8.26        Sexually Transmitted Infections

Identify the important causes of the following symptoms

Genital discharges (women)

In women, some level of discharge is normal – it usually varies by age and across the menstrual cycle from thin and clear to thick and white. Changes may be noticed in this discharge:

· Upon becoming pregnant

· Upon coming off the pill

· Upon developing a vaginal infection

Other causes of abnormal discharge must be excluded before this diagnosis is made.

Commoner causes of non-physiologic discharge in women include:

· Candidiasis (thrush): often thick and white

· Bacterial vaginosis (BV): often greyish, thin and foul smelling.

· Trichomoniasis (TV): often a frothy green or yellow
Rarer causes include:

· Neisseria gonorrhoea (organism common but mostly asymptomatic)

· Chlamydia trachomatis (organism common but mostly asymptomatic)

· Herpes simplex

· Foreign body

· Ectropion

· Polyp

· Cervical cancer
Candida albicans
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Fungal infection

‘cottage cheese’ discharge

Pruritis

Vulvitis (sometimes)

Diagnosis

Gram stain + microscopy

Culture

Treatment

Topical e.g. clotrimazole (Canesten®) cream bd / tds

Clotrimazole pessary 500mg stat or 6  x 100 mg

Systemic e.g fluconazole but not if pregnant

Bacterial Vaginosis

Bacterial overgrowth, primarily anaerobes e.g. Gardnerella

Thin grayish or white discharge

Foul smell, worse with sex

Often not pruritic or painful

Increased risk of second trimester miscarriage and preterm birth

Diagnosis

By Amsels criteria (3 out of 4)

Thin, homogenous, white discharge

Vaginal pH >4.5

KOH (‘whif’) test positive

‘Clue’ cells on microscopy

Treatment

Metronidazole 400 mg bd for 7 days

Often reccurs

Trichomoniasis

Trichomonas vaginalis (a protozoan)

Thin yellow / green discharge

Foul smell

Vulvovaginitis

Superficial dyspareunia 

Dysuria (rare)

‘Strawberry’ cervix

Asymptomatic in ~50%

Associated with pre-term delivery and low birthweight

Diagnosis

Wet-prep microscopy

Culture

Treatment

Metronidazole 400 mg bd for 7 days

Always treat male partner

In men is usually asymptomatic but may cause urethritis or balanitis

In men the situation is simpler – the causes are almost always one of:
· Gonnorhoea (usually a profuse purulent discharge)

· Chlamydia (usually scanty watery discharge)

Rarer causes include

· Non-gonococcal, non-chlamydial urtethritis

· Mycoplasma genitalum

· Ureaplasma urealyticum

· Trichomonas vaginalis

· Herpes simplex virus

· Urethral stricture

· Urethral warts

· Urethral gumma

· Urethral cancer

· Balanitis xerotica obliterans

· Lymphogranuloma venereum

Chlamydia trachomatis

Obligate intracellular bacterium

In men

Up to 50% asymptomatic

Urethral discharge (about 50%)

Dysuria (about 50%)

Meatitis

Complications include epididymitis (~2%)

Diagnosis

PCR from urine sample (90-98% sensitivity and specificity)

In Women

Up to 70% Asymptomatic

(Up to 50%) mucopurulent discharge + cervicitis & contact bleeding

(Up to 10%) Local complications (e.g. bartholinitis, cervical motion tenderness, adnexal tenderness)

Ascending Chlamydial infection may result in:

Tubal damage predisposing to ectopic pregnancy / infertility

Acute and chronic pelvic pain

Salpingitis

Endometritis with IMB / PCB

Diagnosis

HVS + culture (very specific, 70-85% sensitive)

Neisseria gonorrhoea

Gram negative diplococcus

In men

Mucopurulent discharge (scant ( copious)

Dysuria

Rectal infection usually asymptomatic but may cause rectal/anal pain or discharge.

Complications include: epidydimitis, periurethral abscess, paraurethral duct infection

Rarely, disseminated disease may occur resulting in complications such as: arthritis, dermatitis, endocarditis, meningitis and septicaemia).

Diagnosis

Gram stain + microscopy (about 98% sensitivity if symptomatic, 50-70% if asymptomatic)

Culture detects almost all cases.

