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1. Introduction 
 

Welcome to the Derbyshire Integrated Sexual Health Service (DISH), covering Derby City 
and Derbyshire County 
 
We are an integrated sexual health service providing a ‘one stop shop’ experience. We 
have the ability to provide: 
 

 Asymptomatic screening 

 Diagnosis and management of sexually transmitted infections 

 Vaccination 

 Contraception 

 Psychosexual  

 Other conditions  e.g. skin conditions, community gynaecology 
 

We are co- located with HIV services in both Chesterfield and Derby   
 
The website for the service can be found at http://www.yoursexualhealthmatters.org.uk 
and the central booking line accessed via 0800 3283 383  
 
Information for staff including PGDs can be accessed via 
http://share.derbyshirechs.nhs.uk/sites/pgd/default.aspx 
 
The workforce is made up of 
 

 Medical  
o Consultants 
o Specialist Registrars/Associate Specialists 
o FY2/ST1/ST2 
o GPSI/Hospital practitioners 

 

 Nursing  
o Specialist nurses 
o Staff nurses 
o Healthcare Assistants 

 

 Other  
o Clinical Psychologists 
o Clerical/Administration 
o Sexual health promotion team 

 
 

2. Clinic Procedure 
 

The clinic timetables are outlined on the website. There are a mixture of walk in and 
booked appointments. Patients may self-refer, be referred by their GP or other health 
professionals or be the recipient of a contact slip. 
 
The service will use the Inform electronic patient records (EPR) for booking appointments, 
recording activity and medical record keeping. On starting work within the service you will 
be issued with a log in and password. 
 

http://www.yoursexualhealthmatters.org.uk/
https://web.nhs.net/OWA/redir.aspx?SURL=NFuAAHVhjXybciInfGPlc0h04iIoJR4wgrQ0ZKh0yr53BlaD_DXSCGgAdAB0AHAAOgAvAC8AcwBoAGEAcgBlAC4AZABlAHIAYgB5AHMAaABpAHIAZQBjAGgAcwAuAG4AaABzAC4AdQBrAC8AcwBpAHQAZQBzAC8AcABnAGQALwBkAGUAZgBhAHUAbAB0AC4AYQBzAHAAeAA.&URL=http%3a%2f%2fshare.derbyshirechs.nhs.uk%2fsites%2fpgd%2fdefault.aspx
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Confidentiality within the service is more stringent than in other areas of the NHS. Patient’s 
notes are kept separately from their other hospital records and GPs are not routinely 
informed of a patient’s attendance unless the patient has been initially referred by letter.  If 
it is in the patient’s interest for another health care professional to be informed then their 
consent to disclosure should be sought. 
 
There is a confidentiality policy that is available to patients.  
 
Please ensure that Information Governance processes are followed including locking 
computer screens when away from the desk and ensuring that patients are unable to view 
other patients’ information on the screen.  
 
The following pages will take you through the patient journey within the department 
 
1. Patient arrives in department and is directed to reception 
2. If patient has a booked appointment they inform reception. If they are a walk in 

patient they will take a booking questionnaire to complete and sit in the waiting room 
3. Reception staff to check demographics and contact information is correct 
4. Patient is booked in by reception staff and will appear as ‘arrived’ on appointment list 
5. Patients with no risk factors or symptoms are triaged into the asymptomatic clinic 
6. Look on EPR at previous consultations and alerts for that patient 
7. Flag patient as ‘started’ on the EPR appointment list 
8. Healthcare professional to call patient in by first name only 
9. Once in the consultation room confirm patient’s surname and date of birth 
10. Introduce yourself and explain what will happen today 
11. Open new consultation sheet for patient 
12. Complete history, examination and appropriate investigations 
13. Check contact information for results  
14. Code the episode with a diagnosis and close if appropriate 

 
 

3. History Taking 
 

Good communication skills are paramount in improving patient outcomes and getting an 
accurate sexual history.  These skills include the following components: initial greeting, 
maintaining eye contact and using appropriate body language, initiating the consultation 
with open questions followed by more closed questions as the consultation progresses; 
awareness of signs of anxiety or distress 
 
Students/observers should only be present with the patient’s consent.  
 
There are facilities available for those where English is not their first language – 
interpreters/telephone interpreting line  
 
Below is a suggested outline for practice: 
 
Presenting Complaint 
“How can I help you today?” 
“What has brought you here today?” 
 
History of Presenting Complaint 
Patient wants a ‘check-up’- “Is there anything that has prompted that?”- may then disclose 
concerns including unprotected sexual intercourse or symptoms 



Derbyshire Integrated Sexual Health Handbook 
 

Page 6 of 93 
 

Female symptoms 

 Change in vaginal discharge 

 Vulval itching/soreness/skin problems 

 Genital ulceration 

 Dysuria/haematuria 

 Abdominal pain 

 Dyspareunia 

 IMB/PCB/irregular bleeding 
 

Male Symptoms 

 Urethral discharge 

 Dysuria 

 Genital skin problems 

 Scrotal pain/swelling/lumps 

 Perianal/rectal symptoms in MSM 
 
Past Medical History  

 Previous STI’s and treatment 

 Surgical history 

 UK Medical Eligibility Criteria for contraceptive use (hypertension, CV disease, VTE, 
headaches, breast disease, DM, liver problems, rheumatological conditions etc.) 

 HPV Vaccination history if born after 1995 
 
Drug History 

 Recent antibiotics - in the last 1 month 

 Prescribed and over the counter medications 

 Drug allergies 
 
Reproductive and Contraceptive History- Females 

 LMP, menstrual pattern and changes in pattern 

 Identify unmet contraceptive needs and risk of pregnancy 

 Irregular bleeding/ abnormal vaginal bleeding 

 Current contraception and any difficulties with current method 

 Mood changes with menstrual pattern 

 Family history 

 Smoking history 

 Live births/miscarriages/terminations/ectopic 

 Breastfeeding  

 Date and result of last cervical smear 
 
Contraceptive History - Males 
Contraception, including contraception use by female partners 
 
Risk Assessment 

 Have they or a partner ever injected drugs/shared needles? 

 Have they used other illicit drugs? i.e. poppers, cocaine  

 Ask men if they have ever had sex with a man/ask women if they have ever had sex 
with a bisexual male? 

 If MSM - do they have public sex, visit gay saunas, and meet people from the internet? 

 Country of origin? 



Derbyshire Integrated Sexual Health Handbook 
 

Page 7 of 93 
 

 Have they ever had sex with anyone not from the UK originally/born in the UK? 

 Have they ever paid for sex? When was this and where? Street CSW/Sauna? 

 Have they ever had a blood transfusion/tattoo/body piercing? 

 If deemed higher risk, have they ever had a HIV test and when? Have they been 
vaccinated against hepatitis B? 

 If MSM, have they been vaccinated against hepatitis A? 
 
Sexual History  

 When did you last have any sexual activity? 

 Was this a casual or regular partner? 

 Were they male or female? 

 If regular - how long have you been together? 

 Accurate description of sexual practice 
o Vaginal 
o Oral - insertive/receptive 
o Anal - insertive/receptive 

 Condom use - always/sometimes/never/split 

 Symptoms in partner 

 Partners name and contact details 

 Previous sexual partners up to a look back of 6 months and repeat questions as above 
 

Other Considerations  

 Alcohol use/excess 

 Non-consensual sexual intercourse 

 Unmet needs with regard to sexual performance 

 Domestic violence 

 Female genital mutilation 

 Safeguarding children/vulnerable adults 
 
For further reading see: 
BASHH 2013 UK National Guidelines for Consultations Requiring Sexual History Taking 
UK Medical Eligibility Criteria for Contraceptive Use 2009 
 
 
4. Examination and Investigation of the Male Patient 

 

Asymptomatic Screen 

 Offer examination but not mandatory 

 First catch urine for Chlamydia PCR and Gonorrhoea NAAT (held for 1 hour) 

 If clinical suspicion of gonorrhoea/gonorrhoea contact use culture technique in 
addition to NAAT 

 Cunnilungus does not require a pharyngeal swab from the male 

 HIV and STS 

 Hepatitis B and C if higher risk individual (see hepatitis B and C guidance below) 
 

Symptomatic  

 Examination- ALWAYS OFFER A CHAPERONE AND RECORD IN NOTES 
o Inspection - genital area for skin conditions, pubic hair for lice, penis for 

warts/ulceration/discharge/abnormality/circumcision 
o Palpation - groin for lymph nodes, scrotum for epididymis and testes, perianal 

region if indicated 
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 First catch urine for Chlamydia PCR and Gonorrhoea NAAT (held for 1 hour) 

 If urethral discharge- urethral swab using 5mm plastic loop or cotton tipped swab 
introduced 1 cm into the urethra and smear onto slide for microscopic examination 
and take specimen for gonorrhoea culture in addition to NAAT 

 If genital ulceration- see How to Manage Genital Ulceration 

 If balanitis - see How to Manage Balanitis 

 Urine dipstix and MSU if indicated 

 HIV and STS 

 Hepatitis B and C if higher risk individual (see Hepatitis B and C guidance below) 

 A full examination is essential if HIV infection, syphilis or other systemic infection is 
suspected 

 
MSM 

 As above plus 

 Throat and rectal Gonorrhoea NAAT and Chlamydia PCR depending on sexual 
activity 

 If clinical suspicion of gonorrhoea/gonorrhoea contact use culture technique in 
addition to NAAT 

 Should all be offered testing for HIV/STS/Hepatitis B (Consider hepatitis C testing if 
higher risk individual- see Hepatitis C guidance below) 

 If proctitis – consider HSV testing in addition 
 
For further reading see: 
BASHH CEG 2015 Summary Guidance on Tests for Sexually Transmitted Infection 
 
 
5. Examination and Investigation of the Female Patient 

 

Asymptomatic 

 Offer examination but not mandatory 

 If no symptoms and no risk factors- self taken vaginal swab for Chlamydia PCR and 
Gonorrhoea NAAT 

 Consider pharyngeal/rectal sampling depending on sexual activity 

 If clinical suspicion of gonorrhoea/gonorrhoea contact use culture technique in 
addition to NAAT 

 HIV and STS 

 Hepatitis B and C if higher risk individual (see hepatitis B and C guidance below) 
 
Symptomatic 

 Examination - ALWAYS OFFER A CHAPERONE AND RECORD IN NOTES 
o Inspection - genital area for skin abnormalities, pubic hair for lice, vulva and 

perianal area for ulcers/fissures/warts/abnormality 
o Palpation - groin for lymph nodes 
o Speculum - cervix, vaginal walls 
o Bimanual examination - if abdominal pain/deep dyspareunia/suspicion of PID-

looking for adnexal tenderness/cervical motion tenderness/ masses 

 Endocervical swab for Chlamydia PCR and Gonorrhoea NAAT 

 If suspicious of gonorrhoea/contact of gonorrhoea - endocervical/urethral/ 
rectal/pharyngeal swabs for culture in addition to NAAT testing 

 Discharge - See How to Manage Vaginal Discharge - DO not perform slides of 
vaginal discharge on asymptomatic females 
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 If genital ulceration - See How to Manage Genital Ulceration 

 Charcoal MC and S if indicated 

 Throat and rectal Gonorrhoea NAAT and Chlamydia PCR if indicated 

 Urine dipstix/ MSU/pregnancy test if indicated 

 HIV and STS 

 Hepatitis B and C if higher risk individual 

 A full examination is essential if HIV infection, syphilis or other systemic infection is 
suspected 

 
For further reading see: 
BASHH CEG 2015 Summary Guidance on Tests for Sexually Transmitted Infection 
 

 
6. Statements on Window Periods 

 

Chlamydia and Gonorrhoea Testing 
It is recommended that patients are encouraged to undergo testing for Chlamydia and 
Gonorrhoea when they first present and if they are concerned about exposure within the 
last 2 weeks, they are advised to return for repeat testing 2 weeks after the last exposure 
 
HIV and Syphilis Testing 
In Derbyshire, the 4th generation HIV tests are used which test for HIV antibodies and the 
p24 antigen simultaneously. This will detect the majority of patients who have been 
infected at 4 weeks after a specific exposure 
 
Patients attending for HIV testing who identify a specific risk occurring should have testing 
on the day, at 4 weeks after the specific risk. They should be advised that a negative result 
at 4 weeks is likely to exclude HIV infection. A further test at 8 weeks post exposure need 
only be considered following an event assessed as carrying a high risk of infection.  
 
Patients at ongoing risk of HIV infection should be encouraged to retest at regular intervals 
 
Repeat syphilis screening should be performed 3 months after a potential exposure 
 
 
7. Statements on Drug Prescribing and Contraception 

 

Women should be informed that drugs which induce liver enzymes can reduce the efficacy 
of the COCP, POP and implants. They do not affect the progesterone only injection or 
IUS/IUD. For example; rifampicin, protease inhibitors 
 
There has been a change in guidance regarding non liver enzyme inducing antibiotics and 
efficacy of COC. It is no longer advised that additional precautions are required when 
using combined hormonal contraception (CHC) with antibiotics that are not enzyme 
inducers. The only proviso is if they develop vomiting or diarrhoea secondary to antibiotic 
use, in which case additional precautions should be used.  
 
Women should be informed that the efficacy of progesterone only methods of 
contraception is not reduced by non-liver enzyme inducing antibiotics and additional 
contraception is not required 
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For itraconazole and fluconazole the evidence is not clear. Breakthrough bleeding has 
been documented. Evidence in relation to fluconazole and contraceptive efficacy has been 
broadly reassuring 

 
 

8. Health Advising 
 

The following groups should be considered for referral to a health professional with health 
advising competency before leaving the clinic: 

 For contact tracing purposes (if more than 1 sexual contact/provider referral required)  

 CSW 

 Alleged victims of sexual assault 

 MSM- if risk behaviour 

 Under 16 years old 

 Patients from high risk areas or with high risk behaviour 

 Those requiring further in depth pre- test counselling/ Point of care testing for HIV 

 Those requesting to see a health advisor 
 
Contact Tracing 
This is undertaken in the following conditions: 

 Chlamydia 

 Gonorrhoea 

 NSU/Cervicitis 

 PID/Epididymo-orchitis 

 Trichomonas vaginalis 

 Syphilis 

 HIV 

 Hepatitis B and C 
 
Patients are advised to inform sexual contacts within the look back period and offered a 
contact slip which they give to the contacts themselves. Alternatively, patients give the 
details of the contacts to the health professional who then contacts them.  
 
Patients may attend with contact slips from this service or others. The health advisors will 
contact other sexual health services if the need arises 
 
It is important that the index patients’ confidentiality is preserved at all times- you should 
not give the diagnosis to the contact without consent. Disclosure of diagnosis is an option 
if it is documented that Index patient consents to this to which then reduces contact patient 
anxiety 
 
Contact information should be recorded within the appropriate section on the EPR system 
 

 
9. How to Manage Vaginal Discharge 

 

Normal physiological discharge is usually white/clear, non-offensive and varies with the 
menstrual cycle 
 
Symptoms of abnormal discharge may include 

 Change in colour 

 Odour 
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 Increase in volume 

 Irritation or soreness 

 Superficial dyspareunia 
 
Causes 
Infective 

 Bacterial Vaginosis 

 Candidiasis 

 Chlamydia trachomatis - cervicitis 

 Neisseria gonorrhoeae - cervicitis 

 Trichomonas vaginalis 

 Herpes simplex virus - cervicitis 
 

Non infective 

 Cervical polyps and ectopy 

 Foreign bodies - retained tampon 

 Vulval dermatitis 

 Erosive lichen planus 

 Genital tract malignancy 

 Fistulae 
 

Diagnosis 
History 
Examination  

 Vulva - erythema/ fissures/ ulcers 

 Speculum - discharge/retained objects/cervicitis/malignancy Investigations (where 
microscopy available) 

 Wet vaginal slide - microscopy for TV 

 Dry vaginal slide-microscopy for spores/hyphae indicating candida or clue 
cells/number of lactobacilli indicating bacterial vaginosis 

 High vaginal swab for TV  

 High vaginal swab for candida culture- not required if microscopically diagnosed 
candida unless speciation required 

 Endocervical swab/Vaginal swab for Chlamydia and gonorrhoea NAAT 

 If clinical suspicion of cervicitis/gonorrhoea (mucopurulent discharge/contact 
bleeding/cervical erythema) then endocervical slide and culture for gonorrhoea in 
addition to NAAT 

 Investigations (where microscopy not available) 

 High vaginal swab for TV/clue cells/candida 

 Endocervical swab for Chlamydia and gonorrhoea NAAT 

 If clinical suspicion of cervicitis/gonorrhoea (mucopurulent discharge/contact 
bleeding/cervical erythema) then culture for gonorrhoea in addition to NAAT 

 If concerns refer to a clinic where microscopy available 
 
Management 

 According to condition diagnosed 

 According to health professional i.e. doctor, nurse prescriber, PGD 

 Foreign bodies - remove with blunt forceps- cover with antibiotics if suspicious of 
cervicitis/PID  

 See individual guidance for Bacterial vaginosis, Candida, Chlamydia, Trichomonas 
and Gonorrhoea 
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10. Bacterial Vaginosis 
 

Cause 
Bacterial vaginosis (BV) is the commonest cause of abnormal discharge in women of child 
bearing age 
 
BV is characterised by overgrowth of predominantly anaerobic organisms (Gardnerella 
vaginalis, Prevotella species, Mycoplasma hominis, Mobiluncus species, Atopobium 
vaginalis) in the vagina leading to replacement of lactobacillus and an increase in pH from 
<4.5 to as high as 7.0 
 
Spontaneous onset and remission can occur 
 
Not regarded as sexually transmitted but has higher prevalence in those sexually active 
Also more common in Black women, those with IUDs and smokers 
 
Risk factors - vaginal douching, receptive cunnilingus, recent change in partner, presence 
of an STI 

 
Clinical Features 

 Asymptomatic (50%) 

 Offensive fishy smelling vaginal discharge- thin, white homogenous coating walls of 
vagina and vestibule 

 No associated soreness, itching or irritation 
 
Complications 

 Prevalence of BV high in women with PID 

 Post TOP endometritis and PID 

 In pregnancy associated with late miscarriage, preterm birth, preterm premature 
rupture of membranes and postpartum endometritis 

 Post transvaginal hysterectomy associated with vaginal cuff cellulitis and abscess 
formation 

 
Diagnosis 
A gram stained vaginal smear  

 Presence of clue cells 

 Decrease in number of lactobacilli 

 Increase in number of anaerobic organisms 
 
Isolation of Gardnerella vaginalis cannot be used to diagnose BV as it can be cultured 
from the vagina of up to 50% of normal women 
 
Management 

 Advise patients to avoid vaginal douching, use of shower gel and antiseptic agents or 
shampoo in the bath 

 Try to identify precipitating factors and advise avoiding them 
 
Treatment 
Treatment is indicated for symptomatic women and those undergoing certain surgical 
procedures i.e. TOP 
 
First line 
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 Metronidazole 400mg PO BD for 5 days 

 OR Metronidazole 2g PO Single dose 
 
Alternative Regimens 

 Intravaginal metronidazole gel (0.75%) once a day for 5 days 

 OR Intravaginal clindamycin cream (2%) once daily for 7 days 
 
Possible approaches to recurrent BV include: 

 Suppressive therapy - metronidazole gel 0.75% twice weekly for 4 to 6 months to 
decrease symptoms 

 OR Metronidazole 400mg PO BD for 3 days at the start and end of menstruation and 
fluconazole 150mg PO Stat if history of candidiasis 

 OR recommend 'Balance Activ RX Vaginal Gel' - can be bought from pharmacy or 
prescribed by GP - to use as treatment or prophylaxis 

 
If dispensing metronidazole, advise patient to avoid alcohol until 48 hours after treatment 
completed  
 
If allergy to metronidazole use 2% clindamycin cream 
 
Pregnancy and breast feeding 

 No evidence of teratogenicity with metronidazole in 1st trimester 

 Advised against high dose regimens of metronidazole 

 Metronidazole can affect taste of breast milk it is therefore prudent to use intravaginal 
cream for lactating women 

 Symptomatic pregnant women should be treated in the usual way 

 Insufficient evidence to recommend routine treatment if asymptomatic except if have 
additional risk factors for pre term delivery 

