pain. Pelvic inflammatory disease is a
common reason for admission to gynaecological wards and emergency
rooms. Complications, such as tubo-ovarian abscess, require major
surgical procedures and may cause death. Common sexually transmitted
pathogens that cause pelvic inflammatory disease are N. gonorrhoeae,
C. trachomatis, and perhaps Mycoplasma hominis. Facultative and strictly
anaerobic bacteria are also frequently found, especially in clinically severe,
recurrent infections. Postpartum and postabortion ascending infections,
although usually related to lack of hygiene and poor obstetric care, may
occasionally be associated with gonococcal and/or chlamydial infections.
The presence of intrauterine devices (IUD) favours the development of
pelvic inflammatory disease, particularly in the month following insertion.

Treatment
If a diagnosis of pelvic inflammatory disease is made, at least 10 days of
antibiotic treatment are necessary and treatment of recent male partners
for gonorrhoea and/or chlamydial infection should be recommended (see
Annex 2).

4.3.3 Subjective complaints

Mild to severe lower abdominal pain, which may first be noticed during or
shortly after the menses and which is sometimes associated with fever
and/or the symptoms discussed under vaginal discharge (see section 4.2),
should make the clinician suspect pelvic inflammatory disease and inquire
about any similar previous attacks.

4.3.4 Objective findings

Physical examination

The clinician should exclude medical-surgical emergencies (e.g., septic
abortion, intestinal obstruction, ruptured bowel, appendicitis and ectopic
pregnancy) and evaluate for:

— lower abdominal tenderness,
— vaginal discharge (see section 4.2),



— ulceration (also of external genitalia, see section 4.4),

— presence of an IUD,

— open cervix, abortion tissue seen or felt,

— tenderness on cervical movement,

— adnexal tenderness and/or masses on bimanual examination,
— temperature > 38°C.

Laboratory tests :

Direct wet-mount microscopy of a vaginal specimen is necessary. The
presence of pus cells in numbers exceeding those of the epithelial cells
suggests infection of the lower genital tract.

4.3.5 Management plan

Depending on the clinical facilities and the ability to examine the patient,
algorithms 6 and 7 are suggested for patients presenting with lower
abdominal pain.

4.4 Genital ulcer

4.41 Definition

A genital ulcer is defined as a loss of continuity of the skin of the genitalia.
Genital ulcers may be painful or painless and are frequently accompanied
by inguinal lymphadenopathy.

4.4.2 Background information
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Importance

Genital ulcers are a common cause of consultation in tropical countries
and, depending on their cause, may have serious consequences, such as
late symptomatic syphilis, mutilating lesions and enhanced transmission of
HIV.

Etiology

Common STD agents producing genital ulcers are Treponema pallidum,
Haemophilus ducreyi, Calymmatobacterium granulomatis (Donovania
granulomatis), C. trachomatis (serovars L1-L3), and human (alpha)
herpesvirus 1 or 2 (herpes simplex virus). Ulcers due to trauma can
become infected by bacteria.

The causes of genital ulcers vary according to the setting. In studies in
central, eastern and southern Africa, H. ducreyi infection (chancroid)
accounted for 40-60% of all cases; T. pallidum (syphilis) for 5-30%;
C. trachomatis (chlamydial lymphogranuloma or lymphogranuloma
venereum) for 0-15%; human (alpha) herpesvirus 1 or 2 for 4-18%, and
Calymmatobacterium granulomatis (granuloma inguinale) for 0-1%. In
Thailand, chancroid outnumbers syphilis (30:1) as a cause of genital
ulcers. STD frequently accompanied by buboes include syphilis, chancroid
and first episodes of genital herpes; in the case of lymphogranuloma



Algorithm 6
Lower abdominal pain (only external abdominal and genital examination possibie)

Lower abdominal pain

Abdominal rebound tenderness
and/or guarding?
|

N!o

Last menstrual period overdue?
Recent abortion or delivery? —Yes—| Gynaecological referral
Menorrhagia or metrorrhagia?

l

—Yes— Surgical referral

NIO
Lower abdominal tenderness and/ Treatment for PID
or vaginal discharge and/or fever ——Yes— Examine and treat pariner(s) [B]
and/or risk factors for PID? [A] Health education and counselling
No ‘ Review after 3-7 days
Advise patient to return Not improving: Improving:
for re-evaluation if pain refer continue treatment
persists

[A] Risk factors for pelvic inflammatory disease (PID) include: recent insertion of IUD; sexual partner
with a history of urethral discharge and/or treatment for gonorrhoea or NGU.

[B] Inthe absence of a confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors.

venereum, buboes are often the sole manifestation. Painless, indurated
lesions are most often syphilis; painful, easily bleeding sores are most often
chancroid; the presence of vesicular lesions or superficial, cropped
erosions indicates herpetic infection.

Treatment

Treatment regimens for diseases causing genital ulcer(s) are given in
Annex 2.

4.4.3 Subjective complaints

Patients usually complain of a sore or sores on the genitalia.
Uncircumcised males may complain of penile discharge or inability to
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Algorithm 7

Lower abdominal pain (speculum and bimanual examination possible, with or

without microscopy)

Lower abdominal pain

Abdominal rebound tenderness
and/or guarding?

—Yes—

Surgical referral

|
Nlo

Last menstrual period overdue?
Recent abortion or delivery?
Menorrhagia or metrorrhagia?