Treatment

Ceftriaxone 250 mg IM

Ciprofloxacin

In women

Asymptomatic in up to 70%

Discharge

Non-specific low abdominal or pelvic pain

Complications include: bartholinitis, skenitis, endometritis, salpingitis (which may lead to tubo-ovarian abscess or peritonitis)

Rarely, disseminated disease may occur resulting in complications such as: arthritis, dermatitis, endocarditis, meningitis and septicaemia).

Diagnosis

Gram stain + microscopy (about 40-50% sensitivity)

Culture detects almost all cases.

Pharyngeal infection usually asymptomatic

Rectal infection in women may occur without anal sex, it is usually asymptomatic but may cause rectal/anal pain or discharge.

Complications include: bartholinitis, skenitis, salpingitis, endometritis.

Rarely, disseminated disease may occur resulting in complications such as: arthritis, dermatitis, endocarditis, meningitis and septicaemia).

Genital pain (male)

· Epididymo-orchitis

· Testicular torsion

· Torsion of hydatid of Morgani

Rashes and lesions of the genitalia

· Herpetic ulcers (typically multiple & painful)

· Syphilitic ulcers (typically single & non-painful)

· Chancroid ulcers (typically painful)

· Ulcers of systemic disease (e.g. Behçet’s, Crohns)

· Irritatant dermatitis (usually chemical)

· Allergy (e.g. latex)

· Eczema or psoriasis

If ulcers are present then one of the most reliable investigations is a swab from the ulcer.

Genital pruritis

· Candidiasis

· Scabies

· Pubic lice

· Tinea

· Lichen sclerosis

· Irritant dermatitis
Elicit sensitively normal and abnormal findings in the genitalia and use these and examination skills from other parts of the course in an appropriate manner to test diagnostic hypotheses

From the WHO website:

Patients should be examined in the same conditions of privacy as those in which the history was taken. Patients should feel comfortable that no one will walk into the room while they are undressing or lying on the examination table. When examining patients of the opposite sex, it is usually advisable to have an assistant of the same sex as the patient present. 

All examinations should begin with a general assessment, including vital signs and inspection of the skin, to detect signs of systemic disease. It is beyond the scope of these guidelines to cover all aspects of the physical examination. 

There are three components to the female genital examination, depending on available equipment and supplies. 

· external genital examination; 

· speculum examination; 

· bimanual examination. 

The external genital examination for women
Before you start: 

· Ensure that the examination can be conducted in privacy. 

· Ask the woman to pass urine. 

· Wash your hands well with clean water and soap. 

· Ask the woman to loosen her clothing. Use a sheet or clothing to cover her. 

· Have her lie on her back, with her heels close to her bottom and her knees up. Explain what you are about to do. 

· Put a clean glove on the hand you will put inside the vagina. 

 Carry out the examination in good light. Look at the outside genitals including perineum and anus—using the gloved hand to gently touch the woman, look for lumps, swelling, unusual discharge, sores, tears and scars around the genitals and in between the skin folds of the vulva. 

	Signs to look for when doing an external examination

	Discharge and redness of the vulva are common signs of vaginitis. When the discharge is white and curd-like, yeast infection is likely.

	Ulcers, sores or blisters. 

	Swelling or lumps in the groin (inguinal lymphadenopathy).


The speculum examination 

· Be sure the speculum has been properly disinfected or sterilized before you use it. Wet the speculum with clean warm water or a lubricant, if available, before inserting it. Lubricants apart from water may interfere with tests for STIs

·  Insert the first finger of your gloved hand in the opening of the woman’s vagina (some clinicians use the tip of the speculum instead of a finger for this step). As you put your finger in, push gently downward on the muscle surrounding the vagina. Proceed slowly, waiting for the woman to relax her muscles. 

· With the other hand, hold the speculum blades together between the pointing finger and the middle finger. Turn the blades sideways and slip them into the vagina. Be careful not to press on the urethra or clitoris because these areas are very sensitive. When the speculum is halfway in, turn it so the handle is down. Note: on some examination couches, there is not enough room to insert the speculum handle down —in this case, turn it handle up. 

· Gently open the blades a little and look for the cervix. Move the speculum slowly and gently until you can see the cervix between the blades. Tighten the screw (or otherwise lock on the speculum) so it will stay in place. 

· Check the cervix, which should look pink, round and smooth. There may be small yellowish cysts, areas of redness around the opening (cervical os) or a clear mucoid discharge; these are normal findings. Look for signs of cervical infection by checking for yellowish discharge or easy bleeding when the cervix is touched with a swab. Note any abnormal growths or sores. 