 
Contact Tracing 
Routine screening and treatment of partners not recommended 
 
Follow up 
TOC not recommended if symptoms resolve 
 
For further reading see: 
BASHH UK National Guideline on the Management of Bacterial Vaginosis 2012 

 
 

11. Vulvovaginal Candidiasis 
 

Cause 

 Candida albicans 80-92% 

 Non albicans species - C. Glabrata, C. tropicalis, C. krusei and Saccharomyces 
cerevisiae 

 10-20% of women of reproductive age are colonised with Candida species but have no 
symptoms or signs- they do not require treatment 

 
Clinical Features 
Symptoms 

 Vulval Itch 

 Vulval Soreness 
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 Vaginal Discharge 

 Superficial dyspareunia 

 External dysuria 
 
Signs 

 Erythema 

 Fissuring 

 Discharge - typically curdy 

 Oedema 

 Satellite lesions 

 Excoriation 
 

Complicated Candidiasis 

 Severe symptoms 

 Pregnancy 

 Recurrent vulvovaginal candidiasis 

 Non albican species 

 Abnormal host (diabetes mellitus, immunosuppression) 
 
Diagnosis 

 Clinical examination 

 High vaginal swab for microscopy and culture (may need speciation) 

 Gram or wet film examination 
 

Management 
General advice 

 Use vulval moisturisers as soap substitutes 

 Avoid tight fitting synthetic clothing 

 Avoid local irritants - perfumed products 
 

Provide written information regarding condition 
 

Treatment 
Uncomplicated 

 Clotrimazole pessary 500 mg Intravaginally Single dose 

 AND/OR Clotrimazole cream 1% BD-TDS  
 

Avoid oral therapies in pregnancy and breast feeding and beware of potential drug 
interactions 
 
Contact tracing 
No evidence to support treatment of partner in uncomplicated or recurrent candidiasis 
 
Follow up 
Not required if symptoms resolved 
 
Recurrent Vulvovaginal Candidiasis 

 At least 4 documented episodes of symptomatic candidiasis per year 

 Positive microscopy or mod/heavy growth of candida albicans on 2 of those 
occasions 

 5% of women of reproductive age 
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 Mostly caused by candida albicans 
 
Host factors increasing risk 

 Uncontrolled diabetes mellitus 

 Immunosuppression 

 Hyperoestrogenaemia (HRT, combined OCP) 

 Disturbance of vaginal flora (broad spectrum antibiotics) 

 Link to allergy (allergic rhinitis) 
 
Further investigations 

 Speciation 

 FBC, glucose, TFT 
 
Management 

 Discuss with senior doctor 

 As above for uncomplicated candidiasis 

 Vulval emollients 

 Review contraception (consider depo provera instead of combined OCP) 
 
Treatment 
If clear cyclical pattern then tailor topical/oral therapy to correct time of month 
Induction followed by maintenance therapy 

 Fluconazole 150mg every 72 hours for 3 doses 

 THEN fluconazole 150mg once a week for 6 months 

 Note low risk of hepatitis, OCP failure 

 Consider alternative regimens Inc. cetirizine 10mg OD 
 
For further reading see: BASHH UK National Guideline on the Management of 
Vulvovaginal Candidiasis 2007 
 
 
12. Gonorrhoea 

 

Cause 

 Gram negative diplococcus - Neisseria gonorrhoeae 

 Primary sites of infection - mucous membranes of urethra, endocervix, rectum, 
pharynx and conjunctiva 

 Transmission by direct inoculation of infected secretions from one mucous 
membrane to another 

 May co-exist with other pathogens including trichomonas vaginalis, candida albicans, 
Chlamydia trachomatis 

 Known to facilitate transmission of HIV 
 
Clinical Feature 
Men 

 Urethral infection- discharge (>80%), dysuria (>50%), asymptomatic (<10%) 
o Mucopurulent urethral discharge 
o Balanitis 
o Epididymal tenderness/swelling 

 Rectal infection - asymptomatic (usually), anal discharge (12%), perianal/anal pain (7%) 

 Pharyngeal infection - asymptomatic (>90%) 
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Women 

 Endocervix infection - asymptomatic (up to 50%), increased/altered vaginal discharge 
(up to 50%), lower abdominal pain (up to 25%), intermenstrual bleeding/menorrhagia 
(rarely) 
o Mucopurulent endocervical discharge 
o Easily induced endocervical bleeding 
o Pelvic/lower abdominal tenderness 

 Urethral infection - dysuria (12%) 

 Rectal Infection - asymptomatic (usually), more often by transmucosal spread of 
infected genital secretions than anal intercourse 

 Pharyngeal infection - asymptomatic (>90%) 
 
Complications 
Transluminal spread 

 Epididymo-orchitis (<1%) 

 Prostatitis (<1%) 

 PID (<10%) 
 
Haematogenous spread 

 Skin lesions 

 Arthralgia 

 Arthritis 

 Tenosynovitis 

 Disseminated (<1%) 
 
Transmission to neonate 

 Ophthalmia neonatorum 
 

Diagnosis 
NAAT 

 Higher sensitivity and specificity than culture 

 Rectal and pharyngeal specimens contain higher levels of closely related Neisseria 
species leading to higher rate of false positives  

 Urine from women is not to be used routinely for detection of gonorrhoea 
 
Culture 

 Specific  

 Allow confirmatory diagnosis and antimicrobial susceptibility testing 

 Selective culture medium recommended 

 Must be performed in individuals with signs and symptoms compatible with 
gonorrhoea and /or with a confirmed NAAT result 

 
Microscopy 

 Rapid diagnosis and treatment 

 Microscopy x1000 of gram stained genital specimens for direct visualisation of 
monomorphic gram negative diplococci within polymorphonuclear leucocytes 

 In men, symptomatic urethral smears - 90-95% sensitive, asymptomatic urethral 
smears- 50-75% sensitive 

 In women, endocervical smears 37-50% sensitive  

 Not appropriate for pharyngeal specimens and rarely useful for rectal specimens 
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Specimen Collection 
Men 

 Urethra 

 Rectum 

 Oropharynx 

 First pass urine for NAAT 
 
Women 

 Endocervix 

 Urethra - if they have had hysterectomy 

 Rectum 

 Oropharynx 

 Self-taken vaginal swab for NAAT 
 
Management 

 Patient should be given detailed explanation of condition and long term implications 

 Provide written information 

 Screen for other STI’s 

 Advise to avoid sexual intercourse for 7 days after they and their current partner have  
completed treatment 

 
Treatment  
Indications  

 Positive microscopy 

 Positive NAAT - confirmation by culture required (do not wait for culture result prior to   
treating)  

 Positive culture 

 Epidemiological grounds - recent sexual partner confirmed GC – must perform NAAT 
testing and culture on contact prior to treatment 

 
All patients are to be empirically treated for Chlamydia in addition with azithromycin 
1 g stat 
 
Uncomplicated anogenital and pharyngeal infection in adults 

 Ceftriaxone 500mg IM Stat (with lidocaine) 

 OR Cefixime 400mg PO Stat (only if contraindication to IM injection or refused by 
patient) 

 
Neisseria gonorrhoea has shown capacity to develop decreased sensitivity and resistance 
to many classes of antimicrobials - data from GRASP 2008 - ciprofloxacin resistance 28%, 
cefixime resistance 1.5%, combined penicillinase producing NG and plasmid mediated 
tetracycline NG resistance 7.6% 
 
Alternative regimens - see BASHH Guidance 
B Lactam Anaphylaxis/Allergy 

 Spectrinomycin 2g IM Single dose 

 OR Ciprofloxacin 500mg PO Single dose where known to be sensitive 
 
Pregnancy and Breast Feeding 

 Do not use quinolones or tetracyclines 

 Ceftriaxone 500mg IM Single dose 
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 OR Cefixime 400mg PO Single dose (only if contraindication to IM injection or 
refused by patient) 

 OR Spectrinomycin 2g IM Single dose 
 

Contact Tracing 
Partner notification should be pursued in all patients with gonococcal infection  
Sexual partners should be screened and treated 
 
The following look back periods apply: 

 Males with symptomatic urethral infection - 2 weeks or last contact 

 Infections at other sites/asymptomatic - 3 months or last contact 
 
Follow up 
Patients should be assessed after treatment-via telephone 

 To confirm compliance with treatment 

 To ensure resolution if symptoms 

 To enquire about adverse reactions 

 To explore possibility of re-infection 

 To pursue partner notification 
 

Test of cure routinely recommended after 2 week period in all patients 
 
For further reading see: 
BASHH National Guideline on the Diagnosis and Treatment of Gonorrhoea in Adults 2011 
BASHH UK National Guidance for Gonorrhoea Testing 2012 
13. Chlamydia 

 

Cause 

 Chlamydia trachomatis is the most common treatable STI in the UK 

 Risk factors include age under 25 years, new sexual partner or more than one sexual   
         partner in the past year and lack of consistent use of condoms 

 
Clinical Features 
Women 

 Asymptomatic in approx. 70% 

 Post coital/ Intermenstrual bleeding 

 Lower abdominal pain/Deep dyspareunia 

 Mucopurulent cervicitis/ contact bleeding 

 Dysuria 
 

Men 

 Asymptomatic in approx. 50% in community 

 Urethral discharge 

 Dysuria 
Rectal 

 Usually asymptomatic 

 Anal discharge 

 Anorectal discomfort (proctitis) 
 
Pharyngeal 

 Asymptomatic and uncommon 
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Conjunctivitis 

 Unilateral/bilateral low grade irritation  
 

Complications 

 Pelvic inflammatory disease - 10-40% if left untreated- leading to tubal factor 
infertility, ectopic pregnancy, chronic pelvic pain 

 Fitz- Hugh- Curtis Syndrome - peri-hepatitis 

 Transmission to neonate - neonatal conjunctivitis/ pneumonia 

 Epididymo-orchitis 

 Sexually acquired reactive arthritis 
 
Diagnosis 
In men NAAT tests from 

 First catch urine 

 Pharyngeal and rectal swabs if indicated 
 
In women NAAT tests from 

 Endocervical swab 

 Self-taken vulvo- vaginal swab 

 Pharyngeal and rectal swabs if indicated 
 

Management 

 Patient should be given detailed explanation of condition and long term implications 

 Provide written information 

 Screen for other STI’s 

 Advise to avoid sexual intercourse until they and current partner have completed 
treatment (7 days after treatment) 

 If the result is equivocal- repeat test and offer treatment- make it clear to the patient 
that a definitive diagnosis has NOT been made - the patient may prefer to await the 
second result 

 
Treatment 
Uncomplicated genital and pharyngeal infection 

 Azithromycin 1g PO Single dose 

 OR Doxycycline 100mg BD 7 days 
 
Rectal infection 

 Doxycycline 100mg BD PO 7 days - extend to 21 days if LGV serovar identified 
 
Alternatives 

 Erythromycin 500mg BD for 10-14 days 
 
 
Pregnancy/Breast Feeding 

 Do not use quinolones or tetracyclines 

 Azithromycin 1g PO Single dose- WHO recommended, unlicensed in UK 

 Erythromycin 500mg QDS for 7 days or BD for 14 days 
 
Contact Tracing 
Partner notification should be pursued in all patients with chlamydia infection  
Sexual partners should be screened and treated 
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The following look back periods apply: 

 Males with urethral symptoms - 4 weeks or last contact 

 Asymptomatic and other symptomatic - 6 months or last contact 
 
Follow up 
Patients should be assessed after treatment via telephone 

 To confirm compliance with treatment 

 To ensure resolution of symptoms 

 To enquire about adverse reactions 

 To explore possibility of re-infection 

 To pursue partner notification 
 

Test of cure not routinely recommended in over 25’s if infection treated with directly 
observed therapy and there is no risk of re-infection 
 
Persons under the age of 25 treated for chlamydia, should be offered a repeat test at 3 
months 
 
Consider a TOC after a 6 week period if:  

 Patient is symptomatic after treatment 

 Patient has received suboptimal treatment 

 There is possibility of re-infection 

 Rectal chlamydia 
 
A TOC must be performed in: 

 Pregnancy  
 
For further reading see: 

 BASHH statement on retesting of young persons diagnosed with chlamydia infection 
September 2013 

 BASHH Chlamydia Trachomatis Screening and testing Guidelines 2010 

 BASHH UK National Guideline for the Management of Infection with Chlamydia 
trachomatis 2015 

 
 

14. Trichomonas Vaginalis 
 

Cause 

 Trichomonas vaginalis - a flagellated protozoan 

 In women - found in vagina, urethra and paraurethral glands 

 In men - found in urethra, subprepucal sac, penile lesions 

 Sexually transmission via inoculation intravaginally/intraurethrally 
 
Clinical Features 
Females 

 Asymptomatic (10-50%) 

 Vaginal discharge (up to 70%) - classically frothy  

 Vulval Itching 

 Dysuria/offensive odour 

 Lower abdominal discomfort 

 Strawberry cervix (2%) 
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Males 

 Asymptomatic (15-50%) 

 Urethral discharge (50-60%) 

 Dysuria/Increased frequency 

 Penile irritation 

 Prostatitis 
 

Complications 

 Possible Pre term delivery and low birth weight 

 Perinatal transmission (5%) - infection past 1st year of life should suggest sexual 
contact (although other methods of transmission are postulated) 

 Enhanced HIV transmission 
 

Diagnosis 
Females 

 High vaginal swab - wet slide for microscopy read within 10 minutes (70 % sensitive 
compared to culture, if negative interpret with caution) 

 High vaginal swab for laboratory testing  

 POCT/PCR if available 

 Can be seen on cervical screening but diagnosis needs to be confirmed by 
conventional methods 

 
Management  

 Patient should be given detailed explanation of condition and long term implications 

 Provide written information 

 Screen for other STI’s 

 Advise to avoid sexual intercourse until they and current partner have completed 
treatment (7 days after treatment) 

 
Treatment 
First Line 

 Metronidazole 400 mg PO BD for 5 days 

 OR Metronidazole 2g PO Single dose 

 Advise patient to avoid alcohol until 48 hours after treatment completed 

 If allergy - refer to senior clinician 
 
Pregnancy and breast feeding 

 No evidence of teratogenicity with metronidazole in 1st trimester 

 Advised against high dose regimens of metronidazole 

 Metronidazole can affect taste of breast milk 
 

Contact Tracing 
Partner notification should be pursued in all patients with trichomonas infection  
Any partner within the previous 4 weeks should be screened and treated 
 
Follow up 
Patients should be assessed after treatment-via telephone 

 To confirm compliance with treatment 

 To ensure resolution of symptoms 

 To enquire about adverse reactions 

 To explore possibility of re-infection 
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 To pursue partner notification 
 

If treatment failure - check above, then: 

 May respond to a second 7 day course of metronidazole 

 If repeat course fails refer to senior clinician 
 
TOC only recommended if patient remains symptomatic or symptoms reoccur 

 
For further reading see: 
BASHH UK National Guideline on the Management of Trichomonos Vaginalis 2014 

 
 

15. Non Gonococcal Urethritis 
 

Urethritis, or inflammation of the urethra, is a multifactorial condition which can be sexually 
acquired. It is described as either gonococcal when Neisseria gonorrhoeae is detected or 
non-gonococcal (NGU) when it is not.  

 
Causes 
Infective 

 Chlamydia trachomatis (11-50%) 

 Mycoplasma genitalium (6-50%) 

 Ureaplasma urealyticum (11-26%) 

 Urinary Tract Infection (6.4%) 

 Adenoviruses (2-4%) 

 Trichomonas vaginalis (1-20%) 

 Herpes Simplex (2-3%) 

 Other - N. Meningitidis, Haemophilus sp 
 
Non Infective 

 Irritant contact dermatitis (soaps, shower gels, spermicides) 

 Allergic contact dermatitis (rubber, nickel) 

 Trauma (foreign bodies) 

 Malignancy 

 Radiotherapy 

 Autoimmune disease 

 Idiopathic 
 

Clinical Features 

 Urethral discharge- may or may not have been noticed by patient 

 Dysuria 

 Penile Irritation/Urethral discomfort 
 

Complications 

 Epididymo-orchitis 

 Sexually acquired reactive arthritis 
 

Diagnosis 
The diagnosis of urethritis must be confirmed by demonstrating PMNL in the anterior 
urethra by: 
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 A gram stained urethral smear containing > 5 PMNL per high power (x1000) 
microscopic field (averaged over 5 fields) 

 First pass urine can be examined for threads and if present can be gram stained and 
interpreted (>10 PMNL per high power field averaged over 5 fields) 

 Urine dipstix /MSU - leucocyte positive has variable sensitivity, can also aid diagnosis 
of UTI 

 All patients should have investigations for gonorrhoea and chlamydia 
 

Management 

 Patient should be given detailed explanation of condition and long term implications 

 Provide written information 

 Ensure patient is aware that it is not always sexually transmitted 

 Advise patient to avoid possible irritants i.e. perfumed soaps 

 Screen for other STI’s 

 Advise to avoid sexual intercourse until they and current partner have completed 
treatment (7 days after treatment) 

 
Treatment 
First line 

 Doxycycline 100mg PO BD for 7 days 
 
Alternative 

 Azithromycin 500mg PO stat then 250mg daily for next 4 days 

 Ofloxacin 200mg PO BD for 7 days 
 
Contact Tracing 
Partner notification should be pursued in all patients with a diagnosis of NGU   
Sexual partners should be screened and treated using the same antimicrobial regimen that 
resulted in a cure in the index case 
 
The following look back period applies: 

 Symptomatic- 4 weeks or last contact  
 
Follow up 
Indicated only if Chlamydia confirmed or persistent symptoms 
Persistent/Recurrent Urethritis 
 

Defined as persistent or recurrent symptomatic urethritis occurring 30-90 days following 
treatment. It occurs in 15-25% of patients. Its aetiology is probably multifactorial.  