——Yes—

Gynaecological referral

I
N|o

Mucopus exuding from cervix
and/or tenderness on cervical move-
ment and/or adnexal tenderness?

—Yes—

Treatment for PID
Examine and treat partner(s)
Health education and counselling

[A]

|
NIO

Adnexal mass present?

.

|
NIO

Review after 3-7 days J

[
L l

Advise patient
to return for
re-evaluation if
pain persists

Not improving: Improving:
refer continue
treatment

[A] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors.

retract the prepuce. Females may complain of a burning sensation on
urination if ulcers are present on the vulva.

4.4.4 Objective findings
Physical examination

The number and characteristics of the lesions should be noted.
Examination of females may be difficult in some settings but should be
performed whenever possible. The presence of inguinal buboes should be
noted. Gloves should be worn for palpation.

Laboratory tests

Generally, diagnostic tests for this syndrome are not useful for initial
treatment decisions made at the peripheral level. When available, Giemsa
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Algorithm 8

Genital ulcer (without laboratory support)

Genital ulcer

Vesicular lesion(s) present or history L Yes—| Herpes management
of vesicular lesions, often recurrent? P g
No
Treat for syphilis and chancroid ~ [A]
Examine and treat partner(s) (B]
Health education and counselling
Follow-up after 7 days
Improving? —Yes—| Clinical cure
!
NIO
Refer

[A] Combined treatment for both syphilis and chancroid is recommended, except in areas where
chancroid is very uncommon. Where granuloma inguinale occurs, treatment for this condition

should also be considered.

[B] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account

local cultural and epidemiological factors.

or Wrights stain for Calymmatobacterium granulomatis, dark-field
microscopy for syphilis, serological tests for syphilis, or cultures for
H. ducreyi can provide additional information, which may lead to a more
disease-specific treatment approach.

4.4.5 Management plan

Because genital ulcers often differ in appearance from textbook
descriptions, in areas where both chancroid and syphilis are common,
initial management should be appropriate to both diseases. To develop
useful management protocols, knowledge of the relative frequencies of the
different ulcer diseases in the area is of crucial importance.

In areas where laboratory support is not available, algorithm 8 is
recommended. If no genital ulcer is seen but vesicular lesions are present,
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Algorithm 9

Genital ulcer (with laboratory support)

Genital ulcer J

Vesicular lesion(s) present or history
of vesicular lesions, often recurrent?

—Yes—| Herpes management

T

Serological test for syphilis and/or
dark-field microscopy positive?

]

Treat for syphilis
—Yes— Examine and treat partner(s)
Health education and counselling

N]o
Treat for chancroid [A]
Examine and treat partner(s) [B]

Health education and counselling

rFoI'Iow—up after 7 days

Follow-up after 7 days l | Improving?
Y(les
Improving? ——Yes— Clinical cure
N|o

|
Repeat serological

test for syphilis

Positive l } Negative

}_

Enter algorithm at
“Treat for syphilis”

Refer

[A] Where granuloma inguinale occurs, treatment for this condition should also be considered.

[B] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account

local cultural and epidemiological factors.
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4.5
4.51

the patient should be advised to keep them clean and dry. If a genital ulcer
is present, treatment for both syphilis and chancroid should be given at the
initial visit, as recommended above. If no improvement is noted at
follow-up, the patient should be referred.

If facilities for dark-field microscopy and/or serological tests for syphilis
are available at the initial visit, algorithm 9 should be used. The use of
serological tests or dark-field microscopy to identify or exclude syphilis
may be less relevant for patient-management decisions where mixed
infections (syphilis and chancroid and/or herpesvirus infection) occur
frequently. Testing of the algorithm is urgently needed in such situations.

Inguinal bubo
Definition

An inguinal bubo is an enlargement of the lymph glands in the groin area.

4.5.2 Background information

Etiology

Except in the case of lymphogranuloma venereum caused by
C. trachomatis serovars L1-L3 (chlamydial lymphogranuloma), a bubo is
rarely the sole manifestation of an STD and is usually found together with
the etiologically related genital ulcer (see section 4.4). Nonsexually
transmitted local or systemic infections (e. g., infections of the lower limb)
can also cause inguinal adenopathy.

4.5.3 Subjective complaints

Most patients complain of pain and swelling in the groin although buboes
can be painless. It is important to find out how long there has been a
problem and whether there was a preceding genital ulceration.

4.5.4 Objective findings

Buboes can be unilateral or bilateral. Palpation may reveal pain or
fluctuation. In males, care should be taken to retract the prepuce to look for
ulcers.

4.5.5 Management plan

Management of patients with buboes is important because inadequate
treatment can lead to rupture with chronic fistulization and scarring.
Algorithm 10 should be used, but if genital ulcers are present, the genital
ulcer algorithm (see section 4.4) must be applied. In a patient with inguinal
bubo without accompanying genital ulcer, tetracycline treatment should
be given for 2 weeks. Fluctuant buboes require aspiration through adjacent
healthy skin. If buboes persist, the patient should be referred. In principle
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Algorithm 10 -
Inguinal bubo

Enlarged and/or painful inguinal

lymph nodes [A]
Genital ulcer present? If Yes
0 Use “genital ulcer” algorithm

Treat for lymphogranuloma
venereum [B]

Examine and treat partner(s) [C]

Health education and counselling

[ Follow-up after 7-14 days ‘

| improving? —Yes —] Clinical cure [D]

No

Refer

[A] Exclude syphilis if the buboes are painless. If syphilis cannot be excluded, add syphilis treatment.