· Notice if the cervical os is open or closed, and whether there is any discharge or bleeding. If you are examining the woman because she is bleeding from the vagina after birth, induced abortion or miscarriage, look for tissue coming from the opening of the cervix. 

· To remove the speculum, gently pull it towards you until the blades are clear of the cervix. Then bring the blades together and gently pull back, turning the speculum gently to look at the walls of the vagina. 

· Be sure to disinfect your speculum after each examination. 

	Signs to look for when doing a speculum examination

	Vaginal discharge and redness of the vaginal walls are common signs of vaginitis. When the discharge is white and curd-like, yeast infection is likely.

	Ulcers, sores or blisters. 

	If the cervix bleeds easily when touched or the discharge appears mucopurulent with discoloration, cervical infection is likely. 

	If you are examining the woman after birth, induced abortion or miscarriage, look for bleeding from the vagina or tissue fragments and check whether the cervix is normal.

	Tumours or other abnormal-looking tissue on the cervix.


The bimanual examination:

· Test for cervical motion tenderness. Put the pointing finger of your gloved hand in the woman’s vagina. As you put your finger in, push gently downward on the muscles surrounding the vagina. When the muscles relax, put the middle finger in too. Turn the palm of your hand up. 

· Feel the opening of her womb (cervix) to see if it is firm and round. Then put one finger on either side of the cervix and move the cervix gently while watching the woman’s facial expression. It should move easily without causing pain. If it does cause pain (you may see her grimace), this sign is called cervical motion tenderness, and she may have an infection of the womb, tubes or ovaries. If her cervix feels soft, she may be pregnant. 

· Feel the womb by gently pushing on her lower abdomen with your outside hand. This moves the inside parts (womb, tubes and ovaries) closer to your inside hand. The womb may be tipped forward or backward. If you do not feel it in front of the cervix, gently lift the cervix and feel around it for the body of the womb. If you feel it under the cervix, it is pointed back. 

· When you find the womb, feel for its size and shape. Do this by moving your inside fingers to the sides of the cervix, and then “walk” your outside fingers around the womb. It should feel firm, smooth and smaller than a lemon. 
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· If the womb feels soft and large, she is probably pregnant. 

· If it feels lumpy and hard, she may have a fibroid or other growth. 

· If it hurts when you touch it, she may have an infection inside. 

· If it does not move freely, she could have scars from an old infection. 

· Feel the tubes and ovaries. If these are normal, they will be hard to feel. If you feel any lumps that are bigger than an almond or that cause severe pain, she could have an infection or other emergency. If she has a painful lump, and her period is late, she could have an ectopic pregnancy and needs medical help right away. 

· Move your finger and feel along the inside of the vagina. Make sure there are no unusual lumps, tears or sores. 

· Have the woman cough or push down as if she were passing stool. Watch to see if something bulges out of the vagina. If it does, she could have a fallen womb or fallen bladder (prolapse). 

· When you are finished, clean and disinfect your glove if it will be reused. Wash your hands well with soap and water. 
	Signs to look for when doing a bimanual examination

	Lower abdominal tenderness when pressing down over the uterus with the outside hand.

	Cervical motion tenderness (often evident from facial expression) when the cervix is moved from side to side with the fingers of the gloved hand in the vagina.

	Uterine or adnexal tenderness when pressing the outside and inside hands together over the uterus (centre) and adnexae (each side of uterus).

	Any abnormal growth or hardness to the touch.


Examining a male patient 
· Wash your hands before the examination and put on clean gloves. 

· Tell the patient what you are going to do as you do each step of the examination. 

· Ask the patient to stand up and lower his underpants to his knees. Some providers prefer the man to lie down during the examination. 

· Palpate the inguinal region (groin) looking for enlarged lymph nodes and buboes. 

· Palpate the scrotum, feeling for the testis, epididymis, and spermatic cord on each side. 

· Examine the shaft of the penis, noting any rashes or sores. 

· Ask the patient to pull back the foreskin if present and look at the glans penis, coronul sulcus, frenulum and urethral meatus. 

· If you do not see any obvious discharge, ask the patient to milk the urethra. 

· Ask the patient to turn his back to you and bend over, spreading his buttocks slightly. This can also be done with the patient lying on his side with the top leg flexed up towards his chest. 

· Examine the anus for ulcers, warts, rashes, or discharge. 

· Wash your hands following the examination. 