 Ensure patient has completed initial course of therapy and there is no possibility of 
re-infection 

 Only treat if patient has definite symptoms of urethritis or physical signs on 
examination 

 Recommended regimens 
 
If treated with doxycycline regimen first line then: 

o Azithromycin 500mg PO stat then 250mg PO OD for next 4 days plus 
metronidazole PO 400 mg BD for 5 days 

 
If treated with azithromycin regimen first line then:  

o Moxifloxacin 400mg PO OD for 10-14 days plus Metronidazole 400mg PO BD 
for 5 days 
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 Alternative regimen 
o Doxycycline 100mg PO BD for 7 days plus metronidazole 400mg PO BD for 5 

days 

 If persists despite further treatment consider psychosexual causes or chronic 
abacterial prostatitis 

 
For further reading see: 
BASHH UK National Guideline on the Management of Non-Gonococcal Urethritis 2015 
 
 
16. How to Manage Genital Ulceration 

 

Causes of genital ulceration 
Painful: 

 Genital herpes (Herpes Simplex Virus) 

 Shingles (Herpes Zoster Virus) 

 Trauma 

 Behcet’s Disease 

 Connective Tissue Disease  

 Apthous ulcers 

 Inflammatory bowel disease 

 Malignancy 

 Fixed Drug Eruption 

 Chancroid (Haemophilus ducreyi) 
 
Painless: 

 Syphilis (Treponema pallidum) 

 Lymphogranuloma venereum (Chlamydia trachomatis serovar L1-3) 

 Donovanosis/ Granuloma inguinale (Klebsiella granulomatis) 
 
‘SYPHILIS UNTIL PROVEN OTHERWISE’ 
 

Diagnosis  
History 
Examination 

 Vulva, perianal region, mouth, penis for lesion 

 Site of lesion/vesicles/ulcer- bilateral/ unilateral 

 Painful/Non painful 

 Lymphadenopathy 

 Skin rashes 
 
 
Investigations 

 STS and HIV consider repeating at 1,3 months 

 Swab from base of ulcer for HSV DNA PCR and typing 

 If suspicious of syphilis then swabs from base of ulcer for dark ground microscopy 

 If suspicious of tropical ulcer disease, investigations under individual conditions 

 If suspicious of Behcet’s disease or connective tissue disease then discuss with 
senior doctor 

 
Please see individual guidelines and PGDs for management of each condition 
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17. Genital Herpes  
 

Cause 

 Herpes simplex virus 1 and 2 

 Majority of infections acquired sub clinically - 80% of persons with antibodies 
unaware they are infected 

 Prior infection with HSV 1 modifies the clinical manifestations of first HSV 2 infection 

 After coming into contact with the virus some people may never have any symptoms. 
Some people will have the virus for days, week, months or years before any signs or 
symptoms develop because the virus becomes latent in local sensory ganglia 
reactivating to cause symptomatic lesions or asymptomatic viral shedding- from the 
external genitalia/anorectum/cervix/urethra 

 
Clinical Features 
Local symptoms and signs 

 Painful superficial ulceration 

 Dysuria 

 Vaginal/Urethral discharge 

 Painful inguinal lymphadenopathy 

 Proctitis in MSM 
 
Systemic Symptoms 

 Fever 

 Myalgia 
 
Complications 

 Autonomic neuropathy leading to urinary retention 

 Autoinoculation to fingers and adjacent skin on thighs 

 Aseptic meningitis 

 Enhanced HIV transmission 

 Secondary bacterial infection 

 Labial fusion 
 
Diagnosis 
HSV typing should be carried out in all those newly diagnosed with genital herpes 
 
Current methods available 

 Swab from base of ulcer and place into medium for HSV DNA detection by 
polymerase chain reaction (PCR) 

 Testing for HSV type specific antibodies- the detection of HSV IgG in a single serum 
sample represents infection at some time but it is difficult to say whether infection is 
recent as IgM detection is unreliable. Collection of sample a few weeks apart can be 
used to show seroconversion. May be helpful in recurrent genital disease of unknown 
cause, counselling pregnant women and their partners. NOT for routine use in our 
service 

 
Management 
 

First Episode 

 Saline bathing 

 Analgesia 

 Topical anaesthetic agents e.g. lidocaine (Instillagel) 
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 Oral antiviral agents are indicated within 5 days of the start of the episode and whilst 
new lesions are still forming - to reduce the severity and duration of episode 

 Topical agents are less effective 
 
Recommended regimens 

 Aciclovir 400mg 3 times a day for 5 days 

 OR Aciclovir 200mg 5 times a day for 5 days 

 OR Valaciclovir 500mg 2 times a day for 5 days 
 
Hospitalisation may be required for urinary retention, meningism and constitutional 
symptoms 
 
Recurrent genital herpes 
Recurrences are self-limiting and generally cause minor symptoms 
 
Strategies should be discussed with the patient and include 

 Supportive therapy only 

 Episodic antiviral treatments 

 Suppressive antiviral therapy  
 
Suppressive therapy shown to be effective in those having 6 or more recurrences per year 
 
Recommended regimens 

 Aciclovir 400mg BD PO 

 Provide 3 months prescription at each review 

 No monitoring required in those previously well 

 If breakthrough recurrences occur on standard treatment the daily dose should be 
increased e.g. aciclovir 400mg TDS 

 Suppressive therapy should be discontinued at a maximum of 1 year to assess 
recurrence frequency. After a trial off prophylactic therapy, patients who still have 
frequent and unacceptable recurrences should restart treatment 

  
Patient should be given detailed explanation of condition and long term implications 
Provide written information 
 
Screen for other STI’s- may need to be at a later date if the patient has painful ulcers 
 
Advice Regarding Transmission 

 Abstinence from sexual contact recommended during lesion recurrences/prodrome 

 Transmission may occur as a result of asymptomatic viral shedding 

 Male condoms can help to reduce the risk of transmission 

 Suppressive antiviral therapy reduces the rate of acquisition of symptomatic genital 
herpes 

 Disclosure is advised in all relationships 

 Discussions around disclosure and transmission should be documented 

 Discuss reduction of transmission to pregnant partners 
 
Management in Pregnancy  
 

All cases to be discussed with a senior doctor and consent obtained to inform the 
obstetric team 
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First episode genital herpes 
First and second trimester acquisition (until 27 + 6 weeks gestation) 

 There is no evidence of an increased risk of spontaneous miscarriage with primary 
genital herpes in the first trimester 

 Management should be with oral or IV aciclovir depending on clinical condition in 
standard doses 

 Aciclovir is not licensed in pregnancy although there is substantial clinical experience 
supporting its safety 

 Paracetamol and topical lidocaine can be used as symptomatic relief 

 Vaginal delivery should be anticipated (provided delivery does not ensue within the 
next 6 weeks) 

 There is no evidence HSV acquired in pregnancy is associated with an increased risk 
of congenital abnormality 

 Daily suppressive aciclovir TDS from 36 weeks gestation may be considered in order 
to reduce the risk of HSV lesions at term and hence the need for a caesarean section 

 
Third trimester acquisition (from 28 weeks gestation) 

 Management should be with oral or IV aciclovir depending on clinical condition in 
standard doses 

 Caesarean section should be the recommended mode of delivery to all women 
presenting with first episode genital herpes lesions in the third trimester, particularly 
those developing symptoms within 6 weeks of expected delivery as the risk of 
neonatal transmission is 41% 

 It can be difficult to distinguish between primary and recurrent genital HSV. Therefore 
type specific HSV antibody testing is advisable 

 Continuous aciclovir in the last 4 weeks of pregnancy reduced both the risk of clinical 
recurrence at term and delivery by caesarean section 

 If vaginal delivery is unavoidable or where the mother opts for vaginal birth, 
prolonged rupture of membranes and invasive procedures should be avoided. 
Consider IV aciclovir intrapartum for the mother and for the neonate. Inform the 
paediatrician 

 
Recurrent genital herpes 

 Risk of neonatal herpes is low even with lesions at the time of delivery (0-3% for 
vaginal delivery) 

 Symptomatic recurrences are likely to be brief and supportive measures alone will 
usually suffice 

 Vaginal delivery should be anticipated 

 Aciclovir suppressive treatment 400mg TDS from 36 weeks gestation should be 
considered 

 If lesions present at the time of delivery- the final choice of vaginal v caesarean 
should be made by the mother after discussion 

 
All cases to be discussed with a senior doctor and consent obtained to inform the 
obstetric team 
 
Management of Genital Herpes in people with HIV 

 Resistance to antiviral drugs is more common in those with HIV infection and is 
associated with treatment failure 

 Primary genital herpes may be severe and prolonged with risk of progressive, 
multifocal and coalescing mucocutaneous anogenital lesions. More serious and 
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potentially life threatening complications have been reported- fulminant hepatitis, 
pneumonia, neurological disease and disseminated infection. It may present with 
atypical lesions 

 HAART will reduce the frequency of recurrences but has less effect on asymptomatic 
shedding 

 The efficacy of suppressive therapy is less in people with HIV 

 Please discuss management with a senior clinician 

 Please see the BASHH guidance for management of HSV in people with HIV with 
regards to recommended doses and aciclovir resistance 

 
For further reading see: 
BASHH UK National Guideline on the Management of Anogenital Herpes 2014 
RCOG in Association with BASHH Management of Genital Herpes in Pregnancy 2014 

 
 

18. Syphilis 
 

Cause 

 Treponema pallidum - spirochete bacterium 

 Transmission by direct contact with infectious lesion (usually sexual contact), vertical 
transmission or via infected blood products 

 Classified as acquired or congenital 
 
Acquired syphilis divided into  

 Early - primary, secondary and early latent (<2 years of infection) 

 Late - Late latent (> 2 years of infection) includes gummatous, cardiovascular or 
neurological syphilis 

 
Clinical Features 
Primary syphilis - Incubation is usually 21 days (9-90 days) 

 Ulcer (chancre) - classically in anogenital region, single painless indurated with clean 
base discharging clear serum. However may be multiple, painful, purulent, 
destructive, extragenital i.e. oral. Resolve over 3-8 weeks 

 Regional lymphadenopathy 

 Syphilitic balanitis of Follman 
 

Secondary syphilis – Occurs 4-10 weeks after chancre (25% will develop this if primary 
syphilis untreated) 

 Multisystem involvement within the first 2 years of infection 

 Rash- generalised maculopapular often affecting palms/soles 

 Condylomata lata 

 Mucocutaneous lesions 

 Generalised lymphadenopathy 

 Less commonly - Patchy alopecia, anterior uveitis, meningitis, cranial nerve palsies, 
optic neuropathy, interstitial keratitis and retinal involvement, hepatitis, splenomegaly, 
periosteitis, glomerulonephritis 

 
Latent syphilis 

 Diagnosed on serological testing with no signs or symptoms 
 
Symptomatic late syphilis - Occurs in one third of untreated patients 20-40 years after 
initial infection 
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 Gummatous - granulomatous destructive lesions 

 Cardiovascular - Aortitis 

 Neurological 
o Focal arteritis - infarction/meningeal inflammation 
o General paresis - gradual decline in memory and cognitive functions, emotional 

lability, personality change, dementia 
o Tabes dorsalis - sensory ataxia, Charcot’s Joints, Argyll Robertson pupil 

 
Diagnosis 
History and Examination 

 Symptoms of syphilis 

 Previous syphilis testing 

 Details of previous treatment (place, treatment given, serological tests) 

 Obstetric history- potential complications e.g. Miscarriage/stillbirth 

 Blood donation and antenatal screening history 

 Consider other treponemal infection i.e. yaws/pinta and history of living in areas 
where these are endemic 

 Full clinical examination - skin, mucosal membranes, lymph nodes, cardiovascular 
and neurological systems 

 
Dark ground microscopy 

 Not suitable for oral lesions and less suitable for other non-penile lesions 
 
Serological testing 

 Should be performed routinely in all sexual health attendees 

 Specific treponemal tests 
o Treponemal EIA for IgM - detectable towards second week of infection 
o Treponemal EIA for IgG - usually detectable in 4-5th week 
o T.pallidum particle agglutination assay (TPPA)/ T.pallidum haemagglutination 

assay (TPHA) 

 Non treponemal tests (cardiolipin) 
o A quantitative VDRL/RPR should be performed when treponemal tests indicate 

syphilis 
o False negatives may occur in secondary/early latent syphilis due to prozone 

phenomenon - more likely to occur in HIV patients 

 Repeat positive tests on a second specimen to confirm the result 

 Repeat screening recommend at 2 weeks for dark ground negative ulcerative lesions 
that could be syphilis 

 Repeat screening recommended at 6 weeks and 12 weeks after a single ‘high risk’ 
exposure 

 
Other tests 

 Chest X- ray (CXR)/ECG – consider in late latent syphilis or signs of aortic disease 

 Neurological imaging - in those with neurological signs and symptoms  

 Lumbar puncture - in those with neurological signs and symptoms 

 Biopsy - of suspicious lesions/gummatous lesions 
 
Management 

 Screen for other STI’s 

 Patient should be given detailed explanation of condition and long term implications 

 Provide written information 
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 If pregnant please discuss management with a senior doctor - fetal medicine 
consultant, paediatrician and specialist midwife need to be involved in care 

 If neurosyphilis will need to be admitted for lumbar puncture and treatment 

 Advise to abstain from sexual activity until resolution of symptoms and at least 2 
weeks after completion of treatment 

 
Treatment 

 Patients should be warned of possible reactions to treatment, facilities for 
resuscitation are available in clinic 

 Document penicillin allergy/non allergy 

 Patients should stay in the department for 15 minutes to observe for any immediate 
adverse reactions 

 
Possible reactions: 

 Jarisch-Herxheimer Reaction (acute febrile illness with headache, myalgia, chills and 
rigors which resolves within 24 hours) 

 Procaine reaction (due to inadvertent IV injection of procaine penicillin, fear of 
impending death, fits, last less than 20 minutes) 

 Anaphylactic shock 

 Allergy 
 

Steroids recommended if neurological/cardiovascular involvement   

 Benzathine penicillin is an unlicensed treatment in the UK 

 Benzathine penicillin can be co- administered with lidocaine as the diluent instead of 
water to reduce the pain experienced by patients - it must not be administered IV- 
aspiration technique must be used: 
o Reconstitute the vial with 8ml of 1% lidocaine hydrochloride solution- split the 

liquid into two equal volumes to administer by deep intramuscular injection at 2 
different sites 

 
Interruptions in treatment 

 If drug administration is interrupted for more than one day at any point during the 
treatment course, it is recommended that the entire course is restarted 

 
Contact Tracing 

 Partner notification should be pursued in all patients diagnosed with syphilis infection 

 In primary syphilis partners from the previous 3 months should be notified 

 In secondary syphilis partners from the previous 2 years may have to be notified 

 It is reasonable for partners and children of women diagnosed with late latent syphilis 
to be screened  

 Epidemiologic treatment should be offered for contacts within the window period 
 
Follow Up 

 Clinical and serological follow up at 3, 6 and 12 months, then if indicated 6 monthly 
until VDRL/RPR negative or serofast  

 Lifelong follow up at least annually for those with HIV and syphilis (coinciding with 
HIV follow up visits) 

 A sustained four-fold or greater increase in VDRL/RPR suggests reinfection or 
treatment failure 
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 CSF Examination and retreatment are indicated for those who’s VDRL/RPR do not 
decrease four-fold within 12 months of therapy. If CSF normal, retreatment should be 
with benzathine penicillin 2.4 MU IM 3 doses at weekly intervals 

 

Clinical Stage Recommended 
Regimen 

Alternative 
Regimen 

Clinical Notes 

Incubating 
Syphilis/Epidemiological 
Treatment 

Benzathine 
penicillin 2.4 MU 
IM single dose 

Doxycycline 100mg 
PO BD 14 days 
 OR Discuss with 
senior doctor 

 

Early 
(Primary/secondary) 
Syphilis/Early Latent) 

Benzathine 
penicillin 2.4 MU 
IM 1 dose 

Doxycycline 100mg 
PO BD 14 days 
OR Discuss with 
senior doctor 

 

Late latent, 
cardiovascular, 
gummatous syphilis 

Benzathine 
penicillin 2.4 MU 
IM 3 doses each a 
week apart 

Doxycycline 100mg 
PO BD 28 days 
OR Discuss with a 
senior doctor 
 

Steroid cover if 
cardiovascular- (40-
60mg prednisolone for 
3 days starting 24 hrs 
prior to abx) 

Early syphilis in 
pregnancy (First and 
second trimester- up to 
and including 27 weeks) 

Benzathine 
penicillin 2.4 MU 
IM 1 dose 

See BASHH 
guidance and 
discuss with senior 

In liaison with midwife, 
obstetric team, 
paediatricians 

Early syphilis in 
pregnancy (Third 
trimester- from 28 
weeks) 

Benzathine 
penicillin 2.4 MU 
IM on days 1 and 8  

See BASHH 
guidance and 
discuss with senior 

In liaison with midwife, 
obstetric team, 
paediatricians 

Late latent syphilis in 
pregnancy 

Benzathine 
penicillin 2.4 MU 
IM 3 doses each a 
week apart 

See BASHH 
guidance and 
discuss with senior 

In liaison with midwife, 
obstetric team, 
paediatricians 

Syphilis in HIV Treatment as 
appropriate for 
stage as above 

  

Neurosyphilis 
(ophthalmic 
involvement) 

Procaine penicillin 
1.8- 2.4 MU IM OD 
plus probenecid 
500mg PO QDS for 
14 days 

Doxycycline 200mg 
BD for 28 days 
Ceftriaxone 2g IM 
OD 10-14 days 

Steroid cover -40-60mg 
prednisolone for 3 days 
starting 24 hrs prior to 
abx 

 
See Appendix for Communication of Positive Infectious Diseases in Pregnancy 
Screening Results Pathway 
 
For further reading see: 
BASHH UK National Guidelines on the Management of Syphilis 2015 

 
 
19. Genital Ulceration - Other Conditions 

 

Lymphogranuloma venereum  

 Invasive serovars of Chlamydia trachomatis (L1, L2, L3) 

 Recent outbreaks in UK in MSM 
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 Linked with HIV and hepatitis C 

 Incubation period 3-30 days 
 
Clinical features 

 Primary lesion - painless papule/pustule/shallow ulcer on coronal sulcus/posterior 
vaginal wall/fourchette/vulva/cervix/oral cavity 

 Haemorrhagic proctitis is primary manifestation in MSM 

 Secondary lesions - regional lymphadenopathy with bubo formation 

 Tertiary lesions - chronic inflammatory response leading to proctitis/proctocolitis/ 
fistulae/ strictures 

 Complications - lymphoedema of genitals 
 
Diagnosis 

 Rectal swabs/swab from ulcer base for Chlamydia PCR - send to lab to go to 
reference lab to confirm LGV serovar  

 Tissue from ulcer base/rectal tissue 

 Aspiration from fluctuant lymph nodes - need to refer to surgeons 

 Urethral swab/first catch urine 
 
Management  

 Avoid UPSI until completed treatment and follow up 

 Patient should be given detailed explanation of condition and long term implications 

 Screening for other STIs 

 Provide written information 

 Doxycycline 100mg PO BD for 21 days 

 Second line treatment - erythromycin 500mg PO QDS for 21 days or azithromycin 1g  
weekly for 3 weeks 

 Contract tracing for sexual contacts in the preceding 4 weeks if symptomatic or 3 
months if asymptomatic 

 Follow up until symptoms and sign resolved 

 Do not require TOC if doxycycline used to treat 
 

For further reading see: 
BASHH UK National Guideline on the Management of Lymphogranuloma venereum 2013 

 
 
20. Chancroid 
 

 Haemophilus ducreyi - gram negative coccobacilli 

 Co-factor in transmission of HIV 

 Rare in UK 

 Ano-genital ulceration and lymphadenitis (bubo formation) 

 Incubation 4-7 days 

 Complication in males - phimosis 
 
Diagnosis (send specimens to HPA) 

 Culture in special medium 

 PCR (no commercially available kits)  

 Microscopy of gram stained smear from pus/ulcer base 
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Management 

 Avoid sexual contact until treated and current partner treated (those having sexual 
contact in 10 days preceding symptoms)  

 Azithromycin 1g stat PO or ceftriaxone 250 mg IM stat 

 Incision and drainage of fluctuant bubo 

 Follow up 3-7 days after starting therapy 

 TOC not recommended 
 

For further reading see: 
BASHH UK National Guideline on the Management of Chancroid 2014 
 
 
21. Donovanosis 

 Klebsiella granulomatis 

 Rare in UK 

 Genital papules/nodules develop into friable ulcers with regional lymph node 
involvement 

 Complications- haemorrhage, genital lymphoedema, haematogenous spread to 
bones and viscera 

 
Diagnosis - demonstration of Donovan bodies in smear/biopsy specimen 
 
Management - until lesion have healed - possibly up to 3 weeks 

 Azithromycin 1g PO once a week 

 Doxycycline 100mg PO BD  

 See BASHH guidance for other alternatives 

 Contact trace and treat sexual contacts from preceding 40 days 

 Follow up until symptoms have resolved 
 

For further reading see: 
BASHH UK National Guideline on the Management of Donovanosis 2011 

 
 

22. Behcet’s Disease 
 

 Prevalence highest in Middle East, China and Japan 

 Males > Females and age 15-45 years 

 Associated with HLA B51  

 Symptoms - headache, non - specific symptoms, recurrent genital and oral ulceration 
that heals with scarring 

 Other features - erythema nodosum, anterior uveitis, cranial nerve lesions 
 
Management  

 Refer to rheumatology/immunology 

 Topical corticosteroids helpful for ulcers 

 NSAIDs 

 May need immunosuppression 
 
 

23. Genital Lumps 
 

Normal variants 
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 Hirsutes 

 Pearly penile papules 

 Vulval papillae 

 Fordyce spots 
 
Other conditions 

 Folliculitis/ furunculosis 

 Epidermal cysts 

 Lichen planus 

 Psoriasis 

 Lymphocele 

 Malignancy 
 
Infection 

 Genital warts 

 Molluscum contagiosum 

 Scabies 

 Condylomata lata (syphilis) 
 
 
24. Genital Warts 

 

Cause 

 Human papilloma virus - over 100 genotypes 

 Transmission by sexual contact, perinatally and autoinoculation 

 Warts are benign epithelial skin tumours 

 90% anogenital warts caused by types 6 and 11 - some lesions contain oncogenic 
types associated with genital tract dysplasia and cancer 

 HPV very common and most infections do not result in visible genital tract lesions 

 HPV preventative vaccination introduced in 2008 for girls aged 12-13  
 
Clinical Features 

 Irritation and soreness especially if perianal 

 Distortion of urine flow, bleeding if urethral 

 Lesions can occur at any site - including anogenital skin, anal canal, vagina, cervix, 
urethral meatus, oral cavity, larynx, conjunctivae and nasal cavity 

 Warts may be single/multiple, non-keratinised/keratinised, broad based/pedunculated, 
pigmented 

 Features that may suggest intraepithelial neoplasia- pigmentation, failure to respond 
to treatment, new onset in older patient  

 
Diagnosis 

 Examination with naked eye and speculum examination in females 

 If in doubt or lesion atypical- biopsy for histology to rule out intraepithelial neoplasia 
prior to initiating therapy  

 
Management 

 Patient should be given detailed explanation of condition and long term implications 

 Advise that it is a common virus, can be asymptomatic, can have long incubation 
period from days to years 

 Provide written information 
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 Screen for other STI’s 

 Condom use advisable especially in new relationships 

 Smokers may respond less well to treatment than non-smokers 

 No changes to routine national cervical screening programme 
 
Treatment 

 Treatment choice depends on the morphology, number, distribution of warts and 
patient preference- patients may choose not to have treatment 

 All treatments have significant failure and relapse rates 

 Patients should be warned that persistent hypopigmentation or hyperpigmentation 
occurs commonly with ablative modalities. Depressed or hypertrophic scars are 
uncommon but can occur, especially if the patient has had insufficient time to heal 
between treatments. 