[B] Even after an initial ulcer has healed some chancroid and lymphogranuloma venereum buboes can
progress to fluctuation and rupture. Fluid from fiuctuating buboes should be aspirated through
adjacent normal skin. They should not be incised for drainage.

[C] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors.

[D] Ensure that the treatment course is fully completed.
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4.6
4.6.1

the same treatment should be offered to sexual partners, taking into
account local cultural and epidemiological factors as well as the presumed
causative organism (see Annex 2).

Human immunodeficiency virus infection, including AIDS
Definition

Infection with the human immunodeficiency virus (HIV) can give rise to
transient symptoms of general malaise, but is usually symptomless. For the
purposes of this report, a person with acquired immunodeficiency
syndrome (AIDS) is defined by the Study Group as a person infected with
HIV, and suffering either from conditions related to a deteriorating
immune system, or from the direct effects of the virus (e.g., neurological
conditions).

4.6.2 Background information

Importance

HIV is the most deadly of all the sexually transmitted agents. By 1990,
there were an estimated 5-10 million HIV-infected people throughout the
world, and hundreds of thousands had already died of AIDS. It is likely
that no country will be completely spared by the pandemic and that much
of the impact of the disease will be experienced at the PHC level.

Etiology

There are at least two types of HIV capable of infecting humans and
causing AIDS. In this report, HIV will be used to denote both HIV-1 and
HIV-2.

Antibody testing

AIDS is a late manifestation of infection with HIV, most people infected
with HIV remaining asymptomatic for long periods. HIV infection is often
diagnosed by means of antibody tests. Detectable antibody usually
develops within 3 months after infection. A confirmed positive antibody
test means that a person is infected with HIV and is capable of transmitting
the virus to others. Although a negative antibody test usually means that a
person is not infected, infection from a recent exposure cannot be ruled
out. If antibody testing is related to a specific exposure, the test should be
repeated after 3 and 6 months.

Antibody testing for HIV begins with a screening test, usually an
enzyme-linked immunosorbent assay (ELISA). If the screening test is
positive, it is followed by a more specific confirmatory test, most
commonly the Western blot. New antibody tests that are easier to perform
or more accurate are being developed and licensed. Positive results from
screening tests must in principle be confirmed before being considered
definitive.
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Latency period

The time that elapses between infection with HIV and the development of
AIDS ranges from a few months to more than 10 years. Most people
infected with HIV will eventually develop some symptoms related to that
infection. In one cohort study, AIDS developed in 48% of a group of
homosexual men within 10 years of infection, but additional AIDS cases
are expected among those who have remained AIDS-free during that
period.

Symptoms and signs

The symptoms and signs relating to HIV infection are not specific, and
might be due to a number of other diseases, as the clinical picture is to a
large extent dictated by the presence of various opportunistic infections.
To solve this diagnostic problem, various clinical case definitions have
been proposed and field-tested, including the “WHO clinical case
definition for AIDS in adults” and the “CDC case definition for AIDS for
surveillance purposes”. In some definitions, the symptoms are
hierarchically ordered in order to increase the specificity, while others are
simpler and more suitable for use at the PHC level. The case definition
adopted should be tested for diagnostic sensitivity and specificity, and
adapted if necessary.

Infants born to women with HIV infection

An estimated 30-40% of infants born to women with HIV infection may
also be infected with HIV. Infected neonates are usually asymptomatic,
and HIV infection cannot at present be easily diagnosed at birth. A
positive antibody test may reflect passively transferred maternal
antibodies, and the infant must be observed over time to determine
whether neonatal antibodies are present. Infection may not become
evident until the child is 12-18 months of age. The mother might have been
asymptomatic at the time of delivery and her HIV status unknown.
Recognition of HIV infection in pregnancy permits health-care workers to
inform patients about the risk of transmission to the infant and the risks of
continuing pregnancy.

4.6.3 Management plan
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If a patient presents with symptoms and signs suggestive of HIV infection,
algorithms 11 and 12 can be used to assess the likelihood of such infection.
These algorithms presuppose a fairly sophisticated level of diagnostic
skills. For a more detailed discussion, reference should be made to a
WHO document.! The Study Group proposed alternative algorithms
which might be more suitable for use at the PHC level (see
Annex 3); studies of the operational value of the various algorithms are
urgently needed.

1 Clinical management guidelines for HIV infection in adults. Geneva, World Health Organization
(unpublished document).



Algorithm 11
Symptomatic HIV infection (HIV test not available [A])*

Suspected symptomatic HIV

infection [B]
Any cardinal findings? [C] E Yes
]
NIO
Two or more characteristic Yes
findings? (D] >
|
No
|
One characteristic finding? [D] L Veg—| Two or more associated | Ves—1
findings? [E]
|
NIO No
Three or more associated L Ves—1 Any epidemiological risk factors? L Yes—
findings? [E] [F]
I
NIO No
Two or more associated HIV status unknown
findings? [E] +—Yes—| Treat symptoms and refer for
HIV-testing
i
N|o
Probably not HIV-related | Probably HIV-related
Treat symptoms, and reassess if any Treat symptoms and refer for HIV-testing
epidemiological risk factors apply  [F]

@ For notes, see also pages 32 and 33.