· Record findings, including the presence or absence of ulcers, buboes, genital warts, and urethral discharge, noting colour and amount. 

Signs to look for when examining men

	Signs to look for

	Swelling or lumps in the groin (inguinal lymphadenopathy) and swelling of testicles.

	Ulcers, sores or blisters 

	Urethral discharge


Use investigations selectively to confirm diagnostic hypotheses 

Tests for women (Bold are routine tests)

· High vaginal swab (taken from the posterior or lateral fornix): 

· Dry slide (Gram stain): clue cells (BV); intracellular Gram neg diplococci (GC); 

· Wet slide (dark field microscopy): TV, Trep pallidum (syphilis)

· Culture

· Second HVS

· pH test: >4.5 indicates loss of vaginal acidity ?BV

· KOH (Whif) test: A strong ‘fishy’ smell is indicative of BV, TV or spermatozoal contamination.

· Endocervical swab: Microscopy and culture chlamydia / gonorrhoea (these grow best in columnar cells – the vagina is squamous)

· Urethral swab: GC, chalmydia

· Pharyngeal swab: if practising oral sex without condoms

· Rectal swab: If practising anal sex or if a partner has confirmed GC (improves the rate of pickup of GC)

· Ulcer swab: if an ulcer is present

· Venous blood for syphilis

· Venous blood for HIV: at patient request – see below for high risk patients

· Venous blood for Hep B/C


Tests for men

· Urine sample: PCR for Chalamydia

· Urethral swab: GC, Chlamydia

· Pharyngeal swab: if practising oral sex without condoms

· Rectal swab: If practising anal sex

· Ulcer swab: if an ulcer is present

· Venous blood for syphilis

· Venous blood for HIV: at patient request – see right for high risk patients

· Venous blood for Hep B/C

Background box: HIV Test

Venous blood is tested by EIA for antibodies to the HIV virus. At least 3 months are needed to be sure these have developed. The test is 2-part with the two parts ensuring practically no false positives or negatives. Some centres offer same-day testing.

· In those who have taken post exposure prophylaxis (e.g. health care workers after a needle stick) a second test at 6 months is recommended

Background box: asymptomatic sexual health check

The most important organisms to offer tests for are Chlamydia, GC, HIV and syphilis.

Tests for warts

These are usually diagnosed clinically – it may help to spray them with cryo-spray – they stay white significantly longer than surrounding normal skin.

Test for lichen sclerosus

This is usually diagnosed clinically by the distinctive ‘dimple’ – it may help to spray them with cryo-spray – this makes the dimple easier to see.

Formulate a simple management plan

	Chlamydia
	· 1st line is Azithromycin 1g PO stat. No test of cure needed.

· 2nd line is doxycycline for 7 days. No test of cure needed.

· 1st line is in pregnancy is Erythromycin for 14 days. Test of cure required. Success rate ~80%

· Partner Notification required.

	Gonorrhoea
	· 1st line ceftriaxone 250 mg IM stat. No test of cure required.

· 2nd line ciprofloxacin 500 mg PO, stat. 

· 2nd line ofloxacin 400 mg PO, for 7 days – effective for CT as well as GC.

· Some clinicians presume Chlamydia present and treat as appropriate (but not vice versa)

· Advise no sex (even protected) as there is some evidence that increased blood flow during intercourse can increase chances of disseminated infection.

· Partner Notification required.

	Syphilis
	· Doxycycline 14 days for early stage disease (<2 years)

· Doxycycline 28 days for late stage disease (>2 years)

· Partner Notification required.

	Herpes
	· If within first 5 days, Aciclovir 200 mg 5x daily for 5 days.

· Keep area clean and dry

· Saline baths – may be most comfortable to urinate in the warm bath.

· Dry with cold hairdryer

· Good hand hygiene

	Warts
	· Treatment depends upon patient preference, number and size of warts.

· Cryotherapy at regular weekly intervals

· Hyfrecation (low wattage diathermy ~10 W)

· Warticon cream or solution for up to 6 weeks – used for three consequtive days in a week with four days ‘off’. The male eqivalent is Condyline.

· Surgical removal – favoured when there are a large amount of warts.

	Lichen Sclerosus
	· Cryotherapy

· Keep under observation as in a significant percentage (5%) they are pre-cancerous.

	
	

	Analgesia
	· This is important to remember – especially if there are painful ulcers.