 
Treatments available in our service: 
Podophyllotoxin (Warticon/Condyline) 

 A purified extract of podophyllin in the form of a solution (0.5%) or cream (0.15%), 
suitable for home treatment, licensed for 4/5 week courses, not licensed for 
extragenital lesions such as anal warts 

 Twice daily application for three days followed by 4 days rest for 4-5 cycles 

 Discontinue if significant side effects e.g. soreness/irritation 

 Avoid UPSI after application  

 Not for use in pregnancy 

 Good response with subprepucal warts 

 Not licensed for perianal warts 
 
Imiquimod (Aldara) 

 An immune response modifier - induces a cytokine response when applied to skin 
with HPV 

 Available as 5% cream 

 Cream is applied 3 times weekly on alternate days and washed off 6-10 hours later 
for up to 16 weeks 

 Response to treatment may be delayed for weeks 

 Suitable for use on all external anogenital warts 

 Avoid UPSI after application and can weaken condoms 

 Not for use in pregnancy 

 Can cause soreness/irritation 
  

Cryotherapy  

 Using a liquid nitrogen spray or cryoprobe causes cytolysis at the dermal epidermal 
junction resulting in necrosis 

 Treatment should be applied until a halo of freezing has been established a few 
millimetres around the treated lesion 

 A freeze, thaw, freeze technique should be used and lesions held frozen for 10-30 
seconds depending on size 

 Weekly intervals for 4 weeks 
 
Pregnancy 

 Avoid podophyllotoxin and imiquimod 

 Treatment aims to minimise the number of lesions present at delivery to reduce 
neonatal exposure to the virus 
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 Potential problems for children are the development of laryngeal papillomatosis and 
anogenital warts 

 Very rarely a Caesarean section is indicated because of obstruction of vaginal outlet 
with warts or gross cervical warts - it is not indicated to reduce neonatal transmission 
as both of the above conditions are rare 

 
Follow up 

 Review only required if warts still present after treatment or patients encounter a 
problem with treatment 

 Change is indicated if the patient is not tolerating current treatment or there is a less 
than 50% response to current treatment at end of course 

 
For further reading see: 
BASHH UK National Guidelines on the Management of Ano-genital Warts 2015 
 

 
 
25. Molluscum Contagiosum 

 

 Pox virus 

 Passed on by direct skin to skin contact 

 Incubation 3-12 weeks 

 Discrete pearly, popular, smooth/umbilicated lesions 

 Usually spontaneous remission 

 Complication- secondary bacterial infection if lesion scratched 
 
Diagnosis - clinical appearance 
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Management  

 Advise against shaving/ waxing/squeezing/sharing towels 

 Lesions should be covered prior to using swimming pools 

 Screen for other STIs 

 Leave alone to regress spontaneously 

 Cryotherapy/ Podophyllotoxin/ Imiquimod 

 Contact tracing unnecessary 
 
For further reading see: 
BASHH UK National Guideline on the Management of Molluscum contagiosum 2014 
 
 
26. Scabies 
   

 Mite - Sarcoptes scabiei 

 Any part of body can be affected 

 Transmission by skin to skin contact 

 Mites can live off a host for 24-36 hours 

 Crusted scabies (Norwegian Scabies) occurs in immune compromised states 
 
Clinical features 

 Generalised itching especially at night 

 Slivery lines where mites have burrowed 

 Classic Sites - interdigital folds, wrists and elbows 

 Papules, nodules and pustule on penis 

 Crusted scabies – erythematous scaly crusted lesions associated with malodour and 
fissuring 

 
Complication - secondary bacterial infection of skin lesions/sepsis 
Diagnosis 

 Clinical appearance 
 
Management 

 Avoid close body contact until treatment completed 

 Offer written information 

 Screen for other STI 

 Wash clothes, bedding and towels on high temperature 60 degrees and dry in hot 
dryer 

 Antihistamine may help for itching which can persist for up to 2 weeks after treatment 

 Permethrin 5% cream - apply to whole body from neck down, leave on for 12 hours 
and then wash off, repeat at 1 week 

 Sexual contacts from previous 1 month and other household contacts should be 
treated as well  

For further reading see: 
BASHH UK National Guideline on the Management of Scabies 2016 

 
 

27. Pubic Lice 
 

 Crab louse - Phthirus pubis 

 Transmission by close body contact 

 Incubation 5 days - several weeks 
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 Lice infest coarse hairs of pubic area, body hair, eyebrows and eye lashes, 
occasional itching and blue macules at feeding sites 

 
Diagnosis - clinical examination 
 
Management 

 Avoid close body contact until treatment completed 

 Screen for other STIs 

 Permethrin - apply to dry hair and wash out after 12 hours, second application after 3-
7 days 

 Sexual contacts from previous 3 months should be contact traced 
 

For further reading see: 
BASHH UK National Guideline on the Management of Phithirus pubis 2007 
 
 
28. Pelvic Inflammatory Disease 

 

PID is usually the result of ascending infection from the cervix causing endometritis, 
salpingitis, oophoritis, tuboovarian abscess and pelvic peritonitis 
 
Causes 

 In many cases no organism is identified 

 Neisseria gonorrhoea 

 Chlamydia trachomatis 

 Mycoplasma genitalium 

 Other anaerobes and bacteria found in the vagina 
 
Clinical Features 
Symptoms 

 Lower abdominal pain 

 Deep dyspareunia 

 Abnormal vaginal bleeding 

 Abnormal discharge 
 
Signs 

 Lower abdominal tenderness 

 Adnexal tenderness/cervical motion tenderness on bimanual vaginal examination 

 Fever  
 
Complications 

 Fitz-Hugh- Curtis Syndrome (10-20% women with PID) 

 Tubal Occlusion- leading to infertility/ subfertility/ectopic pregnancy 

 Chronic pelvic pain 
 
Diagnosis  

 History and examination findings - can be difficult to differentiate from other causes of 
pelvic pain 

 Temperature 

 Absence of vaginal/endocervical pus cells has good negative predictive value - but if 
found are non-specific 
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 Endocervical Chlamydia PCR and Gonorrhoea NAAT - culture if suspicious of GC 

 CRP 

 Pregnancy test - to rule out ectopic pregnancy 

 Urinalysis 

 Consider USS pelvis 
 
Differential diagnosis 

 Ectopic pregnancy - symptoms 5-8 weeks after LMP, lower abdominal pain - may be 
unilateral, PV bleeding, shoulder pain, hypotension 

 Acute appendicitis 

 Endometriosis 

 Ovarian cyst 

 Functional pain- irritable bowel disorder 

 Dysmenorrhoea 

 UTI 
 
Management 
General advice 

 Rest 

 Analgesia 
 
Avoid UPSI until they and their partner have completed treatment and follow up 
 
Patient should be given detailed explanation of condition and long term implications: 

 Explanation of what treatment is being given and adverse effects 

 Following treatment fertility is usually maintained but there remains a risk of future 
infertility, chronic pelvic pain, ectopic pregnancy 

 Repeat episodes of PID associated with increased risk of infertility 
 
Provide written information 
 
Low threshold for empiric treatment as delay in treatment leads to increased risk of long 
term sequalae 
 
Outpatient therapy for those with mild to moderate PID 
 
Inpatient therapy for those with severe PID (severe clinical features, temp > 38, clinical 
signs of tubo-ovarian abscess/pelvic peritonitis) - discuss with gynaecology doctor on call 
 
Also consider admission if: 

 A surgical emergency cannot be excluded 

 Lack of response to oral therapy 

 Pregnancy 
 
Screen for other STIs 
Consider removal of IUD in female presenting with PID but needs to balanced against the 
risk of pregnancy if unprotected SI has occurred in the preceding 7 days 
 
Treatment 
Recommend regimens 
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 Ceftriaxone 500mg IM Stat followed by doxycycline 100mg PO BD and metronidazole 
400mg PO BD for 14 days (use if high risk of gonococcal PID)  

 OR Ofloxacin 400mg BD and metronidazole 400mg PO BD for 14 days (use only if 
low risk of gonococcal PID) 

 Pregnancy- admission recommended for IV therapy- discuss with  gynaecology 
doctor on call 

 Metronidazole can be discontinued earlier in those with mild/moderate symptoms 
who cannot tolerate it 

 
Alternative 

 Ceftriaxone 500mg IM stat followed by azithromycin 1g/week for 2 weeks - may be 
appropriate if allergy/intolerance to recommended regimes 

 
Contact Tracing 

 Partner notification should be pursued in all patients with PID  

 Sexual partners should be screened and treated empirically with azithromycin 1g PO 
stat (and treatment for gonorrhoea if necessary) 

 Partners from the preceding six month period should be notified  
 
Follow up  
Review at 72 hours is recommended for those with moderate-severe symptoms 
 
Review at 2 weeks for mild- moderate symptoms to ensure 

 Adequate clinical response to treatment 

 Compliance with oral antibiotics 

 Screening and treatment of sexual contacts 

 Awareness of the significance of PID and its sequalae 
 
If patient is still symptomatic need to reconsider diagnosis- direct to GP for further 
investigation and referral to gynaecology (send letter to GP detailing investigations and 
treatment given) 
 
For further reading see: 
BASHH UK National Guideline on the Management of PID 2011 
 
 
29. Epididymo-orchitis 

 

A clinical syndrome consisting of pain, swelling and inflammation of the epididymis +/- 
testes. The most common route in infection is from local spread from the urethra or 
bladder 
 
Causes 

 Chlamydia trachomatis 

 Neisseria gonorrhoea 

 Non sexually transmitted gram negative organisms (UTI) 

 Sexually transmitted enteric organisms (MSM engaging in anal intercourse) 

 Mumps 

 Extrapulmonary tuberculosis 

 Ureaplasma urealyticum/Mycoplasma genitalium- evidence lacking 

 Behcet’s Disease 

 Amiodarone treatment 
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 Other rare infections i.e. brucella, candida 
 
Clinical Features 
Symptoms 

 Unilateral/bilateral scrotal pain and swelling 

 Urethral discharge/symptoms urethritis 

 Dysuria 

 Symptoms of mumps - headache, fever, unilateral/bilateral parotid swelling 

 Symptoms suggestive of TB - fever, night sweats, weight loss, cough 
 
Signs 

 Tenderness to palpation 

 Palpable swelling of the epididymis 

 Urethral discharge 

 Secondary hydrocele 

 Erythema of scrotum 

 Pyrexia 
 
Complications 

 Reactive hydrocele 

 Abscess formation and infarction 

 Subfertility/infertility - epididymal obstruction/testicular atrophy 
 
Diagnosis 

 Gram stained urethral smear if discharge present looking for gram negative 
intracellular diplococci (Neisseria gonorrhoea) or PMNLs suggesting urethritis 

 Urethral swab for gonorrhoea culture if discharge present or previous positive NAAT 

 First past urine for chlamydia PCR and gonorrhoea NAAT 

 Urinalysis 

 MSU 

 Consider USS scrotum 

 If suspect TB - 3 early morning urine samples for AAFBs, may require biopsy to 
confirm, CXR to look for respiratory tuberculosis 

 If suspect mumps - mumps IgM/IgG serology 
 
Differential Diagnosis 
Torsion of the testis must be excluded. It is a surgical emergency 

 Often younger men under 20 years but can occur at any age 

 More likely if onset acute and pain severe 

 Contact urology doctor on call 
 
Management 
General Advice 

 Rest, analgesia (NSAID if able to tolerate) and scrotal support 
o Avoid UPSI until they and their partner have completed treatment and follow up 
o Screen for other STIs 
o Patient should be given detailed explanation of condition and long term 

implications 
o Provide written information 
o All patients with urinary tract pathogen epididymo-orchitis should be investigated 

for structural abnormalities and urinary tract obstruction by a urologist 
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o Empirical treatment should be given to all patients prior to culture/NAAT results 
being available 

 
Treatment  
For treatment of epididymo-orchitis where a gonococcal cause is suspected (risk factors 
for GC- previous GC, known contact, purulent urethral discharge, GC on urethral smear, 
MSM, black ethnicity) 

 Ceftriaxone 500mg IM Stat and doxycycline 100mg PO BD for 14 days 
 
For treatment of epididymo-orchitis probably due to Chlamydia or other sexually 
transmitted pathogen (not GC) 

 Doxycycline 100mg PO BD for 14 days 
 
For treatment of epididymo-orchitis secondary to enteric organisms 

 Ciprofloxacin 500mg PO BD for 10 days  

 OR Ofloxacin 200mg PO BD for 14 days 
Contact tracing 

 Partner notification should be pursued in patients with epididymo-orchitis due to 
gonorrhoea/chlamydia/NGU/indeterminate 

 Sexual partners should be screened and treated empirically with appropriate 
antibiotic according to cause 

 
Follow up 

 If there is no symptomatic improvement after 3 days the diagnosis should be 
reassessed 

 Follow up at 2 weeks recommended to check compliance, partner notification and 
resolution of symptoms 

 Swelling and tenderness can persist after antibiotic therapy has been completed but 
there should still have been improvement 

 If little improvement consider USS scrotum or surgical assessment 
 

For further reading see: 
BASHH UK National Guideline on the Management of Epididymo-orchitis 2010 
 
 
30. Prostatitis 

 

Prostatitis is classified into the following categories 

 Acute bacterial prostatitis 

 Chronic bacterial prostatitis 

 Chronic prostatitis/chronic pelvic pain syndrome 

 Asymptomatic inflammatory prostatitis (histological diagnosis only) 
 
Acute Prostatitis 
Caused by urinary tract pathogens 

 Gram negative organisms - E coli, proteus, klebsiella, pseudomonas 

 Enterococci 

 Staph aureus 

 Anaerobes rarely 
 
Infection spreads from distal urethra, bladder, blood, lymphatic system 
Clinical features 
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 Symptoms of UTI - dysuria, frequency, urgency 

 Symptoms of prostatitis- low back pain, perineal, penile, rectal pain 

 Symptoms of bacteraemia- fever, rigors, arthralgia, myalgia 

 Tender, swollen, tense, smooth textured prostate gland 
 
Complications 

 Urinary obstruction secondary to prostatic oedema 

 Prostatic abscess, epididymo-orchitis, bacteraemia, pyelonephritis 
 
Diagnosis 

 MSU and urinalysis 

 Blood cultures may be required 

 Do not perform prostatic massage 
 
Management 

 Adequate hydration, rest, analgesia 

 Empirical therapy should be started - PO/IV depending on clinical condition 
 
Treatment 

 Discuss with microbiology/urology 

 Refer urgently to urology if immunosuppressed/diabetic/pre-existing urological 
condition 

 
Contact tracing not required 
 
Follow up 

 Reassess at 24-48 hours  

 If fails to respond to therapy need to rule out prostatic abscess (transrectal USS or 
CT pelvis) - Refer to urology 

 Will need investigations post resolution to look for urinary tract obstruction 
 
Chronic bacterial prostatitis 
Caused by urinary tract pathogens 

 E coli 

 Staph aureus 

 Enterococcus faecalis  
 
Clinical features 

 History of recurrent, relapsing UTI, urethritis, epididymitis 

 Pelvic pain/discomfort 

 Diffusely tender prostate 
 
Diagnosis 

 MSU and urinalysis - review previous MSU results 

 Urinary tract imaging to exclude obstruction/urodynamics 
 
Management  

 Patient should be given detailed explanation of condition and long term implications 

 Provide written information 
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Treatment 

 Antibiotic therapy should be chosen according to previous sensitivities 

 Discuss with microbiology/urology 
 
Follow up 

 Repeat MSU after completing treatment 
 
Chronic prostatitis/Chronic pelvic pain syndrome 
Presence of typical symptoms of discomfort or pain in the genital/ pelvic region for more 
than 3 months in last 6 months 
 
Cause 

 Possibly multifactorial - infection, immunological, autoimmunity, neuromuscular spam, 
pelvic floor muscle dysfunction, intraprostatic urine reflux, voiding dysfunction, 
neurogenic inflammation, chronic pain syndrome, functional somatic syndrome 

 
Clinical features 

 Urological pain - perineal pain, lower abdominal pain, penile pain especially tip, 
testicular pain, rectal pain, lower back pain, ejaculatory pain 

 Variable irritative and obstructive symptoms 
Diagnosis 

 Need to exclude active urethritis, urogenital cancer, urinary tract disease, 
neurological disease affecting bladder  

 Diagnosis of exclusion 
 
Treatment  

 No reliable effective treatment 

 Consider referral to chronic pain team - direct patient to GP 

 Antibiotic, alpha blockers, TCA, gabapentin 
 
For further reading see: 

 NICE Clinical Knowledge Summaries Acute and Chronic Prostatitis 

 Consensus Guideline for Chronic Prostatitis and Chronic Pelvic Pain Syndrome from 
Prostate Cancer UK 2015 

 
 
31. Haematospermia 

 

The visible presence of blood in the semen 
 
Causes 
In men younger than 40 years of age- most commonly benign causes, few isolated 
episodes, resolve spontaneously 

 Benign - Vesiculitis, seminal vesicle calculi, seminal vesical dilatation, benign seminal 
vesicle cysts 

 Sexually transmitted infections- HSV, Chlamydia, gonorrhoea, trichomonas, urethral 
warts 

 Urinary tract infection 

 Malignancy of testes or seminal vesicles 

 Severe hypertension 

 Coagulation disorders 
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In men older than 40 years of age -  a significant proportion have more serious causes 

 Prostate cancer, bleeding after prostatic biopsy, benign prostatic hyperplasia, 
prostatitis 

 Sexually transmitted infections- as above 

 Urinary tract infection 

 Malignancy of testes or seminal vesicles 

 Severe hypertension 

 Coagulation disorders 
 
History  

 Age 

 Number of episodes of haematospermia 

 Trauma/instrumentation to genitalia 

 Known bleeding disorders 

 Symptoms of urological conditions - dysuria, urgency, frequency, haematuria, 
perineal/suprapubic pain, hesitancy, dribbling  

 Sexual history 
 
Examination 

 Blood pressure 

 Signs of anaemia/bruising 

 Penis and urethra 

 Scrotum 

 Prostate 
 
Investigation 

 MSU 

 STI screen 

 FBC, coagulation screen, UE, LFT (GP to perform) 

 PSA if indicated (GP to perform) 

 Scrotal USS if indicated 
 
Management 
Treat any identified cause 

 UTI/STI/prostatitis see below - treat specific infection 

 Prostate/scrotal malignancy - refer to urology 

 BPH suspected- direct to GP to refer to urology (send letter to GP detailing 
investigations performed) 

 Trauma/instrumentation- reassure will settle within 3-4 weeks 

 Bleeding disorder - refer to appropriate specialist 
 
If no cause identified then: 
 
For men younger than 40 years who have had no more than 3 episodes of haematuria in 1 
month: 

 Reassure that serious cause unlikely 

 Advise to see GP if more than 3 episodes of haematospermia occur or last for more 
than a month  

 
For men older than 40 years of age, with 1 episode of haematuria 

 Refer to urology 
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For further reading see: 