[A] Either an ELISA or a rapid test.

[B] This algorithm is intended to aid in the clinical management of suspected HiV-infected persons; it
is not intended to replace the “WHO clinical case definition for AIDS in adults” or the “CDC case
definition for AIDS for surveillance purposes™.

[C] Cardinal findings:
— Kaposi's sarcoma (intraoral or generalized or rapidly progressive or invasive),
— Pneumocystis carinii pneumoniz,
— toxoplasmic encephalitis,
— oesophageal candidiasis,
— cytomegaloviral retinitis.
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Algorithm 12

Symptomatic HIV infection (HIV test available [A])?

Suspected symptomatic HIV

infection [B]
LAny cardinal findings? [C] I| Yes
|
NIO
Two or more characteristic Yes
findings? [D] b
|
No
|
_One characteristic finding? [D] L Yes—1 Two or more associated L Ves—
findings? [E]
No No
Three or more associated L Yes—| Any epidemiological risk factors? L Yes—|
findings? [E] [F]
No No
Two or more associated - Ves— Positive laboratory test for v
findings? [E] €™ HIV infection? [ Tes
i |
No No

|

Probably not HiV-related
Treat symptoms, and reassess if any
epidemiological risk factors apply

[F]

& For notes, see also pages 31 and 33.

[D] Characteristic findings:

~ oral thrush (in person not taking antibiotics),

— hairy leukoplakia,

Probably HIV-related
Treat symptoms and refer for
HIV-testing, as indicated

— cryptococcal meningitis (may be a cardinal finding in Africa),
— miliary, extrapulmonary or noncavitary pulmonary tuberculosis,
— herpes zoster, present or past, particularly multidermatomal, age << 50 years,

— severe prurigo,

— Kaposi's sarcoma (other than defined above),
~ high-grade B-cell extranodal lymphoma.
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[E] Associated findings:
— weight loss (recent, unexplained) of mare than 10% of baseline body weight, if assessable,
— fever (continuous or intermittent) for more than 1 month,
— diarrhoea (continuous or intermittent) for more than 1 month,
— ulcers (genital or perianal) for more than 1 month,
— cough for more than 1 month,
— neurological complaints or findings (especially seizures, peripheral neuropathy (motor or sensory),
focal central motor or sensory deficits, dementia, and progressively worsening headache),
— generalized lymphadenopathy,
— drug reactions (previously not seen), e.g., to thiacetazone or sulfonamides,
— skin infections (severe or recurrent), e.g., warts, dermatophytosis,
— seborrhoeic dermatitis.

[F] Epidemiological risk factors:

1.

4.7
4.7

4.72

Present or past high-risk behaviours:

— intravenous drug use,

— multiple sexual partners,

— sexual partner(s) with known AIDS or HIV infection,

— sexual partner(s) with known epidemiological risk factor or from an HIV-endemic region,
— males having penetrative sexual contact with males.

. Recent history of genital ulcer.
. History of transfusion, after 1975, of unscreened blood, plasma or clotting factor; or screened

blood or blood products from an area with high prevalence of HIV infection.

. History of scarification, tattooing, ear piercing, circumcision using nonsterile instruments.

The patient should be treated for the presenting condition, and may need
referral for final diagnosis or management. Health education and
counselling are of the utmost importance, not only to prevent infection of
those still uninfected and further transmission by those already infected,
but also to help the patient to cope with the knowledge of being infected.

Notification and evaluation of partner(s) are essential if the chain of
transmission is to be broken.

Many people may present for HIV testing because they fear that they are
infected. These cases are considered in section 4.10.
Balanitis/balanoposthitis

Definition

Inflammation of the glans (balanitis) and the prepuce (posthitis) may occur
simultaneously. A mild to profuse superficial exudate may be present and
should be distinguished from urethral discharge (see section 4.1) by direct
inspection. If possible, the patient should be re-examined after
sub-preputial irrigation with saline or water.

Background information

Importance
This condition is a less common cause of consultation, but can result in
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considerable discomfort (irritation, itching, etc.) and, rarely, severe
infection.

Etiology

Lack of good hygiene is a predisposing factor, especially in uncircumcised
males. Microorganisms commonly causing balanitis are staphylococci,
streptococci, Candida albicans, and anaerobic fusospirochaetes. Most
partners show no signs of infection, but may have candidiasis or
pathological vaginal discharge; spread from a female partner is common.
The most common cause of severe balanitis is Candida albicans. Some
pathological conditions, e.g., diabetes, predispose to candidiasis, so that
the urine should always be tested for sugar.

4.7.3 Subjective complaints

The patient usually complains of a swollen, spotty or itching penis.

4.7.4 Objective findings

Physical examination
The glans and/or prepuce may show erythema, oedema, desquamations,
erosions, and/or exudate.

Laboratory tests

Wet-mount microscopy with KOH will show fungal pseudohyphae or
spores between epithelial cells in cases of candidiasis. A Gram stain may
be useful in demonstrating large numbers of Gram-positive cocci in
clusters or chains or Gram-negative fusospirochaetes.

4.7.5 Management plan

Algorithm 13 should be used. Clinical examination and laboratory
findings (when available) will guide treatment. If ulcers are present, the
“genital ulcer” algorithm should be used (see section 4.4); in the presence
of urethral discharge, see section 4.1.