· Paracetamol is usually sufficient.


Use effective communication skills to inform the patient of the diagnosis, the prognosis and an outline of treatment

Discuss with a patient the importance of contact tracing and ways of limiting the spread of infection

Appreciate the team approach needed to control the spread of sexual infection in the community

	Organism (disease)
	History (unreliable)
	Signs
	Investigations
	Management

	
	
	
	
	

	(Bacterial Vaginosis, BV)
	PV Discharge (wt)

Foul odour (fishy)

Urethral discharge
	
	HVS

· Gram stain

· Clue cells

· Acidic pH

· Whif test (KOH)1
	

	Candida albicans (thrush)
	PV discharge (thick, white)
	
	
	

	Chlamydia trachomatis
	Often asymptomatic

Urethral discharge
	
	HVS

· PCR

Endocervical swab
	

	Herpes
	Multiple painful ulcers4
	Enlarged, discrete painful inguinal LN
	
	Bathe lesion in warm saline

Analgesics

Acyclovir

famciclovir

valacyclovir

	Hepatitis B
	
	
	
	

	Hepatitis C
	
	
	
	

	HIV
	
	
	
	

	Molluscum contagiosum
	
	Circular, umbilicated lesions 2-5 mm
	
	

	N. gonnorhoea

Microscopic false positives may occur with N. meningitides and M catarhalis – these are not sexually transmitted6.
	Often asymptomatic

Urethral discharge
	
	Endocervical swab

Urethral swab

Pharyngeal swab2

Rectal swab3

· Gram stain

· G –ve diplococci

Culture
	

	Pediculosis pubis

(pubic lice, ‘crabs’)
	
	
	
	

	(Scabies)
	
	
	
	

	Treponema pallidum

(syphiis)
	Single / multiple painless ulcers5
	Enlarged, discrete, painless inguinal LN
	Serology

Ulcer swab on four consecutive days

· Dark field
	

	Trichomonas (TV)
	PV discharge (frothy, green)
Chronic urethritis
	
	HVS

· Wet prep, viewed under dark field
	

	(Warts)
	
	
	
	Podophyllin

Podophyllotoxin

Electrocautery

Cryotherapy

Surgery


1) positive result may also indicate T. tachomatis or spermatozoa in discharge

2) only if oral sex reported

3) only if male contact confirmed gonorrhoea

4) differentials include Behçet’s disease, Crohn’s disease and Chancroid

5) Differentials include carcinoma, circinate balanitis, balanitis xeroderma obliterans

6) may be acquired through monogamous oral sex – especially in winter

Grey background = not sexually transmitted organism

Chlamydia

	Found within
	Males

Urethra

Throat

Rectum
	Females

Endocervix

Urethra

Throat

Rectum


Incubation period: 5-6 days

90% of men will be asymptomatic

GC

Incubation period: weeks - months

Complications of CT and GC

Males: epydidymo-orchitis (1%)

Females: endometritis, severe abdo pain, PID

Systemic: Mostly joints – reiters disease in CT. Rarely endocarditis, myocarditis in GC.

Fitzhugh-Curtis syndrome

Mostly males, some females

RIGHT upper GI pain – radiates to shoulder

May lead to adhesions and then on to obstructions

Take a sexual history in which consideration is given to the variety of sexual practice, the strictly confidential nature of the consultation and to the diverse manner in which sexual infections may present





When did you last have sex?


With a male or female?


Was it casual or part of a relationship?


How long did the relationship last?


Where did this take place?


Was it with someone from outside this country?


Was this person well?


What sort of sex was it: oral, vaginal, anal?


Did you use a condom?


Have you always used these?





How many other partners have you had over the last 12 months?


Same questions again as above for each.





Have you ever paid for or been paid for sex?


Have you ever been forced to have sex?


Have you ever had sex with a man? (men only) or a bisexual man (women)





Have you ever injected drugs?


Have you ever donated blood? (likely clear of HIV)


Do you take drugs?   








Background Box:


Chlamydia and gonnorhoea are most common in the 16-25 age bracket with about 10% of this group testing positive for Chlamydia.





Conversely, herpes becomes more common with age as the virus is never eliminated and so there is more chance of being exposed to it with time.





High HIV risk


Gay men


Women who have bisexual partners


Sex workers


Those who pay for sex


Intravenous drug users (IVDUs)


Those who have sex with IVDUs


Those who have sex with people from countries with high HIV incidence