 NICE Clinical Knowledge Summaries Haematospermia 
 
 
32. Sexually Acquired Reactive Arthritis 

 

Reactive arthritis is a sterile inflammation of the synovial membrane, tendons and fascia 
triggered by infection at a distinct site, usually gastrointestinal or sexually transmitted. It is 
referred to as sexually acquired reactive arthritis (SARA) if triggered by an STI 

 Clinical presentation is similar if caused by STI or enteric infection 

 Males: Females  10:1 

 HLA B27 gene increases susceptibility by 50 fold 
 
Causes 

 Chlamydia trachomatis (35-69% cases using NAAT) 

 Neisseria gonorrhoea (up to 16%) 

 Ureaplasma urealyticum 

 HIV (rising incidence in sub Saharan Africans but not Caucasians) 
 
Clinical Features 

 Past history or family history of spondyloarthritis or uveitis 

 Urethral discharge/dysuria in men 

 Mucopurulent cervicitis in females 

 Pain +/- joint swelling/stiffness (usually <6 joints) especially knees, ankles, feet 

 Pain and stiffness at enthesis especially posterior and plantar aspects of heels 

 Dactylitis 

 Sacroileitis 

 Eyes - Irritable eyes, +/- redness/photophobia/decrease visual acuity, Conjunctivitis, 
Iritis 

 Systemic symptoms - malaise, fatigue, fever, weight loss 

 Skin manifestations - Psoriaform rash / nail dystrophy / circinate balanitis / vulvitis / 
geographical tongue / keratoderma blenorrhagicum / stomatitis / oral ulceration 

 Cardiac manifestations - Tachycardia/ left ventricular dilatation, pericarditis 

 Renal manifestations - proteinuria, microscopic haematuria 
 
Most self-limiting but recurrent episodes common 
 
Complications 

 Chronicity 

 Erosive joint damage 

 Persistent locomotor disability 

 Cataract formation/blindness - from inadequately treated or recurrent uveitis 
 
Diagnosis 
Recognition of typical features 
 
Demonstration of evidence of genitourinary infection 

 Screen for HIV/Syphilis/Chlamydia/gonorrhoea 

 Urethritis/epididymo-orchitis 

 Mucopurulent cervicitis/PID 
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 Rectal infection 
 
Investigation of specificity and activity of arthritis 

 FBC,UE,LFT,CRP 

 Urinalysis 
 
Consider also performing 

 Autoimmune screen 

 RF, anti CCP ab, plasma urate 

 HLA B27 

 X-rays of affected joints 

 ECG 

 Echo 

 Stool culture 
 
Management 

 Advise to avoid sexual contact until patient and partner have completed treatment 
and follow up for any infection identified 

 Patients should be given a detailed explanation of their condition including long term 
implications 

 Provide written information 

 All patients should be seen by an ophthalmologist for slit lamp examination 

 All patients should be discussed with/referred to a rheumatologist 
 
Treatment 
Arthritis 

 Rest with restriction of physical activity especially weight bearing activity if lower limb 
joints involved 

 NSAIDs (not in those at risk of upper gastrointestinal bleeding) 

 Antimicrobial therapy for underlying infection - see appropriate guideline 

 Cold pads to alleviate joint pain and swelling 

 Intra-articular corticosteroid injections - for single troublesome joints/inflamed 
sacroiliac joint - will need referral to rheumatology 

 
Enthesitis 

 Rest 

 Physiotherapy 

 NSAID (not in those at risk of upper gastrointestinal bleeding)  
 
Second line treatments will need to be initiated and managed by a rheumatologist 
 
Follow Up 

 Follow up in sexual health service for underlying genitourinary infection according to 
guideline 

 Follow up in appropriate specialty for extragenital manifestations 
 
For further reading see: 
BASHH UK National Guideline on the Management of Sexually Acquired Reactive Arthritis 
2008 
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33. Management of Balanitis 
 

 Balanitis describes inflammation of the glans penis 

 Posthitis describes inflammation of the prepuce 

 Often both areas are affected - balanoposthitis 

 Uncommon in circumcised men 
 
If you are not sure of the diagnosis please ask a senior doctor to review. A senior 
doctor review is necessary prior to any biopsy being carried out 
 
Causes  
Infective 

 Candida albicans 

 Trichomonas vaginalis 

 Streptococci Groups A and B 

 Anaerobes 

 Staphylococcus aureus 

 Syphilis 

 HSV 

 HPV 
 
Dermatoses 

 Lichen sclerosus 

 Zoon’s balanitis 

 Psoriasis 

 Circinate balanitis 

 Lichen planus 

 Contact allergy 

 Fixed drug eruption 

 Stevens Johnson Syndrome 
 
Other 

 Trauma 

 Poor hygiene 

 Pre malignant condition (PIN) 
 
Clinical Features 
Symptoms and sign 

 Rash (scales/ulcers/erythema/leucoplakia/purpura/fissuring/crusting/oedema) 

 Soreness/itch 

 Odour 

 Inability to retract foreskin 

 Discharge from behind foreskin 

 Associated symptoms and sign elsewhere (rash, lymphadenopathy) 
 
Complications 

 Phimosis 

 Meatal stenosis 

 Malignant transformation 
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Diagnosis 
Consider: 

 Sub prepucal swab for Candida  

 Charcoal swab for MC and S 

 Urinalysis for glucose 

 Swab from ulcer for HSV PCR 

 Dark ground examination of fluid from lesion if syphilis suspected  

 Screening for STIs 

 Biopsy if diagnosis unclear or suspicion of PIN or not responding to treatment (may 
need dermatology referral) 

 
Management  
General advice 

 Avoid soaps and irritants whilst inflammation present 

 Advise about effects on condoms if creams are prescribed 

 Saline washing 
 
Treatment should be directed to any cause identified  
 
For TV/HSV/Syphilis -see appropriate guideline 
 
Candida  

 Rash with soreness/itch 

 Blotchy erythema with small papules that may be eroded 

 Sub prepucal culture 

 Clotrimazole cream 1% topical BD for 1-2 weeks initially (+ hydrocortisone 1% if 
severe inflammation) 

 Fluconazole 150mg PO Single dose 

 Follow up only if symptoms persist 
Anaerobes 

 Foul smelling discharge 

 Superficial erosions and oedema 

 Sub preprucal MC and S 

 Metronidazole 400mg PO BD for 1 week or coamoxiclav 375mg PO TDS 1 week 

 No follow up required if symptoms resolve 
 
Aerobes 

 Non-specific features 

 Treat with antibiotic according to sensitivities 

 No follow up required if symptoms resolve 
 
Lichen sclerosis 

 Inflammatory skin condition possibly of autoimmune pathogenesis - consider 
checking TFT/autoimmune screen if other symptoms  

 Itching/soreness/splitting 

 White patches on glans and prepuce/ blunting of coronal sulcus/ phimosis 

 Risk of malignant transformation 

 Extragenital disease can occur 

 Biopsy - definitive diagnosis (may need dermatology referral) 

 Dermovate ointment Topical OD until symptoms resolve then gradually reduce to 
minimum dose required to control symptoms 
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 Circumcision if phimosis/resistance to steroids 

 Advise self-examination and to report to doctor if change in appearance/hardening of 
skin i.e.  lump, change in colour of skin, non-healing ulcer 

 Follow up- review after Dermovate used OD nocte for 4-6 weeks, then reduce dose 
to alternate evenings for 1 month and review, then reduce to twice a week for a 
month. Then reduce to the minimum dose required to prevent symptoms. Once 
stable advise yearly check up with GP/dermatology 

 
Zoon’s Balanitis 

 Thought to be due to irritation (from urine) secondary to a dysfunctional prepuce 

 Appearance variable- orange red glazed areas to multiple pinpoint red spots 

 Biopsy- plasma cell infiltrate 

 Topical steroid preparation +/- antibacterial agent OD/BD 

 Hygiene measures 

 Circumcision 

 Follow up- to check responding to treatment- once stable to have open appointment 
 
Psoriasis 

 Red scaly plaques in circumcised (glazed appearance if uncircumcised) 

 May have psoriasis elsewhere 

 Biopsy 

 Emollients 

 Mild to moderate topical steroids (+/- topical antifungal/antibacterial) 

 Refer back to GP for ongoing treatment and referral to dermatology if not responding 
to steroid treatment 

 
Circinate balanitis 

 Occurs in SARA 

 Greyish white areas on glans that coalesce to form ‘geographical areas’ 

 See guidance on SARA 
 
Irritant/allergic balanitis 

 History of atopy 

 Eczematous reaction of variable severity 

 Biopsy- non-specific inflammation 

 Avoid precipitants 

 Emollients (and as soap substitute) 

 Hydrocortisone Topical 1% BD 1-2 week initially 

 Follow up not required unless persisting 
 
Pre malignant conditions - refer to local urology urgently 
 
For further reading see: 
BASHH UK National Guideline on the Management of Balanoposthitis 2008 
 
 
34. Management of Vulval Conditions 

 

Vulval conditions often present to the GU clinic. These include: 

 Lichen sclerosis 

 Lichen planus 
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 Dermatitis 

 Vulval intraepithelial neoplasia 

 Vestibulodynia 
 
If you are not sure of the diagnosis please ask a senior doctor to review. A senior 
doctor review is necessary prior to any biopsy being carried out 

 
General advice for all vulval conditions: 

 Avoid contact with soaps, shampoo, and bubble baths. Simple emollients can be 
used as soap substitutes and moisturisers 

 Avoid tight fitting garments that may irritate the area 

 Avoid use of spermicidal lubricated condoms 

 Patient should be given a detailed explanation of their condition and be provided with 
written information 

 The patient’s GP should be informed with consent 
 

Lichen sclerosis 

 Inflammatory skin condition possibly of autoimmune pathogenesis 

 Increased frequency of other autoimmune disorders - consider checking 
TFT/autoimmune screen if other symptoms  

 Symptoms - itch, irritation, soreness, dyspareunia, urinary symptoms 

 Signs- patchy, pale atrophic appearance, erosions, fissuring, hyperkeratosis, figure of 
eight distribution 

 Complications - labial fusion, development of squamous cell carcinoma 

 Diagnosis - clinical appearance, biopsy 

 Management - Dermovate ointment Topical OD until symptoms resolve then 
gradually reduce to minimum dose required to control symptoms 

 Follow up - review after Dermovate used OD nocte for 4-6 weeks then reduce dose 
to alternate evenings for 1 month and review, then reduce to twice a week for a 
month. Then reduce to the minimum dose required to prevent symptoms. Once 
stable advise yearly check up with GP/dermatology 

 Advise self-examination and to report to doctor if change in appearance/hardening of 
skin i.e.  lump, change in colour of skin, non-healing ulcer 

 
Lichen planus 

 Inflammatory condition of unknown aetiology - check TFT and autoimmune screen 

 Affects keratinised skin, genital and oral mucosa, conjunctiva and  oesophagus 
 

Symptoms - itch, irritation soreness, dyspareunia, urinary symptoms 
 
Signs - various subtypes 

o Erosive- mucosal surfaces eroded, at edges epithelium is mauve coloured and 
may have Wickham's straiae - most common vulval presentation 

o Guttate, annular and plaque - purple polygonal plaques with wick hams straiae - 
most commonly at the wrists 

o Hypertrophic- raised keratotic lesions - most common no the legs 
o Flexural- groin and submammary 
o Vulval splitting 

 
Complications - scarring, development of squamous cell carcinoma 
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Diagnosis - clinical appearance, biopsy 
 
Management - Dermovate ointment Topical OD until symptoms resolve then gradually 
reduce to minimum dose required to control symptoms 
 
Follow up - review after Dermovate used OD nocte for 1 month, then reduce dose to  
alternate evenings for 1 month and review, then reduce to twice a week for a month. Then  
reduce to the minimum dose required to prevent symptoms. Once stable advise yearly  
follow up with GP/dermatology 

 Advise self-examination and to report to doctor if change in appearance/hardening of 
skin 

 
Vulval Dermatitis 

 Types - Irritant, allergic, atopic, seborrhoea 

 Secondary - iron deficiency, post candida infection 

 Symptoms - itch, soreness 

 Signs - erythema, lichenification, fissuring 

 Complications - secondary infection 

 Diagnosis - clinical appearance, biopsy 

 Further investigations - ferritin, screening for infection , GP to consider referring to 
dermatology for patch testing 

 Management - avoid precipitating factors, emollient soap substitute, topical 
corticosteroid (choice depends on severity) 

 Follow up - mild disease - not required if settling, severe disease- review at 1 month 
 
Vulval intraepithelial neoplasia 

 Histological diagnosis 

 Includes bowenoid 

 Associated with human papilloma virus (type 16), immunosuppression, lichen 
sclerosis 

 
Symptoms - lumps, burning, itch, irritation, asymptomatic 
 
Signs - clinical appearance variable- raised white, erythematous or pigmented lesions  
which may be warty, moist or eroded, multifocal lesions common 
 
Complications - development of squamous cell carcinoma 
 
Diagnosis - biopsy- grades degree of atypia- I, II or III 
 
Management - refer to local gynaecology vulval clinic, check when last smear taken,  
advise smear if overdue 
 
Vulval vestibulodynia 

 Aetiology unknown 
 
Symptoms - vulval pain - mainly felt at the introitus during penetration during sexual 
intercourse or insertion of tampons 
 
Signs - focal tenderness at the vestibule, no signs of acute inflammatory process 
 
Complications - vaginismus 
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Management - screening to exclude infection, consider biopsy, observation (many settle  
spontaneously), emollients, topical local anaesthetic agents (Instillagel) may be helpful  
with symptoms during sexual intercourse, behavioural therapy (refer to clinical  
psychologist), pain modifiers (amitriptyline) 

 
For further reading see: 
BASHH UK National Guideline on the Management of Vulval Conditions 2014 
 
 
35. Urine Analysis 

 

 For urine dipstix analysis all samples should be midstream and collected in a clean 
sterile container 

 Immerse the dipstix completely in fresh urine and withdraw immediately - check 
expiry date on dipstix container 

 Hold dipstix horizontally before reading 
 
When to test 

 Symptoms - Frequency, dysuria, haematuria, fever, loin pain 

 Suspicious of diabetes mellitus in addition to blood glucose 

 HIV patients at each visit 
 
Specific Gravity 

 Specific gravity < 1.008 is dilute- seen in excessive fluid intake, renal failure, 
pyelonephritis and diabetes insipidus 

 Specific gravity > 1.020 is concentrated- seen in dehydration, glycosuria, renal artery 
stenosis, heart failure, SIADH and proteinuria 

 
pH 

 The range is 4.5 to 8 but commonly acidic (5.5-6.5) 

 Acid pH may be caused by diet (cranberries) 

 Alkaline pH may be associated with urease splitting organisms and staghorn calculi 
 
Haematuria 
See Management of Haematuria 
 
Proteinuria 
See Management of Proteinuria 
 
Glucose 
In healthy patients glucose will not be detectable in the urine 
If glucose detected in urine and patient not known to be diabetic 

 Random BM finger prick 

 Check ketones in urine 

 If BM raised and ketones present discuss with diabetic specialist nurse 

 If BM raised and no ketones in urine direct patient to their GP urgently 
 
If glucose detected in urine and patient known to be diabetic - check diabetic control with 
patient  

 False positive results - high levels of ketones, patient taking levodopa 

 False negative results - raised specific gravity, patient taking ascorbic acid 
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Ketones 

 Ketones are not normally found in the urine 

 Positive test associated with uncontrolled diabetes, pregnancy, carbohydrate free 
diet, starvation 

 
Nitrites 

 Relies on breakdown of urinary nitrates to nitrites which are not found in normal urine 

 A positive test suggests the presence of significant numbers of bacteria 

 A negative test does not rule out a UTI 
 
Leucocyte esterase 

 Relies on the reaction of leukocyte esterase provided by neutrophils and a positive 
result suggests pyuria associated with UTI 

 False positives can occur with contamination by vaginal discharge 

 Reduced sensitivity seen in patients taking tetracycline/cefalexin 
 
 
36. Management of Proteinuria 

 

 Proteinuria is the presence of protein in the urine. Often defined as an amount in 
excess of 300mg per day 

 Protein should not normally appear in the urine in detectable quantities 

 Microalbuminuria is protein between 30-300mg per day 
 
Clinical Features 

 Usually asymptomatic 

 Can cause frothiness of urine 

 Heavy and persistent proteinuria can lead to hypoalbuminaemia which may produce 
ankle swelling, abdominal pain and breathlessness- on examination these patients 
may have oedema, ascites, hydroceles and pleural effusions 

 
Causes  

 Kidney disease 

 Diabetes mellitus 

 Connective tissue disease 

 Vasculitis 

 Amyloidosis 

 Myeloma 

 Congestive cardiac failure 

 Hypertension 
 
Differential Diagnosis 
The following can all cause transient proteinuria and should be excluded: 

 Recent sexual intercourse 

 Fever 

 Urinary tract infection 

 Sexually transmitted infection 

 Exercise induced 

 Orthostatic- protein absent in early morning sample 

 Pregnancy 

 Contamination from vaginal discharge 



Derbyshire Integrated Sexual Health Handbook 
 

Page 55 of 93 
 

Investigation 
Dipstix urinalysis provides a crude estimation of protein concentration.  

 Trace protein - 150mg/24 hours 

 1+ protein - 250-500mg/24 hours 

 2+ protein - 500mg-1500mg/24 hours 

 3+ protein - 2500mg/24 hours 

 4+ protein - 7000mg/24 hours 
 
Management  
In non HIV patients - if no transient cause identified direct patient to their GP with a letter 
for repeat urinalysis and further investigation as necessary  
 
In HIV patients - Inform HIV team so further investigation can be carried out 
 
If hypertensive refer to GP for management 
 
 
37. Management of Haematuria 

 

Definitions  
Visible haematuria (VH) - macroscopic, gross haematuria 
 
Non visible haematuria (NVH) - microscopic, dipstix positive 

 Symptomatic (s-NVH) - lower urinary tract symptoms- frequency, urgency, dysuria 

 Asymptomatic (a-NVH )- incidental detection 
 
Significant haematuria is defined as: 

 Any single episode of VH 

 Any single episode of s-NVH (in the absence of UTI/other transient cause) 

 Persistence of a- NVH - 2/3 dipstix positive (in the absence of UTI/other transient 
cause) 

 
Causes 

 Infection - Urinary tract infection, TB, prostatitis, urethritis, schistosomiasis 

 Tumour - Renal carcinoma, Wilm’s tumour, bladder carcinoma, prostatic carcinoma 

 Trauma - Renal tract trauma secondary to accident, catheterisation, foreign body, 
prolonged severe exercise 

 Inflammation - Glomerulonephritis, Henloch Schonlein purpura, Goodpasture’s 
syndrome 

 Structural - Calculi, polycystic renal disease 

 Haematological - Sickle cell disease, coagulation disorders, anticoagulants 

 Surgery - prostate/bladder procedures 

 Toxins - NSAIDs 

 Contamination from genital bleeding- menstruation 
 
Differential diagnosis 

 Other causes for dark/red urine 

 Haemoglobinuria - dipstix positive but no red cells on microscopy 

 Myoglobinuria 

 Food - beetroot 

 Drugs - rifampicin 
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 Bilirubinuria 
 
Investigation and Management 
In all patients exclude transient causes such as UTI/menstruation/myoglobinuria 
 
In non HIV patients- if no transient cause identified direct patient to their GP with a letter 
for repeat urinalysis and further investigation as necessary 
 
In HIV patients - Inform HIV team so that further investigations can be carried out 
 
If hypertensive refer to GP for management 
 
 
38. Erectile Dysfunction 

 

ED is defined as persistent inability to attain and/or maintain an erection sufficient for 
sexual performance 
 
Causes 

 Cardiovascular disease (risk factors for ED similar to risk factors for CV disease- 
sedentary lifestyle, obesity, smoking, hypercholesterolaemia, metabolic syndrome) 