4.8 Scrotal swelling

4.81 Definition

Scrotal swelling can be caused by trauma, a tumour, torsion of the testis or
epididymitis. Inflammation of the epididymis is usually accompanied by
pain, oedema and erythema and sometimes by urethral discharge, dysuria,
and/or frequency. The adjacent testis is often also inflamed (orchitis),
producing epididymo-orchitis.

4.8.2 Background information

Importance

When not effectively treated, STD-related epididymitis may lead to
infertility. Sudden onset of unilateral swollen scrotum may be due to
trauma or testicular torsion and requires immediate referral.
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Algorithm 13

Balanitis/balanoposthitis

foreskin

[tching and/or weeping glans and/or

Prepuce retractable?

Yes

—{ Ulcer present

'_

Use “genital ulcer”
algorithm

*{ Discharge from urethra '—

No ulcers or urethral discharge

ointment

Local hygiene, wash with soap and water
Paint area with agueous solution of
gentian violet [A] 0.5% or antifungal

Follow-up after 7-14 days

Improving?

Use “urethral discharge”
algorithm

—Yes—

Clinical cure

(B]

No

Refer

[A] International Nonproprietary Name: methylrosanilinium chloride.

[B] Treatment may have ic be

continued.
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Etiology

Causative sexually transmitted agents are C. trachomatis, N. gonorrhoeae,
and very rarely Treponema pallidum. Mycobacterium tuberculosis is a
relatively common cause in some developing countries, while
Gram-negative bacilli, especially of the family Enterobacteriaceae, and

Pseudomonas aeruginosa are common causes in older men with

complicated urinary tract infections. Mumps virus is a causal agent in
postpubertal males.

Epididymitis is a fairly common disease, although accurate incidence data
are rarely available.

4.8.3 Subjective complaints

The patient presents with an acute onset of a painful swollen scrotum
which is almost always unilateral. In STD-related epididymitis, there is
often either a recent history of urethral discharge or such a discharge can
be seen on physical examination. Sudden onset or a history of trauma or of
recurrent urinary tract infection may help to identify non-STD-related
causes.

4.8.4 Objective findings

Physical examination

This disease is usually unilateral. The scrotum may appear red and
oedematous and is tender to palpation. Evidence of urethral discharge
should be sought.

Laboratory tests

When feasible, a stained smear of urethral exudate or examination of
urinary sediment of first-voided urine for white blood cells and bacteria
may be helpful in determining whether there is an infectious cause.

4.8.5 Management plan

4.9
4.91
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The most important concern is either to rule out surgical emergencies or, if
present, to refer them immediately. Sudden onset and rapid progression of
unilateral scrotal swelling in a young patient may be indicative of testicular
torsion requiring specialized care.

Epididymitis should be managed with antibiotics (see Annex 2),
symptomatic treatment, and supportive measures (algorithm 14).

Ophthalmia neonatorum
Definition

Ophthalmia neonatorum is defined as acute purulent conjunctivitis of the
newborn in the first month of life, usually contracted during birth from
infectious genital discharge of the mother.



Algorithm 14
Scrotal swelling

Scrotal swelling with ipsilateral
abdominal or scrotal pain [A]

Acute onset of pain, and/or testis
elevated or rotated?
I

No
|

Treat for epididymo-orchitis
(gonorrhoea and chlamydial
infection) [B]

Examine and treat partner(s) [C1

Health education and counselling

L Ves—| Refer immediately

Follow-up after 7-14 days

Improving? —Yes— Clinical cure [B]

No Refer

[A] If scrotal swelling is painless, refer to higher level.

[B] Some clinicians may choose to examine the patient for urethral discharge and make a urethral
smear for methylene blue, safranin or Gram stain. However, the result of the smear should not
influence the treatment decision. Nevertheless, if intracellular diplococci or > 5 polymorpho-
nuclear leukocytes per oil-immersion field are seen, the case for partner notification becomes
stronger.

[C] In the absence of confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors.
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4.9.2 Background information

Importance
Ophthalmia neonatorum can lead to blindness, especially when caused by
N. gonorrhoeae.

Etiology

The most important sexually transmitted causes of ophthalmia
neonatorum are N. gonorrhoeaeand C. trachomatis. The relative frequency
of infections with the two agents depends on their prevalence in pregnant
women and on the use of eye prophylaxis, which is effective against
N. gonorrhoeae but often not against C. trachomatis. In industrialized
countries, C. trachomatis is the most frequent cause of ophthalmia
neonatorum, accounting for 25-50% of cases, versus 1-15% for
N. gonorrhoeae (these figures are ranges from individual studies and
cannot necessarily be extrapolated to the general population). In
developing countries, N. gonorrhoeae accounts for about 20-75% and
C. trachomatis for 15-35% of cases brought to medical attention. Other
common causes are Staphylococcus aureus, Streptococcus pneumoniae,
Haemophilus spp and Pseudomonas spp. The chemical conjunctivitis
sometimes caused by 1% silver nitrate drops can be readily distinguished
from infectious conjunctivitis because the former develops within 24
hours and subsides without treatment.

Epidemiology

In developing countries in Africa, the incidence of gonococcal ophthalmia
neonatorum is estimated at between 5 and 50 per 1000 live births, while
the incidence of chlamydial conjunctivitis, which gives rise to fewer
symptoms, is probably about the same. In industrialized countries,
incidence rates for gonococcal ophthalmia neonatorum range between 0.1
and 0.6 per 1000 live births and for chlamydial conjunctivitis between
5 and 60. If the mother is infected at the time of vaginal delivery, the risk
of transmission to the eyes of the neonate is between 30% and 50% for
both N. gonorrhoeae and C. trachomatis.

4.9.3 Subjective complaints

The mother presents her newborn baby because of redness and swelling of
the eyelids or “sticky eyes”, or because of discharge from the eye(s).

4.9.4 Objective findings
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These include:

— discharge, which may be purulent,
— redness and swelling of the conjunctivae,
—. oedema and redness of the eyelids.

The use of a stained smear of conjunctival exudate to detect intracellular
diplococci provides a highly sensitive and specific method of diagnosing



Algorithm 15
Ophthalmia neonatorum (without laboratory support)

Purulent conjunctivitis in an infant
<1 month old

Treat for gonococcal and chlamydial
ophthalmia neonatorum [A]

Examine and treat mother and her
partner(s) for gonorrhoea and
chlamydial infection [B]

Health education and counselling

Review after 2-3 days

Improving? —Yes—| Continue treatment

No—— Refer

[A] Because erythromycin syrup is neither widely available nor very effective against N. gonorrhoeae,
the treatment recommended is to use tetracycline eye ointment in combination with an effective
systemic antimicrobial drug (see Annex 2).

[B] In the absence of a confirmed diagnosis, the decision to notify partner(s) should take into account
local cultural and epidemiological factors.

gonococcal ophthalmia. A Giemsa stain of conjunctival epithelial cells
allows the recognition of intracytoplasmic inclusions of C. frachomatis, but
this is too difficult a technique for use at the PHC level. Other laboratory
tests are discussed in Annex 1.

4.9.5 Management plan

Severe conjunctivitis developing in the first week of life is most probably
gonococcal in origin and demands immediate treatment to prevent eye
damage (see Annex 2).

Conjunctivitis is also a marker of more generalized neonatal infection,
necessitating combined systemic and topical treatment. In gonococcal
ophthalmia, the gonococcus can be recovered from the nasopharynx
and/or the rectum in 25-50% of cases. C. rrachomatis can also produce
acute respiratory infection when the infant is 1-3 months of age.
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If clinical assessment only is possible, all ophthalmia neonatorum should
be managed as gonococcal (use algorithm 15), and both eyes treated, even
if only one eye appears affected. If a stained smear (methylene blue,
safranin or Gram) is made, the ophthalmia neonatorum can be classified as
gonococcal or nongonococcal (algorithm 16).

Management of mother
The mother should be treated for gonorrhoea and/or chlamydial
(nongonococcal) infection.

Management of mother’s partner(s)
The partner(s) should always be treated for urethritis, and the genitals
examined for discharge or other STD syndromes.

Prophylaxis of ophthalmia neonatorum

A policy of neonatal eye prophylaxis should be implemented and include
the cleaning of the eyes immediately after birth plus instillation of 1% silver
nitrate eye drops or 1% tetracycline ointment. Only where the incidence of
ophthalmia neonatorum is negligible can such a policy be abandoned.

410 Suspected STD

410.1 Background information

Many patients will present with no other complaint than fear of exposure
to, or infection with, an STD or HIV. This may be based on knowledge of,
or suspicion about, an infection in the partner, or motivated by a desire to

- ensure that no infection has unknowingly been acquired.

A suspicion or fear of possible infection with STD may also be due to an
awareness of personal risk behaviour by the client or of such behaviour in
the partner. Health education and counselling, aimed at reducing risks and
adopting preventive measures, should take both possibilities into
consideration.

410.2 Management plan

Careful history-taking should try to elicit any information that might
indicate a suspicion or diagnosis of STD in a partner, as this will guide the
decision-making process. In the absence of such indications and of
significant findings during physical examination or laboratory results
supportive of infection, treatment is usually not indicated.

Algorithms 17 and 18 can be followed in case of suspected STD or
asymptomatic infection with HIV. For the management of patients with
symptomatic HIV infection, see section 4.6.

411 Viral hepatitis

4111 Definition
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This is defined as inflammation of the liver caused by a viral infection.



Algorithm 16
Ophthalmia neonatorum (with laboratory support)

Purulent conjunctivitis in an infant
<1 month old

Methylene blue, safranin or Gram
stain of smear of conjunctival exudate

Intracellular diplococci? }—Yes Treat for gonococcal ophthalmia

Examine and treat mother and her
partner(s) for gonorrhoea and
chlamydial infection

No Health education and counselling

Treat for nongonococcal ophthalmia

Examine and treat mother and her
partner(s) for presumed 4| Review after 2-3 days
chlamydial infection

Health education and counselling

’ Improving? FYes— Continue treatment

411.2 Background information

Sexual contact is the most frequently reported mode of hepatitis B virus

(HBV) transmission in many industrialized countries. Sexual trans-

mission is less common in developing countries and its frequency will
| depend on the proportion of the population that escapes perinatal and
! early childhood infection. Persons at high risk for both the acquisition and
1 the transmission of hepatitis B include homosexual men, heterosexual men
f and women with multiple partners, and sex partners of intravenous drug
| users. Immunity to hepatitis B confers immunity to delta hepatitis or
hepatitis D, which can also be transmitted sexually. Sexual transmission of
! hepatitis A is unimportant unless sexual practices include faecal-oral
contact. The extent of sexual transmission of non-A, non-B hepatitis is
! uncertain, but appears to be small. In industrialized countries, more than
‘ two-thirds of non-A, non-B hepatitis cases are thought to be caused by
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Algorithm 17
Suspected STD

‘ Suspicion of STD [A] [B] ]

‘ Examine patient ‘

‘ STD-related findings? }—Yes— Use appropriate algorithm
|
No
|
} Laboratory support available? }—Yes— Use appropriate tests: rapid plasma-
I reagin test, smear, culture
Nlo Treat according to test results

Reassure, advise patient to return
if symptoms develop and to hold
urine for 3 hours beforehand

[A] If the patient has symptoms and/or signs, use the appropriate algorithm.