 Diabetes mellitus 

 Neurological condition - MS, stroke 

 Hypogonadism 

 Hyperthyroidism 

 Hyperprolactinaemia 

 Psychological/ psycho-social - cultural /interpersonal relationship problems 

 Post traumatic arteriogenic 

 Bicycle riding for > 3 hours per week- ? neuropraxia 

 Drugs- thiazides, beta blockers, sedatives, antidepressants  

 Previous surgery - prostatectomy 
 
Initial Assessment 

 Detailed description of problem 

 Original precipitating factors 

 Maintaining factors 

 Any subsequent investigations 

 Treatment 

 Quality of early morning erections  

 Spontaneous/ masturbatory/partner related erections 

 Sexual desire, ejaculatory and orgasmic dysfunction 

 Previous erectile capacity 

 Partner issues 

 PMH, DH including alcohol/smoking/illicit drugs, psychiatric history, sexual history  

 Genital examination - Inc. features of hypogonadism 
 
Management  

 Provide patient with information leaflet 

 Check serum testosterone (0900-1100), prolactin, random glucose, lipids and 
HDL/cholesterol ratio, creatinine, blood pressure 
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 Sudden loss of erectile capacity often indicates psychological origin- typically 
continue to have morning erections 

 If psychological / psycho-social-cultural / interpersonal relationship problem identified 
consider referral to DCHS psychosexual service  

 Advise patient to consult GP for investigation to rule out another cause 
 
Premature Ejaculation 

 Ejaculation that occurs before a man wants it to 

 Most likely caused by a psychological factor 

 Check thyroid function test if recent onsent 

 Provide information leaflet and consider referral to DCHS psychosexual service  
 
 

39. Paraphimosis 
 

Paraphimosis is an emergency condition in which the foreskin of the penis, once retracted, 
cannot be returned to its original location. The foreskin remains trapped behind the groove 
of the coronal sulcus, between the shaft and the glans. This can cause blood to pool in the 
veins behind the entrapment leading to swelling and severe pain. If untreated, the penis 
can become gangrenous  
 
Management  

 Attempt to reduce in clinic using a cold compress and Instillagel  

 If able to reduce in clinic prescribe metronidazole 400mg PO bd for 7 days and 
arrange follow up in 2 days  

 Advise patient to monitor for any complications and to attend the emergency 
department in case of increased swelling/pain/infection  

 If unable to reduce in clinic- contact local urology on call 
 
 
40. Urinary Tract Infection 

 

A urinary tract infection (UTI) develops when part of the urinary system becomes infected 

 Lower UTI: bladder, urethra  

 Upper UTI: kidneys, ureters  
 
Causes  

 Escherichia coli  

 Klebsiella pneumonia  

 Proteus species  

 Pseudomonas species  

 Enterococcus species  
 
Clinical Features of Lower UTI  
Women  

 Cloudy/smelly urine  

 Haematuria  

 Frequency/dysuria/urgency  

 Abdominal pain/suprapubic tenderness/back pain  
 
Males  

 Cloudy/smelly urine  
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 Haematuria  

 Frequency/dysuria/urgency/nocturia  

 Suprapubic tenderness  
 
Clinical Features of Upper UTI (Acute pyelonephritis)  
Diagnose acute pyelonephritis based on evidence of a UTI in a person with loin pain or a 
temperature over 38 degrees  
 
Diagnosis  
Mid-stream urine specimen into sterile container- dipstix 

 Positive nitrite strongly suggestive of a UTI (>90%) 

 Positive leucocyte esterase shows sufficiently high levels of white blood cells, as a 
response to either infection or contamination 

 Negative nitrate and negative leucocyte < 5% will have a UTI 
 
Mid-stream urine specimen - microscopy and culture 

 In pregnancy 

 When empirical treatment has failed 

 To confirm urinary tract infection 

 To screen for asymptomatic bacteriuria in pregnancy 
 
Management  
Check previous results before starting antibiotics 

 Complicated UTI includes: males, abnormal urinary tract, impaired host defences 
(immunosuppression /DM)  

 Relieve symptoms with paracetamol  

 Partner notification not required 

 Antibiotics according to local antibiotic prescribing policy 
 
Follow up  

 Only required if symptoms do not settle  

 Unless pregnant - follow up MSU required to confirm treatment success  
 
 

41. Hepatitis A 
 

Cause 

 Hepatitis A is an RNA Picorna Virus 

 Transmission via faeco-oral route 

 Outbreaks have been reported in MSM linked to oro-anal, digital – rectal contact, 
multiple sexual contacts, anonymous partners, sex in public places and group sex 

 Incubation period 15-45 days 
Clinical Features 

 Asymptomatic or mild non- specific symptoms 

 Prodromal illness- malaise, myalgia, fatigue, RUQ pain 

 Icteric phase- jaundice, anorexia, nausea and fatigue (pale stools, dark urine, 
enlarged liver, signs of dehydration) 

 
Complications 

 Severe acute hepatitis 

 Acute liver failure (0.4% cases) 
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 Chronic infection 

 Increased risk of miscarriage and pre term labour in pregnancy 
 
Diagnosis 

 Confirmed by positive serum HAV IgM (remains positive for 45-60 days) 

 Serum ALT, bilirubin, alkaline phosphatase 

 Clotting profile 
 
Management 

 Advise avoid food handling and UPSI until non-infectious (2 weeks before to 1 week 
after onset of jaundice) 

 Patients should be given a detailed explanation of their condition 

 Provide written information 

 Hep A is a notifiable disease for public health purposes 

 Screen for other STIs and viral hepatitides 

 Refer to hepatology for acute management 
 
Contact Tracing 

 Partner notification should be performed for at risk MSM contacts within period 2 
weeks before onset of jaundice 

 Other contacts at risk should be followed up by Public Health 
 
Hepatitis A Post Exposure Management  

 Hepatitis A vaccination can be given up to 14 days after exposure 

 HNIG 250-500mg IM should be considered in addition to vaccination for those at high 
risk of complications (concurrent hep B/C, chronic liver disease, HIV +, older than 50 
yrs.) 

 
For further reading see: 
BASHH UK National Guideline on the Management of Viral Hepatitides A, B and C 2015 
 
 
42. Hepatitis A Vaccination 
 

Vaccination should be routinely offered to the following groups if non immune (no previous 
history of hepatitis A infection, no clear history of 2 doses of vaccination) 

 During ongoing hepatitis A outbreaks - all MSM 

 Outside of ongoing hepatitis A outbreaks - high risk MSM (oro-anal contact, digital –
rectal contact, multiple sexual contacts, sex in public places, anonymous sex) 

 People living with HIV 

 Concurrent infection with hepatitis B/C 
 

Vaccination schedule 

 Havrix Monodose 1ml – 0 and 6 months (95% protection for 10 years) 

 Combined hep A and B vaccination Twinrix – if not hep B immune  

 If shortage of adult dose Havrix Monodose- can use Havrix Paediatric (1-2 injections 
required for each dose, this injection is half the dose of the adult injection)- 
unlicensed indication  

 
Advise should be provided on hygiene/ methods to reduce sexual transmission 

 
For further reading see: 
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BASHH UK National Guideline on the Management of Viral Hepatitides A, B and C 2015 
 
 

43. Hepatitis B 
 

Cause  

 Hepadna DNA Virus 

 Endemic worldwide with high carriage rates in South and East Asia, Southern 
Europe, central and South America and eastern Europe 

 8 distinct genotypes 
 
Transmission by sexual contact, parenteral route, vertical and sporadic (in institutions, 
children in endemic countries- means of transmission not understood) 
 
Clinical Features  
Incubation 40-160 days 

 Asymptomatic acute infection (especially infants and children, HIV positive adults) 

 Symptomatic acute infection - prodromal (flu like symptoms, right upper quadrant 
pain), icteric illness (jaundice, tender hepatomegaly) 

 Chronic infection - asymptomatic but may have fatigue/loss of appetite, signs of 
chronic liver disease 

 
Complications 

 Fulminant hepatitis 

 Chronic infection-  4 stages 
o Immune tolerant 
o Immune active 
o Inactive hepatitis B carrier 
o Chronic active hepatitis 

 Concurrent hepatitis C infection - fulminant hepatitis, more aggressive chronic hepatitis, 
increased risk liver cancer 

 Concurrent HIV infection - increases risk of progression to cirrhosis, death 

 Concurrent Hepatitis Delta infection- progressive fibrosis, cirrhosis and end stage liver 
disease 

 Pregnancy - increased risk miscarriage in acute infection, vertical transmission 
 
Diagnosis 
Screening should be considered in the following patients: 

 Those symptomatic of hepatitis infection/clinical suspicion/unexplained raised 
transaminases 

 MSM 

 CSW 

 IDU 

 Persons infected with HIV/Hepatitis 

 Sexual Assault Victims 

 People from countries where hepatitis B is common - (outside of Western Europe, 
North America, Australasia) 

 Needle Stick Victims 

 Sexual partners of Hepatitis B positive or high risk patient 

 Born to a mother infected with Hepatitis B 

 Those with high numbers of sexual partners 
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The initial screening tests should be HBsAg. If positive the laboratory will automatically 
look for other hepatitis B markers to assess chronicity. See below 
 
Hepatitis B serology 

Stage HBsAg HBeAg IgM 
anti 
core 

IgG 
anti 
core 

Hep 
B 
DNA  

Anti 
HBe 

Anti 
HBs 

ALT Liver biopsy  

Acute (early) + + + + + - - ↑↑↑  

Acute 
(resolving) 

+ - + + - +/- - ↑↑  

Chronic 
(immune 
tolerant) 

+ + - + ++ - - ↔ Little/no necrosis 

Chronic 
(immune 
active) 

+ + - + + - - ↑ Progressive 
necrosis/fibrosis 

Chronic (eAg 
negative) 

+ - - + + +/- - ↑ Progressive 
inflammation/fibrosis 

Chronic 
(inactive 
carrier) 

+ - - + - + - ↔  

Resolved 
Immune 

- - - + - +/- +/- ↔  

Successful 
Vaccination 

- - - - - - + ↔  

 
Lone anti HBc positive – this may be a false positive. A single Engerix B vaccine dose will 
induce anti HBs if there has been past natural exposure (measured 4 weeks later). If still 
negative regard as non - immune 
 
Management  
General advice 

 Patients should be advised to avoid all UPSI until they have become non-infectious 
or their partners have been successfully vaccinated 

 Patients should be given a detailed explanation of their condition including the long 
term implications for their health and modes of transmission 

 Provide written information 

 Advise them not to donate blood/share toothbrushes/razors 

 Advise them to inform their dentist 

 Screen for other STIs 

 Report to the HPA- hepatitis B is a notifiable disease 
 
All patients diagnosed in DISH as hepatitis B surface antigen positive will be referred to 
the patient’s local hepatology clinic. Please indicate in your referral letter if contact 
tracing/vaccination of household contacts has been completed.  
 
Their decision to treat will be based on pattern of disease, HBV DNA level and 
presence/absence of necro-inflammation and hepatic fibrosis.  
 
Contact Tracing 

 Partner notification should be pursued in all patients diagnosed with hepatitis B 
infection 
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 Contact tracing should include sexual contacts and needle sharing partners if IDU 

 This should cover the period when the index patient was thought to be infectious (2 
weeks before the onset of jaundice until surface antigen negative). In chronic 
infection trace back to when infection is thought to have been acquired - realistically 
up to 2 years  

 Screen children of infected mothers 

 Current sexual partners and household contacts should be offered hepatitis B 
vaccination  

 
Hepatitis B Post Exposure Management  

 Specific hepatitis B immunoglobulin 500IU IM within 48 hours (no longer than 7 days) 
after a single sexual exposure in non - immune person plus super accelerated 
vaccination course 

 Repeat hepatitis B serology at 6 weeks, 3 and 6 months post exposure 
 
For further reading see: 
BASHH UK National Guideline on the Management of Viral Hepatitides A, B and C 2015 
 
 
44. Hepatitis B Vaccination 

 

Vaccination should be routinely offered to the following groups if non immune 

 MSM 

 Sex Workers 

 IDU 

 HIV positive patients 

 Sexual assault victims 

 Needle Stick injuries 

 Sexual partners of hepatitis B positive  or high risk patients 

 As part of post exposure prophylaxis when given up to 6 weeks after exposure to 
hepatitis B 

 
Vaccination schedule 
 Inactivated HbSAg adsorbed onto aluminium hydroxide 
 10-15% adults fail to respond to 3 doses of vaccine - associated with age >40, 

obesity, smoking, immunosuppression, dialysis 
 IM Injection into upper arm (bleeding disorder/warfarin use deep SC) 
 Immunisation should not be withheld from pregnant women if in a risk group 

 Side effects - soreness at injection site 
 
Standard 20mcg 

 Day 0  

 1 month  

 6 months  
 
Accelerated (for post exposure prophylaxis) 20 mcg 

 Day 0  

 1 month  

 2 months  

 12 months  
 
Super-accelerated (confers rapid immunity and better uptake) 20 mcg 
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 Day 0   

 Day 7  

 Day 21  

 12 months  
 
Paediatric (Under 16) 10mcg  

 Day 0 

 1 month 

 2 months 

 12 months 
 

 Single booster at 5 years 

 Test for response at 12 weeks post last dose 

 Aiming for > 100i.u/l  
 
HIV positive patients show a reduced response rate to the vaccine and become anti HBs 
more quickly. Response correlates with CD4 count, viral load and use of HAART 

 Double dose (40mcg) accelerated schedule 
 
If uncompleted vaccination course in immunocompetent patient outstanding doses can be 
given up to 4 years later without having to restart the course 
 
For further reading see: 
BASHH UK National Guideline on the Management of Viral Hepatitides A, B and C 2015 
 
 
45. Hepatitis C 

 

Cause 
RNA virus - flaviviridae 
Endemic worldwide 
 
Transmission via: 

 Parenteral route (IDU, blood transfusions, renal dialysis, needle stick injury, sharing 
infected razors) 

 Sexual transmission (low rates of transmission in couples- around 2% in long term 
relationship), increasing in MSM 

 Vertical transmission 

 Increased rates in infection in CSW, former prisoners, tattoo recipients, alcoholics 
 
Clinical Features 

 Incubation period 4-20 weeks for acute hepatitis C 

 90% have positive serology by 3 months but can take up to 9 months 

 Mostly asymptomatic infection 

 If symptomatic similar to hepatitis B - see above 
 
Complications 

 Fulminant hepatitis rare 

 50%- 85% patients become chronic carriers- usually asymptomatic but can cause 
non-specific ill health and chronic liver disease 

 Increased risk of hepatocellular carcinoma 
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 Pregnancy - increased risk miscarriage in acute infection, vertical transmission 
 
Diagnosis 
Screening should be considered in the following patients: 

 Those symptomatic of hepatitis infection/clinical suspicion  

 IDU 

 Haemophiliacs or other persons who received blood or blood products pre 1990 

 Needle Stick Victims 

 Sexual partners of Hepatitis C positive or high risk patients 

 Those infected with HIV/Hepatitis B 

 MSM (especially HIV positive, higher risk activity such as chemsex/fisting) 

 CSW 

 Tattoo recipients, alcoholics, ex-prisoners 

 Born to a mother infected with Hepatitis C 
 
Screening- Hepatitis C antibody testing 

 If positive need to send confirmatory sample and request HCV RNA levels - this will 
be tested for genotyping 

 If Hepatitis C antibody positive and RNA undetectable then patients should be tested 
for 1 further RNA level in 6 months  

 In acute infection hep C antibody may be negative but Hep C RNA will be detectable 
as early as 2 weeks 

 
Management 
General advice 

 Patients should be reassured that Hepatitis C is curable 

 Patients should be told not to donate blood, semen or organs and should be given 
advice on other routes of transmission (UPSI, sharing needles/razors/toothbrushes) 

 Patients should be given a detailed explanation of their condition including the long 
term implications for their health and modes of transmission 

 Report to the HPA - Acute hepatitis C is a notifiable disease 

 Screen for other STIs 
 
All patients diagnosed in DISH as hepatitis C RNA positive will be referred to the patient’s 
local hepatology clinic. Please indicate in your letter if contact tracing has been completed.  
 
Contact Tracing 

 Partner notification should be pursued in all patients diagnosed with hepatitis C 
infection 

 Contact tracing should include sexual contacts and needle sharing partners if IDU. 
This should cover the period when the index patient was thought to be infectious (2 
weeks before the onset of jaundice). In chronic infection trace back to when infection 
is thought to have been acquired - realistically up to 2 years  

 Screen children of infected mothers 
 
Hepatitis C Post Exposure Management 
Post sexual exposure to Hepatitis C RNA positive individual 

 No PEP available 

 Baseline serology and test for Hep C RNA and Hep C ab at 6 weeks, 3 and 6 months  
 
For further reading see: 
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BASHH UK National Guideline on the Management of Viral Hepatitides A, B and C 2015 
 
 
46. Sexual Assault 
 

All patients alleging a sexual assault should be assessed by an experienced doctor/nurse  
and should be offered the choice of seeing a male or female 
 
Careful documentation on the notes is essential - they may form part of the evidence in the 
criminal justice system.  The history taking should be sensitive and unhurried 
 
If a patient discloses a sexual assault that has occurred within the last 7 days and has not 
had a forensic examination they MUST be given the opportunity to contact the local sexual 
assault referral centre (SARC) or the police to arrange this prior to having any examination 
within the service so that evidence is not tampered with/destroyed. They can have a 
forensic examination and not involve the police at that stage if they wish 
 
If the patient wishes to go ahead with a forensic examination advise them to preserve 
forensic evidence by: 

 Avoiding bathing, washing clothes, brushing teeth, drinking liquids prior to the 
forensic examination 

 Preservation of sanitary pads, tampons and clothes (particularly underwear) worn at 
the time of the assault and immediately after 

 
Forensic timescales (persistence of DNA) 

 Kissing, licking, biting - 48 hours  

 Oral penetration - 48 hours 

 Vaginal penetration - 7 days 

 Digital penetration-  12 hours 

 Anal penetration - 72 hours 
 
In drug facilitated sexual assault- blood and urine samples can be collected up to 3 and 4 
days respectively 
 
If patient has already involved the police/SARC and had a forensic examination or is 
adamant they do not wish to involve the police/SARC then the following steps should be 
taken: 
 
A brief history of the assault should be recorded including: 

 Time, date, location 

 Number of perpetrators 

 Perpetrator characteristics - stranger, partner, ex-partner, ethnicity, known BBV 

 Physical violence, presence of injuries 

 Sexual acts - oral, vaginal, anal, penile/digital penetration 

 Ejaculation/condom use 
 
Other subjects to cover: 

 Pre and post assault sexual history 

 PMH, DH, surgical history, mental health history, obstetric history 

 LMP, contraceptive history 
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The patients’ needs following a sexual assault can be classified into immediate needs, 
medium term needs and longer term needs 
 
Immediate needs (within 7 days of assault) 

 Immediate safety 

 Treatment of injuries/symptoms related to assault 

 Baseline screening for STIs/prophylaxis 

 HIV PEPSE- see guidance on PEPSE 

 Hepatitis B vaccination/immunoglobulin -see guidance on hepatitis B vaccination 

 Emergency contraception- see guidance on emergency contraception 

 Child and vulnerable adult protection issues 

 Self-harm risk identification 
 
Medium term needs (more than 7 days after assault) 

 Screening for STIs 14 days after assault 

 Hepatitis B vaccination 

 Pregnancy testing 

 Assessment of coping ability 

 Practical and psychosocial support 
 
STI Screening 

 If asymptomatic- Chlamydia PCR and gonorrhoea NAAT testing from any sites of 
penetration or attempted penetration 14 days after exposure 

 If symptomatic- offer above and other appropriate investigations depending on 
symptoms present- repeat 14 days after exposure 

 Baseline bloods - HIV.STS, hepatitis B and C 

 Repeat HIV test at 1 month if high risk exposure and 3 months if lower risk 

 Repeat hepatitis B, C and STS at 3 months and 6 months 
 
Pregnancy after sexual assault 
If pregnancy test positive discuss options which include: 

 Continuing with pregnancy 

 Termination of pregnancy  

 Paternity testing 

 Using products of conception as evidence 
 
Long term needs (over 1 year post assault) 

 STI screening if appropriate 

 Psychological problems should be directed to patients GP for referral to 
counsellor/treatment or to one of the sexual assault services 

For further reading see: BASHH UK National Guideline on the Management of Adult and 
Adolescent Complainants of Sexual Assault 2011 

 
 

47. Post Exposure Prophylaxis For HIV 
 

Following Needle stick injury  
Follow local guidance 
 
Following Sexual Exposure 
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 Studies indicate there may be a window of opportunity to prevent HIV infection by 
inhibiting viral replication after exposure 

 Once HIV crosses the mucosal barrier it may take up to 48-72 hours to reach 
regional lymph nodes and up to 5 days to be detected in the blood 

 Where individuals have multiple exposures within 72 hours, a cumulative risk should 
be considered 

 
Risk of HIV transmission = Risk that source is HIV positive x Risk of exposure 
 
The following may increase the risk of HIV transmission 

 A high plasma viral load in the source (although it is possible to have an undetectable 
plasma viral load but detectable virus in the genital tract) 

 Breeches in the mucosal barrier - mouth/genital ulcer disease, trauma, menstruation 

 STIs 

 Ejaculation 

 Non Circumcision 
 
Risk that source is HIV Positive 
 

 
 
 
Risk of HIV transmission following an exposure from a Known HIV Positive Individual 
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Recommend in cases where estimated transmission risk is greater than 1 in 1000. To be 
considered where estimated transmission risk is between 1 in 1000 and 1 in 10 000. Not 
recommended when estimated risk is less than 1 in 10 000 
 

 
 
In the UK, high risk groups would be MSM, IDUs from high risk countries and people who 
have immigrated to the UK from areas of HIV prevalence i.e. sub Saharan Africa 
 
After sexual assault, PEPSE may be more readily considered as increased risk of 
transmission because of trauma 
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Administration of PEPSE 
 

Discuss all cases where PEPSE may be required with a senior doctor at a hub clinic 

 Up to 72 hours after exposure and as early as possible 

 Attempt should be made if possible to establish the HIV status of the source individual 
as early as possible 

 If source is known to be HIV positive efforts should be made to determine HIV viral 
load, resistance profile, treatment history 

 Full medical and drug history including OTC medication, vitamins use, herbal remedies 
and illicit drug use 

 
Baseline bloods required for patient 

 Need to identify patient HIV negative at baseline- either POCT/ urgent laboratory 
sample 

 STS, Hep B, C 

 UE, LFT, bone 

 Urinalysis 
 
Provide patient with 3 day/5 day starter pack 
 
Contained in starter pack is: 

 Truvada PO one tablet OD 

 Raltegravir PO 400mg BD 

 Drug information leaflets 

 (Some packs also contain loperamide 2mg PRN and cyclizine 50mg PRN) 

 Start hepatitis B immunisation/ HBIG if required 
 
Assess need for emergency contraception/ possibility of pregnancy (drugs unlicensed in 
pregnancy) 
 
STI screening 
 
Discuss with patient: 

 Rationale for PEPSE 

 Lack of conclusive data for efficacy 

 Possible risks and side effects 

 Drug – drug interactions 

 Importance of adherence 

 Follow up arrangements 

 Advise that if develop skin rash/flu like symptoms to attend for review to rule out HIV 
seroconversion 

 Safer sex advice 
 
Follow Up 
Day 3/day 5 - Follow up in hub clinic 

 Check compliance 

 Check side effects 

 Review baseline blood results 

 Prescribe further 28 days medication 
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Routine blood monitoring after initiation of raltegravir based PEPSE not necessary unless 
clinically indicated or baseline bloods are abnormal (if required, would be at 14 days) 
 
If further high risk exposure during last 2 days of PEPSE then continue PEP for further 48 
hours after that exposure 
 
If more than 48 hours of PEPSE medication missed - stop course 
 

 Pregnancy test if indicated 

 STI screening baseline and at 2-4weeks 

 HIV test at 12 weeks post exposure 
 
For further reading see: 
BASHH UK Guideline for the use of HIV Post Exposure Prophylaxis following sexual 
exposure 2015 
 
 
48. HIV Point of Care Testing (HIV POCT) 

  

HIV POCT gives a rapid, on the day result for HIV screening 
HIV POCT can be performed either by taking an oral swab for saliva or finger prick 
sampling for blood by appropriately trained staff 
 
Various POCT are available 

 HIV-1/HIV-2 Antibody Tests 

 P24/HIV Antibody Tests 

 Please refer to the manufacturers guidance for each individual POCT 

 Please refer to the SOP for HIV POCT  
 
The following scenarios should be considered for HIV POCT: 

 High risk individuals (MSM, IDU, people from areas of higher prevalence) 

 Clinical suspicion of HIV infection 

 Sex workers 

 Contacts of HIV  

 Prior to prescribing PEP/PEPSE 

 Needle phobia 

 Anxious patients 
  

Prior to carrying out a POCT the following should be performed/discussed with the patient 

 HIV risk assessment 

 Informed consent – Verbal  

 Confidentiality 

 Methods of testing and performance characteristics of test 

 Window periods 

 Benefits of testing 

 Support available in the event of a reactive result 

 Confirmation of a reactive result with a laboratory processed venous sample  
 

Post-test discussion for non-reactive results should include 

 Advice regarding window period testing  

 Safer sex advice/risk reduction 
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Post- test discussion for reactive results should include 

 Assessing the patients response to the reactive result 

 Assess level of support available to patient 

 Methods to prevent onward transmission 

 Need for confirmatory testing with laboratory venous sample 

 Referral to HIV services 
 

Patients newly diagnosed with HIV should be referred to the appropriate HIV service 
within 24 hours  

  
 

49. Emergency Contraception 
 

 Emergency contraception (EC) provides women with a means of reducing the risk of 
an unintended pregnancy following UPSI or potential contraceptive failure 

 EC is intended for occasional emergency use and does not replace the need for 
effective regular contraception  

 
Indications  

 For any women who does not wish to conceive if there is a potential risk after UPSI 
that has taken place on any day of the natural menstrual cycle 

 UPSI from 21 days after childbirth (unless all criteria for lactational amenorrhoea are 
met) 

 UPSI from day 5 after abortion, miscarriage, ectopic pregnancy or uterine evacuation 
for Gestational Trophoblastic Disease (GTD) 

 Potential failure of various contraceptive methods 
o Hormonal methods - failure to use additional precautions when starting a method 
o Combined hormonal patch/ring- detachment >48 hours 
o Combined hormonal patch/ring- extension of free interval > 48 hours  
o Combined OCP - if 2 or more active pills have been missed 
o Progesterone only OCP - >27 hours since traditional pill, or > 36 hours since last 

desogestrel containing pill 
o Progesterone only injection - >14 weeks since last injection 
o Progesterone only implant - expired 
o IUD/IUS- if complete/partial expulsion, lost threads and location unknown 
o Barrier method- failure of method 

 Use of liver enzyme inducing drugs - failure to use additional contraceptive 
precautions whilst using liver enzyme inducing drugs or during the 28 days after for 
some hormonal methods 

 
Need to ask: 

 When was LMP 

 How long is cycle usually 

 When did UPSI occur 

 Details of potential contraceptive failure 

 Previous use of EC this cycle 

 Sexual history for STI risk 
 
3 methods available 

 Oral progesterone - levonorgesterol (LNG-EC) 

 Oral ulipristal acetate (UPA-EC) 

 Copper bearing IUD (Cu-IUD) 
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General Advice 

 Women should be given written and verbal information regarding the failure rates of 
oral and Cu-IUD EC to allow them to make informed choices and to increase 
compliance and efficacy 

 Women should be advised the Cu-IUD is the most effective method of EC 

 Women should be advised that UPA-EC has been shown to be more effective than 
LNG-EC 

 Women should be advised that available evidence suggests that EC after ovulation is 
ineffective 

 If a women has already taken UPA-EC then LNG-EC cannot be used in the following 
5 days 

 If a women has already taken LNG-EC, then theoretically UPA-EC could be less 
effective if taken in the following 7 days 

 Women using liver enzyme inducing drugs should be advised that a Cu- IUD is the 
preferred option for EC 

 Women should be advised there is no effect of weight on the efficacy of the Cu-IUD 
but higher weight or BMI (>70kg, BMI > 26) could possibly reduce efficacy of oral EC 

 If a Cu-IUD cannot be fitted at the time of presentation and the women is referred on, 
oral EC should be given at the time of referral in case the Cu-IUD cannot be fitted or 
the women changes her mind 

 Women should be advised that oral EC does not provide contraception for 
subsequent UPSI and they will need to use contraception or abstain from sex to 
avoid further risk of pregnancy 

  
Women should be provided with information regarding all methods of ongoing 
contraception and how to access these 
 
Levonorgestrol (Levonelle) 

 Mode of action - primarily inhibition of ovulation 

 Dose- 1.5mg PO Stat  

 Licensed for EC up to 72 hours after UPSI, ineffective if more than 96 hours post 
UPSI 

 Overall pregnancy rate after administration of LNG-EC within 72 hours 0.6-2.6% 

 Can be offered if UPSI has occurred earlier in the cycle as well as in the last 5 days- 
does not cause fetal abnormality/induce abortion 

 Can be used more than once in a cycle 

 UPSI within 12 hours of a dose of EC does not require further treatment with EC  
 
No medical contraindications to the use of hormonal EC, caution advised in: 

 Hepatic dysfunction 

 Hereditary problems of galactose intolerance 

 Severe malabsorption syndrome- reduced efficacy 

 Hypersensitivity to any components 

 Women taking anticoagulants such as warfarin- potential  interaction- may need 
increased monitoring of INR 

 
Women using liver enzyme inducing drugs who choose Levonelle should be advised to 
take 3mg as a single dose as soon as possible after UPSI - not licensed 
 
Women with a BMI>26 or body weight >70kg who choose Levonelle should be advised to 
take 3mg as a single dose as soon as possible after UPSI- not licensed  
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The efficacy of Levonelle is not reduced by non-liver enzyme inducing antibiotics 
Patients who experience vomiting within 3 hours of taking Levonelle should be advised to 
return as soon as possible for repeat treatment 
 
Side effects - vomiting, nausea, headache, dysmenorrhoea 
 
Ulipristal Acetate (Ella One) 

 Selective progesterone receptor modulator 

 Mode of action- inhibition or delay of ovulation 

 Majority of women will go on to ovulate later in the cycle and therefore at risk of 
pregnancy from subsequent UPSI 

 Dose - 30mg Po Stat as soon as possible after UPSI 

 Effective up to 120 hours after UPSI 

 Overall pregnancy rate after administration 1-2 % 

 Can be offered if UPSI has occurred earlier in the cycle as well as in the last 5 days- 
does not cause fetal abnormality/induce abortion 

 Can be used more than once in a cycle 
 
Patients who experience vomiting within 3 hours of taking UPA-EC should be advised to 
return as soon as possible for repeat treatment 
 
Medical contraindications to the use of UPA-EC: 

 Hypersensitivity to UPA or any of its other components 

 Severe asthma managed with oral glucocorticoids 
 
Medical cautions to the use of UPA-EC: 

 Hepatic dysfunction 

 Lactose intolerance 
 
Do not use in women taking liver enzyme inducing drugs and for 28 days after they are 
stopped 
 
Do not use concomitantly with drugs that increase gastric pH 
 
Effectiveness of UPA-EC could be reduced if a women takes progesterone in the 5 days 
after taking UPA-EC (do not start progesterone containing products for at least 5 days 
after UPA-EC)  

 
 



Derbyshire Integrated Sexual Health Handbook 
 

Page 74 of 93 
 

Effectiveness of UPA-EC could potentially be reduced if a women takes progesterone prior 
to taking UPA-EC (Consider use of LNG-EC rather than UPA-EC if progesterone 
containing product taken in week prior) 
 
UPA-EC may itself reduce the contraceptive efficacy of ongoing hormonal contraception; 
therefore additional precautions are advised when stating 120 hours after administration 

 
Side effects- vomiting, nausea, headache, dysmenorrhoea 
 
Copper IUD 

 Mode of action - inhibit fertilisation by direct toxicity on sperm and ova, if fertilisation 
does occur the local endometrial inflammatory reaction from Cu-IUD prevents 
implantation 

 Can be inserted up to 5 days after the first UPSI or within 5 days of ovulation 

 Ovulation occurs about 14 days prior to onset of menstruation. Earliest likely 
ovulation date is estimated as date of start of LMP plus number of days in the 
shortest cycle minus 14. LMP must be accurately known and cycle regular in order to 
make estimation  

 <0.1 % overall pregnancy rate 

 Contraindications are the same as for routine Cu- IUD insertion 

 No drugs known to affect emergency IUD use 

 Patients should be advised that a small increase in pelvic infection occurs in the 20 
days post IUD insertion but the risk is the same as the non IUD population thereafter 

 Provides ongoing contraception 

 Cu-IUD can be inserted for EC up to 13 days after the start of a combined hormonal 
free interval provided the hormonal method was used correctly prior to the interval 

 Cu-IUD can be inserted up to 5 days after the first UPSI following the first missed 
POP 

 Cu-IUD can be inserted up to 5 days after the first UPSI that takes place >14 weeks 
since last DMPA injection 

 Cu-IUD can be inserted up to 5 days after the first UPSI following Nexplanon removal 

 Cu-IUD can be inserted up to 5 days after the first UPSI following IUS removal if 
women abstained 5 days prior to removal 

 
Breast Feeding and Emergency Contraception 

 Breastfeeding women have a higher relative risk of uterine perforation during IUD 
insertion, overall risk of perforation low 

 Cu-IUD insertion relatively contraindicated between 48 hours and 28 days after 
delivery 

 Breastfeeding women should be advised not to breastfeed and express and discard 
milk for 1 week after taking UPA-EC 

 Breastfeeding women should be advised there is limited evidence LNG-EC has no 
adverse effect on breastfeeding or their infant 
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Management 

 Follow management algorithm 

 Perform appropriate STI testing and pregnancy testing 

 Advise pregnancy testing 3-4 weeks if there is any doubt that EC has been ineffective 
- late period or lighter than usual, abdominal pain, after starting hormonal 
contraception 

 Patients should be given information on contraceptive methods for use in the future 

 Advise alternative form of contraception for remainder of cycle with appropriate extra 
precautions  

 
For further reading see: FSRH Guidance (Jan 2017) Emergency contraception 
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50. Intrauterine Contraception 
 

 Intrauterine contraceptive methods (IUC) are long acting, cost effective and reliable 
methods of contraception 

 They include the copper IUD (Cu-IUD) and levonorgestral IUS (LNG-IUS)  
 
Copper IUD 

 Non hormonal 

 Vary in size and shape 

 Most radiopaque 

 Can be used for emergency contraception 
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 Mode of action - inhibit fertilisation by direct toxicity on sperm and ova, if fertilisation 
does occur implant prevented by endometrial inflammatory reaction 

Eligibility 
Refer to UKMEC 
 
Efficacy 

 Most effective are T shaped IUDs containing 380mm 2 copper with additional copper 
bands on arms 

 IUDs with the longest duration of use should ideally be used 

 Pregnancy rates between 0.1 and 1% at 1 year  

 Effective immediately post insertion 
 
Insertion and duration of use 

 A medical and sexual history should be carried out as part of routine assessment  

 Asymptomatic women - no need to wait for STI swab result prior to insertion or for 
prophylactic antibiotics 

 Valid consent should be obtained for pelvic examination and procedure 

 A bimanual should be performed prior to insertion on all women 

 Can be inserted at any time in cycle if reasonable certain the women is not pregnant 

 An appropriately trained assistant should be present who can monitor the condition of 
the patient and assist in an emergency 

 No evidence to support use of topical lidocaine, misoprostol, NSAIDs for improving 
ease of insertion or cervical cleansing to reduce infection 

 
Health benefits and risk 

 The Cu-IUD may be associated with a reduced risk of endometrial cancer and 
cervical cancer  

 No evidence of a negative effect on libido 

 Weight gain has been observed- causal evidence is lacking 

 In the 3-6 months following insertion women can experience irregular, prolonged or 
frequent bleeding but menstrual patterns tend to improve over time  

 Discontinuation due to pain and bleeding are similar for all types of Cu-IUD 

 Overall risk of ectopic pregnancy is reduced when compared to using no 
contraception but if pregnancy does occur with an intrauterine method in situ the risk 
of this being an ectopic pregnancy is increased 

 Inform women about the symptoms of ectopic pregnancy  
 
Complications 
Risk of expulsion 1 in 20, most common in 1st year of use and particularly within 3 months  
Rate of uterine perforation up to per 1000 insertion and increased in breast feeding 
 
LNG-IUS 

 T shaped device with elastomere core containing levonorgestrel 

 Mirena - 52mg releases 20ug per day - licensed for 5 years of use 

 Jaydess - 13.5mg-licensed for 3 years of use 

 Mode of action - foreign body effect, few women will be anovulatory, progestogenic 
effects on cervical mucus, prevention of implantation due to endometrial atrophy 

 
Eligibility 
Refer to UKMEC 
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Efficacy 
As effective if not superior to efficacy of IUD containing >250mmg copper 
 
Insertion and duration of use 

 A medical and sexual history should be carried out as part of routine assessment  

 Asymptomatic women - no need to wait for STI swab result prior to insertion or for 
prophylactic antibiotics 

 The Mirena can be used to provide endometrial protection in conjunction with 
oestrogen therapy for up to 5 years 

 Valid consent should be obtained for pelvic examination and procedure 

 A bimanual should be performed prior to insertion on all women 

 Can be inserted at any time in cycle if reasonable certain the women is not pregnant 

 If inserted at any time in cycle other than up to day 7 will require additional 
contraception for 7 days post insertion 

 An appropriately trained assistant should be present who can monitor the condition of 
the patient and assist in an emergency 

 No evidence to support use of topical lidocaine, misoprostol, NSAIDs for improving 
ease of insertion or cervical cleansing to reduce infection 

 
Health benefits and risk 

 The Mirena may reduce pain associated with primary dysmenorrhoea, endometriosis 
or adenomyosis 

 The Mirena is effective in reducing menstrual blood loss and can be used in the 
management of heavy menstrual bleeding 

 Systemic absorption of progesterone occurs and can cause side effects such as 
acne, breast tenderness, and headache. These often settle with time.  

 No evidence of a negative effect on libido 

 Weight gain has been observed- causal evidence is lacking 

 In the 3-6 months following insertion women can experience irregular, prolonged or 
frequent bleeding but menstrual patterns tend to improve over time  

 At 1 year infrequent bleeding or amenorrhoea is usual 

 No evidence of any link to breast cancer but non hormonal contraception is most 
appropriate for those with a history of breast cancer 

 Evidence suggests little or no increased risk of VTE/MI 

 Overall risk of ectopic pregnancy is reduced when compared to using no 
contraception but if pregnancy does occur with an intrauterine method in situ the risk 
of this being an ectopic pregnancy is increased 

 Inform women about the symptoms of ectopic pregnancy  
 
Complications  

 Risk of expulsion 1 in 20, most common in 1st year of use and particularly within 3 
months  

 Ovarian cysts can occur but most asymptomatic and resolve spontaneously 

 Rate of uterine perforation up to per 1000 insertion and increased in breast feeding 

 Unscheduled bleeding- if medically eligible a COC could be tried up to 3 months 
 
Lost Threads 

 IUC threads may not be visible in the vagina due to expulsion/perforation/ 
pregnancy/retraction of threads into the cervical canal or uterus  

 Exclude pregnancy (if pregnant- requires urgent USS pelvis to exclude ectopic 
pregnancy) 
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 Consider need for emergency contraception 

 Advised alternative contraception until USS pelvis confirming IUC position 

 If located in uterus - leave in position until removal required - thread retriever/spencer 
wells can be used to facilitate removal  

 If not located in uterus- x-ray of abdomen and pelvis 

 If located on x-ray - confirms perforation- arrange removal 

 If not located on x-ray - confirms expulsion 
 
Management of Non-fundally placed devices/ALOs/pregnancy/perforation/pelvic 
infection 
Please refer to FSRH guidance on intrauterine methods 
 
Aftercare and advice 

 Women should be informed of what device has been inserted, when it needs to be 
removed, and provided with other sources of information (leaflet) 

 Advice should be given on checking threads 

 Women should be advised to seek medical attention if they develop symptoms of 
pelvic infection/abnormal bleeding/late menstrual period/non palpable threads or can 
feel stem of IUC 

 A routine follow up visit can be advised at 6 weeks  

 If wishing removal women should be advised to avoid UPSI for at least 7 days prior to 
procedure if not wishing pregnancy 

 
For further reading see: FSRH Guidance (April 2015) Intrauterine Contraception 
 
 
51. Progestogen Only Implants 
   

The progestogen only implant is a single, non-biodegradable subdermal rod licensed for 3 
years. 