[B] If the patient reports to be a sexual contact of a person with a diagnosed STD, then, even if there are
no STD-related findings, treat in the same way as the index case. Appropriate explanation should
be given as to why treatment is needed.

hepatitis C virus. In developing countries, many of these cases may be due
to the recently discovered hepatitis E virus, which is epidemiologically
similar to hepatitis A.

4.11.3 Management plan

No specific management for HBV infection is available. The sexual
partner(s) of a person with HBV infection, however, might not yet or only
recently have been infected. Partner notification and evaluation should be
carried out in order to protect partners and, if possible and indicated, to
provide post-exposure prophylaxis. This consists of treatment with
hepatitis B immunoglobulin 500 IU intravenously in a single dose, and
vaccination against hepatitis B with a vaccine that meets national and
international requirements for safety and efficacy. It should be considered
if there has been sexual contact with a patient who has acute hepatitis B or
is a hepatitis B carrier (blood test positive for hepatitis B surface antigen
[HBsAg|). Prophylactic treatment should be given within 14 days of the
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Algorithm 18
Suspected (asymptomatic) HIV infection (HIV test available [A])

‘ Asymptomatic client, desires HIV test ‘

LPre—test counselling ]

‘ HIV test }——{ Positive

Negative Post-test counselling

HIV infection highly likely

Post-test counselling Repeat the screening test or carry
Risk assessment (B] out (or refer for) confirmatory test
HIV infection unlikely and further evaluation [C]

Advise to return for reassessment,
as appropriate [B]

[A] ELISA or rapid test. If a test is not available, the client should be referred for testing, as HIV infection
can be diagnosed only by means of a serological test. If the patient has symptoms and/or signs of
HIV infection, use the appropriate algorithm.

[B] The presence of one or more of the following risk factors should alert the clinician to the possibility
of HIV infection, the risk increasing with the number of risk factors:

1.

~N OO~ N

Sex with a person with AIDS. HIV infection or known epidemiological risk factor or from an
HIV-endemic region.

. Anal sex between men.

. Multiple sex partners (e.g., more than 3 sex partners within the last 6 months).

. Recent history of genital ulcer.

. History of transfusion of blood or blood products in the last 10 years.

. Intravenous drug use.

. History of injections, tattooing, or undergoing medical or surgical procedures with nonsterile

instruments (includes needle pricks in heaith personnel).

[C] See Clinical management guidefines for HIV infection in aduits. Geneva, World Health Organization
(unpublished document}.
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412

initial sexual contact with the carrier. Serological testing for HBV is usually
cost-effective as the contact considered for prophylactic treatment may
already have been infected, in which case neither prophylactic treatment
nor vaccination is indicated.

Pregnant women with HBV infection can transmit hepatitis B to their
infants at delivery; the latter are then at high risk of contracting chronic
hepatitis B infection. This can be prevented by administering hepatitis B
immunoglobulin and hepatitis B vaccine to the infant. Where resources
permit, and where indicated by the epidemiological situation, all pregnant
women should be screened for the presence of HBsAg and, if they are
found to be HBsAg-positive, their newborn infants should receive post-
exposure prophylaxis.

Anogenital warts

These are raised, skin-coloured growths with a cauliflower-like surface on
the genitalia, perianal area or urethra.

412.1 Etiology

Anogenital warts are caused by the human papillomavirus, of which over
50 types have so far been recognized. Types 6, 11, 16 and 18 are those
found most often in genital disease.

4.12.2 General information

Anogenital warts or condylomata acuminata in both sexes are commonly
encountered at STD clinics in industrialized countries. Oral condylomata,
presumably a result of orogenital contact, are also seen. There is very little
information on their epidemiology in the developing countries.

The visible lesions represent only the “tip of the iceberg”. In women, the
so-called flat condylomata (subclinical infection) of the cervix and vaginal
wall may present with or without papular vulvar lesions. Cervical flat
condylomata are generally not visible to the naked eye, and at present are
detected only by colposcopic examination, cytological examination of
exfoliated cells, or cervical biopsy.

Anogenital warts may undergo malignant change, and papillomavirus
infection has been associated in numerous studies with cervical
intraepithelial neoplasia and invasive carcinoma of the cervix. However,
the natural history of genital infections with human papillomaviruses is not
well understood and the specific role of these viruses in causing cancer
remains to be determined.

4.12.3 Symptoms and signs

44

Anogenital warts are often asymptomatic. They flourish in warm and moist
areas, particularly if any concomitant condition causing exudate is present.



The patient may present with a solitary papule or several warts of varying
sizes in any anogenital location.

412.4 Differential diagnosis

The conditions to be considered may include condylomata lata of
secondary syphilis, molluscum contagiosum (see section 4.13), granuloma
inguinale, sebaceous cyst, benign or malignant tumours, and normal pink
pearly papules of the corona of the glans penis.

4.12.5 Management plan

Treatment consists of physical and/or chemical destruction of the wart
tissue but is generally time-consuming and of low efficacy.

If there is any suspicion of malignancy, the patient should be referred to the
appropriate higher level.

413 Molluscum contagiosum

413.1 Etiology and general information

Molluscum contagiosum is caused by a poxvirus. The condition occurs
throughout the world and the virus is spread by direct contact. In children,
the lesions are commonly on the face, trunk and extremities. In adults, the
sites of sexually transmitted lesions are the genitalia, lower abdomen, inner
thighs and the buttocks. Multiple lesions in adults at sites typical of
children have been associated with immunocompromised states as found,
for example, in HIV infection.

4.13.2 Symptoms and signs

The patient is often asymptomatic. Clinical examination reveals small
flesh-coloured or pearly white waxy papules with an umbilicated centre.
Caseous material may be expressed from the lesions.

4.13.3 Diagnosis and differential diagnosis

Diagnosis is largely clinical and usually easy. Differential diagnosis calls
for consideration of several skin conditions as well as condylomata
acuminata and secondary syphilis.

4.13.4 Management plan

The condition is often self-limiting, clearing spontaneously after 6-9
months. The papules may also be destroyed physically. One method is to
scrape them off with a curette and apply tincture of iodine to the denuded
area. Any instruments used to remove the papules should obviously never
touch another patient unless properly sterilized.

If an adult has multiple extragenital lesions, the possibility of HIV infection
should be considered.
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The partner should be examined, checked for any other STD and treated
as appropriate.

414 Phthiriasis (pediculosis pubis)
4.14.1 Etiology and general information

Phthiriasis (pediculosis pubis) or infestation with the crab louse (Phthirus
pubis), which is often acquired sexually, is frequently encountered at STD
clinics. The lice are brown or grey, and about the size of a pin-head. Their
eggs (nits) are attached to the base of the hairs. The sites commonly
affected are the pubis, lower abdomen, vulva, scrotum and perianal region.
The “crabs” may also spread to the hairy chest, armpits and rarely to
eyelashes and eyebrows, but not to the scalp.

4.14.2 Symptoms

The most common symptom is itching. Some patients may be
asymptomatic, but others may complain of “spots”.

414.3 Diagnosis

Diagnosis is usually easy, but careful examination under a good light is
necessary. In dark-skinned people, the nits in the pubic hair are often easier
to see than the lice themselves.

4.14.4 Management plan

The recommended treatment is to rub the infested area and adjacent hairy
areas gently but thoroughly with lindane (1%) lotion or cream, which
should be washed off after 8 hours. As an alternative, a 1% lindane
shampoo may be applied for 4 minutes and then be thoroughly washed off.
Lindane treatment is not recommended for pregnant or lactating women.

415 Scabies

415.1 Etiology and general information

Scabies is a common contagious disease caused by the parasitic mite
Sarcoptes scabiei. The impregnated female burrows into the stratum
corneum of the skin, laying eggs and defecating.

While sexual contact is a common mode of transmission, nonsexual
transmission occurs in families, at work and at schools.

415.2 Symptoms and signs

The most common symptom is itching, worse in warm conditions at night.
The burrows are skin coloured, and about 1 cm long. The sites commonly
affected are the penis, scrotum, lower abdomen, inner aspects of the
thighs, and the vulva. Lesions may also be present between the fingers or
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on the wrists and elbows. The patient may develop a generalized
erythematous urticarial rash as a result of sensitization to the mite.

415.3 Diagnosis

Diagnosis is usually made on a clinical basis as well as on additional
evidence of similar symptoms among family and social contacts.
Occasionally, scabies and syphilis may both be present, and tests should
therefore be carried out to exclude the latter.

4.15.4 Management plan
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5.2

The recommended regimen consists of a thin application of lindane (1%)
lotion or cream to all areas of the body from the neck down, to be washed
off after 8 hours. This treatment is not recommended for pregnant or
lactating women.

Implementation of STD management
protocols

Protocol implementation includes: (a) the training or retraining of
clinicians; (b) ensuring that the necessary resources (personnel, drugs and
other supplies) are available; and (c) gathering data to assess protocol
effectiveness and to guide modification or adaptation when necessary.

The setting

The protocol should be as specific as possible to the setting where it will be
used. This is not to say that a protocol “borrowed” from another country
is useless. In settings with similar epidemiological, cultural and
health-system characteristics (e.g., some neighbouring East African
countries), a patient-management protocol designed for one country may
assist in providing appropriate management in another. The key words are
adaptation, based on local capabilities and circumstances, and evaluation
of effectiveness under field conditions (see section 6).

The clinician

The clinician implementing a patient-management protocol may be a
physician with several years of formal training or a village health assistant
with limited training. In either case, the clinician is the most important
component in successful protocol implementation and should become
the starting point of the health information system (see section 5.6).

One person should be made responsible for “carrying the patient through
the protocol” so as to ensure that the required observations are made and
actions carried out. It is likely that in most settings the clinician following
STD management protocols will also have other responsibilities and
perform other tasks, including the application of non-STD protocols.
These responsibilities and functions should be clearly stated.
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