 The implant contains 68mg etonorgestrel 

 Nexplanon is detectable by x-ray  

 It is a long acting reversible contraceptive (LARC) 

 Works by preventing ovulation, preventing sperm penetration by altering cervical 
mucus, preventing implantation by thinning the endometrium  

 
Eligibility 
Refer to UKMEC 
 
Efficacy 

 Highly effective – overall pregnancy rate <1 in 1000 over 3 years 

 Can be reduced by enzyme inducing drugs 
 
Insertion 
Can start the implant up to and including day 5 of the menstrual cycle without additional 
precaution 

 Can be started at any other time during the cycle if reasonably sure the women is not 
pregnant but additional contraception required for 7 days 

 Women returning for repeat insertion prior to expiry do not need to abstain from 
sexual contact prior to reinsertion or use additional precautions after insertion 

 Equipment for removal and insertion should be laid on a sterile field 

 The insertion site should be cleaned with antiseptic solution 
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 The women should lie down with her arm externally rotated and either flexed or 
extended out on support 

 The insertion site should be anaesthetised using lidocaine 1% 

 Should be inserted subdermally 8-10 cm up the arm from the medial epicondyle (one 
third of the way up the arm from the elbow 

 Immediately after insertion the health professional should verify the presence of the 
implant by palpation and this should be documented  

 A new implant can be replaced in the same incision as the implant that has been 
removed, subdermally along a different track provided the insertion site is correct 

 Consideration should be given to switching arms after two consecutive implants 
because of the theoretical risk of skin atrophy 

 
Removal 

 Reasons for removal should be discussed 

 If still in licence women do not need to abstain prior to removal 

 Future contraceptive needs should be discussed 

 The implant should be palpated, distal end marked, a small longitudinal incision 
made and it may be possible to push the implant out (pop out technique), forceps can 
be used if this is not possible  

 
Health benefits and risk 

 May help to alleviate dysmenorrhoea 

 Little or no increased risk of CV disease, VTE with implant use 

 No evidence of significant effect on bone mineral density 

 Side effects- irregular bleeding, worsening of acne, skin atrophy at insertion site 

 Some women report changes in weight, mood and libido and headache but no 
evidence of causal association  

 Risks- non insertion of implant, deep implantation, nerve injury, vascular injury 
 
Aftercare and Advice 

 Women should be informed mild discomfort and bruising can be expected after 
insertion or removal  

 Recommended to apply paper sutures, sterile dressing +/- pressure bandage for 24 
hours post procedure 

 Women should be advised to seek medical attention if develop signs of wound 
infection, haematoma or other complications, if they cannot feel the implant, notice 
pain or skin changes 

 No need for routine follow up 
 
Non palpable implant  

 Exclude pregnancy 

 Examine both arms for insertion scars 

 Refer to deep implant service in Chesterfield for location/removal  

 Advise to use additional contraceptive precautions until implant identified 
 

Problematic bleeding 

 See Abnormal Vaginal Bleeding for further details on appropriate investigations 

 If no other abnormality and eligible – can use COC for 3 months  
 
For further reading see: FSRH Guidance (Feb 2014) Progestogen- only implants  
 



Derbyshire Integrated Sexual Health Handbook 
 

Page 81 of 93 
 

52. Progesterone Only Injectable Contraception 
 

DMPA is formulated as a deep intramuscular injection as Depo Provera (150mg 
medroxyprogesterone acetate in 1 ml) and as a subcutaneous injection as Sayana Press 
(104mg MPA in 0.65ml) 
 
Work primarily by inhibiting ovulation, effect on cervical mucus, changes to endometrium 
to make it unfavourable for implantation 
 
If not given within days 1-5 of menstrual cycle additional precautions are required for 7 
days 
 
No upper limit for duration of use 
 
Eligibility 
Refer to UKMEC 
 
Efficacy 

 Failure rate approximately 0.2% in the first year of use when administered at 
recommended interval 

 Efficacy not reduced with concurrent enzyme inducing drugs 
 
Health benefits and risk 

 Amenorrhoea or reduced bleeding is common and may benefit women with 
menstrual problems 

 May reduce pain associated with endometriosis 

 Women should be advised about changes in bleeding patterns  

 No association with increased risk of ovarian or endometrial cancer - may offer some 
protection 

 Associated with a small loss of BMD which usually recovers after discontinuation 

 Review use every 2 years to assess individual risk factors for osteoporosis and to 
discuss benefits and potential risks 

 Possibly a weak association of current DMPA use and breast cancer- likely to be 
small and reduce with time after stopping  

 No causal evidence of VTE and DMPA use/stoke or MI  

 Weak association between cervical cancer and DMPA use for longer than 5 years, 
appears to reduce after stopping 

 Associated with weight gain  

 Potential injection site reactions - more common with Sayana Press 

 Other potential side effects have been listed: acne, decreased libido, mood swings, 
headache, hot flushes, and vaginitis 

 
Administration 

 BMI should be calculated prior to administration in order to guide the site of 
administration and length of needle required 

 Can be administered at any time in the cycle if reasonably sure the women is not 
pregnant 

 
DMPA: 

 Comes in a pre-filled syringe 

 Should be shaken vigorously prior to use 
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 Should be administered by deep IM injection preferably the gluteus maximus (the 
deltoid can also be used) 

 Dosing interval 12 weeks (can be given up to 14 weeks) 
 
SC DMPA: 

 Is supplied in a pre-filled injector 

 Should be administered at room temperature into the abdomen or anterior thigh  

 Dosing interval 13 weeks(can be given up to 14 weeks) 
 
Aftercare and Advice 

 Women should be informed that there can be a delay of up to 1 year in the return of 
fertility after discontinuation of IM or SC DMPA 

 Women who develop unscheduled bleeding and are eligible can be offered a COC 
for 3 months or mefanamic acid up to 3 times a day for 5 days 

 
For further reading see: FSRH Clinical Guidance (Dec 2014) Progestogen-only Injectable 
Contraception 
 
 
53. Progesterone Only Pills 

 

 Progesterone only pills (POP) are taken daily without a pill free interval 

 Should be taken around the same time each day 

 POPs increase the volume and viscosity of cervical mucous preventing sperm 
penetration, can inhibit ovulation, cause endometrial changes that hinder 
implantation and reduce cilia activity in the fallopian tubes 

 
POPs in the UK contain either: 

 Norethisterone (NET) 

 Levonorgestrel (LNG) 

 Desogestrel (DSG) 
 
The POP can be started at any time during a women’s cycle if she is not pregnant or at 
risk of pregnancy.  
 
Where pregnancy cannot be excluded the POP can be started in certain circumstances 
e.g. after EC and likely to be ongoing risk  
 
If started up to day 5 of cycle no additional precaution are necessary, thereafter 48 hours 
are required to work  
 
Can be used up to the age of 55 when natural loss of fertility can be assumed 
 
Eligibility 
Refer to UKMEC 
 
Efficacy 

 If used consistently and correctly more than 99% effective 

 Enzyme inducing drugs can reduce efficacy - advise users to switch to progesterone 
only injectable/intrauterine contraception (if short term enzyme inducer use and 
wishing to continue POP advise extra precautions during treatment and for 28 days 
afterwards) 
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Health benefits and risk 

 DSG may offer some benefits in the management of dysmenorrhoea 

 Evidence available does not support an association between the POP and CV 
disease 

 Evidence available does not support an association between the POP and breast 
cancer. Any increased risk is likely to be small and reduce with time after stopping 

 Evidence available does not support a causal association between POP and weight 
gain or effects on libido  

 Mood changes have been reported but no causal link identified 

 While the overall risk of pregnancy is reduced with NET/LNG, if a pregnancy was to 
occur around 1 in 10 may be ectopic 

 Women should be advised regarding alteration to bleeding pattern- 
amenorrhoea/spotting/frequent/prolonged 

  
Administration 
Women can be given up to a 12 month supply at their first and follow up visits 
 
Aftercare and Advice 
Missed pills  

 NET and LNG- 3 hour window to take 

 DSG- 12 hour window to take 

 Missed pills should be taken as soon as remembered (if more than 1 missed only 
take 1) 

 Take the next pill at the usual time 

 Additional precautions are advised for 48 hours after restarting 

 EC is required if UPSI occurred after missed pill and within 48 hours of restarting 
 
Vomiting 

 If a women vomits within 2 hours of taking the pill another should be taken ASAP 

 If the subsequent pill is missed additional precautions are required for 48 hours after 
restarting 

 
For further reading see: FSRH Clinical Guidance (Mar 2015) Progestogen-only Pills  

 
 

54. Combined Hormonal Contraception 
 

Combined hormonal contraceptives (CHC) contain oestrogen and progesterone 
Three methods available in the UK 

 Combined oral contraceptive pill (COC) 

 Combined transdermal patch (CTP) 

 Combined vaginal ring(CVR) 
 
CHC works by inhibiting ovulation, alterations to cervical mucous and endometrium 
 
CHCs can be started up to and including day 5 without the need for additional precautions. 
Beyond day 5 a women can start a CHC if reasonably sure she is not pregnant and if uses 
additional precautions for 7 days  
 
Can be used up to 50 years age 
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Eligibility 
Refer to UKMEC 
 
Efficacy 

 All three methods have similar efficacy 

 With perfect use failure rate 0.3% 

 In women over 90kg the efficacy may be reduced for those using the CTP 
 
Health benefits and risk 
VTE: 

 Risk approximately twice that of non-users (9-10/10 000) - less than the risk in 
pregnancy (29/10 000) 

 Greatest in the first few months 

 CV Disease and Stroke: 

 Very small increase in the absolute risk of ischaemic stroke associated with CHC use 

 Risk of stroke increased in those with migraines 

 Breast cancer: 

 Any increased risk is likely to be small and reduce with time after stopping  

 Cervical cancer: 

 CHC use may be linked to a small increase in risk of cervical cancer related to the 
duration of use 

 Ovarian, endometrial and colon cancer: 

 Reduced risk in CHC users  

 Acne, menstrual pain and bleeding, menopausal symptoms  

 May help to improve acne, menstrual pain and bleeding, menopausal symptoms  

 Potential other side effects include: unscheduled bleeding, mood change 

 No evidence to suggest weight gain  
 

Administration 
Prior to administration: 

 Take a detailed history including medical conditions such as migraine, drug use, 
family medical history, lifestyle factors such as smoking 

 Record blood pressure 

 Record BMI 
 

COC: 

 Majority monophasic containing 20/30/35 mcg ethinylestradiol with a progesterone 

 Standard regime- take for 21 days and then have 7 day pill free interval when a 
withdrawal bleed occurs 

 Some COC are available that are designed to be taken continuously or have shorter 
pill free intervals 

 Cycle control may be better on those containing 30/35 mg EE 
 

CTP: 

 Measures 20cm2 and contains ethinylestradiol and norelgestromin  

 1 patch applied and worn for a week, replaced on a weekly basis, the fourth week is 
a patch free interval to allow a withdrawal bleed 

 
CVR: 

 Releases EE and etonorgestrel 
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 A ring is inserted into the vagina and left in continuously for 21followed by a ring free 
interval for 7 days to allow a withdrawal bleed  

 
Aftercare and Advice 

 A follow up visit 3 months after first prescription is advised  

 At further follow up they can be offered up to a 12 month supply of CHC/ CTP 

 No more than 3 rings should be dispensed as they should be stored at room 
temperature and used within 4 months  

 Advise patients to look out for symptoms/signs VTE  

 Advise patients to reduce periods of immobility in flights over 3 hours  

 Give advice regarding potential drug interactions 
 
Missed pills: 

 A missed pill is a pill that is completely omitted (48 hours since last pill was taken) 

 Risk of pregnancy greatest when pills are missed at beginning or end of pack 

 See below for missed pill algorithm 
 

Unscheduled removal of patch/extended use: 

 If a patch has been partially or fully detached for less than 24 hours contraceptive 
efficacy is maintained and no additional precautions are required 

 If a patch has been worn for 7 days, a patch can remain off for up to 48 hours before 
efficacy is reduced 

 After 48 hours additional precautions would be required 

 A single patch can be worn up to 9 days before efficacy is reduced, after 9 days EC 
may be required and additional precaution  

 
Unscheduled removal of ring/extended use: 

 If the ring free interval is extended by 48 hours or more EC and additional 
contraception may be required 

 If the ring has been out of the vagina for more than 3 hours efficacy may be reduced 
o In week 1 – EC and additional contraception may be required 
o In week 2 and 3 – if the ring has been use correctly prior to this it can be 

left out for up to 48 hours without affecting efficacy 
o In week 3- start a new cycle by inserting a new ring immediately and miss 

ring free week 
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For further reading see: FSRH Clinical Guidance (Aug 2012) Combined Hormonal 
Contraception  
 

 
55. Referral for Termination of Pregnancy 
 

Unplanned pregnancy is common. If a patient is undecided what to do give them 
information about the options available: 

 Abortion 

 Adoption 

 Keeping the baby 
 
If a patient is unsure what to do/requires further information direct to person with health 
advising competency 
 
They may wish to have more information about abortion. There are leaflets within the 
service that can be provided (FPA- Abortion - Your Questions Answered) 
 
If they request an abortion or are thinking about having an abortion then they will need a 
referral for an appointment at the termination of pregnancy clinic. Abortion is available free 
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if referred though the NHS. If a patient does not want to have the abortion through the 
NHS they can be directed to BPAS or Marie Stopes 
 
In Great Britain, the law allows a women to have an abortion up to 24 weeks of pregnancy 
with the agreement of 2 doctors 

 Medical abortion- up to 9 weeks gestation - mifeprostone PO followed by 
prostaglandin PV 1-3 days later 

 Surgical abortion – 9 to 12 weeks- vacuum aspiration 

 Late medical abortion up to 17 weeks  
 
Explain to the patient that they will be given an appointment where they will: 

 Talk to a healthcare professional to discuss why they require an abortion 

 Discuss different methods of abortion that are suitable for their stage of pregnancy 
and where the procedure will be carried out 

 Discuss what to expect during and after the abortion 

 Discuss risks and complications 

 Have a blood test to check blood group and FBC 

 Sign a consent form to say that they agree to the procedure 

 Possibly have an USS to check pregnancy dates 

 Have STI swabs if not done already 

 They will not have the procedure done at this first appointment- they will be given a 
date for the procedure though 

 
Management 
If patient has a positive pregnancy test in clinic and wishes to be referred for TOP 
appointment there are differing processes for the North and South of the County 
 
Please refer to the document on Sharepoint – Termination of Pregnancy Referral Pathway  
 
Those who have a conscientious objection to referral for termination should refer the 
patient to another healthcare professional to make the referral 

 

 Give patient the FPA leaflet  

 Provide advice on future contraception 

 Perform STI screen  
 
See Appendix for HSA1 Form and TOP Referral Form  

 
 
56. Abnormal Vaginal Bleeding 

 

Abnormal vaginal bleeding is a flow of blood from the vagina occurring at the wrong time of 
the month or in inappropriate amounts. It includes: 

 Intermenstrual bleeding 

 Post coital bleeding 

 Menorrhagia 

 Post-menopausal bleeding 
 
Intermenstrual Bleeding  
 
Causes: 

 Fibroids 
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 Endometrial polyps 

 Endometrial cancer 

 Cervical cancer  

 Endometrial stimulation by an copper IUCD 

 Infection 

 Dysfunctional uterine bleeding on hormonal contraception 
 
Risk factors for endometrial cancer: 

 Polycystic ovarian syndrome 

 Obesity 

 Diabetes 

 Null parity 

 Late Menopause 

 Unopposed oestrogen therapy  

 Functioning ovarian tumours 

 Previous pelvic irradiation 

 Family history of breast/ovarian/colon cancer 

 Tamoxifen 

 Hypertension 

 History of endometrial hyperplasia 
 

Management: 

 Take history 

 Examination of the pelvis and visualisation of the cervix 

 Cervical cytology if due 

 Screen and treat STIs 

 Pregnancy test if appropriate 

 If cervical ectropion or polyp - refer to gynaecology/community gynaecology 

 If clinical features suggestive of cervical malignancy - 2 week wait referral to 
gynaecology/colposcopy 

 If IMB in women taking hormonal contraception and copper IUCD refer to FSRH 
guidance on unscheduled bleeding 

 If over 45/under 45 and persistent symptoms and/or risk factors for endometrial 
cancer- will need USS and pipelle (refer to gynaecology/community gynaecology) 

 
Post-Menopausal Bleeding 
Vaginal bleeding occurring after 12 months of amenorrhoea, in women of the age where 
the menopause can be expected 
Causes: 

 Vaginal atrophy 

 Endometrial hyperplasia 

 Endometrial cancer 

 Endometrial polyps or cervical polyps 

 Cervical cancer 

 Uterine sarcoma 

 Vaginal cancer 

 Vulval cancer 

 Trauma/bleeding disorder 
 
Management:  Take history 
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Examination of the pelvis and visualisation of the cervix 
Cervical cytology if due 
 
Screen and treat STIs 
If cause not identified initially - will require Transvaginal USS/endometrial 
biopsy/hysteroscopy - refer according to local policy 
 
Post Coital Bleeding 
Causes: 

 Cervical cancer 

 Cervical ectropion 

 Cervical or endometrial polyp 

 Infection 

 Trauma 

 Vagina cancer 
 
Management: 

 Take history 

 Examination of the pelvis and visualisation of the cervix 

 Cervical cytology if due 

 Screen and treat STIs 

 Pregnancy test if appropriate 

 If cervical ectropion or polyp- refer to gynaecology/community gynaecology 

 If clinical features suggestive of cervical malignancy - 2 week wait referral to 
gynaecology/colposcopy 

 
  

57. Recall Procedure  
 

The aims of a robust recall policy are to: 

 To identify patients requiring follow up/ further actions 

 To encourage patients to have ownership for attending when follow up required 

 To reduce DNA rates by avoiding booking appointments months in advance 
 
There are a number of recall/task options available on Inform - please see SOP for further 
information  
 
The following scenarios require a recall/task reminder to be put on the EPR system 

 High risk event for HIV acquisition (Contact of HIV, anal UPSI with male of unknown 
HIV status) - for follow up screening 

o 4 weeks 
o 12 weeks 

 

 High risk event for syphilis acquisition- for follow up screening 
o 6 weeks 
o 12 weeks 

 

 High risk event for other BBI acquisition-for follow up screening 
o 12 weeks 

 

 For telephone follow up to check compliance/PN completion/results at 2 weeks after 
treatment of the following: 
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o Chlamydia 
o Gonorrhoea 
o Trichomonas vaginalis 
o NGU/Cervicitis 

 

 To ensure attends for treatment/PN/management after a positive result is processed 
 

 For clinic review to check symptom resolution/compliance/PN completion/results at 2 
weeks for the following: 

o PID 
o Epididymo-orchitis 

 

 For clinic review to check symptom resolution/compliance/results at 4 weeks for the 
following: 

o Prostatitis 
 

 For clinic review and repeat serology after syphilis treatment  
o 3 months 
o 6 months 
o 12 months 
o 6 monthly after this until serofast or RPR negative 

 

 For clinic follow up and repeat screening according to protocol after 
o Sexual assault 
o PEP/PEPSE 

 

 For clinic review to give results in 2 weeks for  
o Vulnerable adults/ children  
o Language/Communication barriers 

 

 Cervical cytology taken - to ensure result returned to service and has been actioned 
o 4 weeks 

 

 Imaging requested - to ensure result returned to service and has been actioned 
o 2 days for urgent scan 
o 4 weeks for non-urgent scan  

 

 After hepatitis  A and B vaccination according to regime prescribed 
 

 After review of the DNA list and identifying a patient requiring recall 
 

The following scenarios may require a recall/task reminder on EPR if there is uncertainty 
regarding diagnosis/severe symptoms/review required 

 Genital ulceration 

 Genital lumps 

 Balanitis 

 Vulvitis 

 Specific condition i.e. LSA 
 

The following scenarios do not require a recall/task reminder on EPR- patients should be 
advised when to attend for repeat screening or if symptoms have not resolved- 
responsibility for follow up left with patient 



Derbyshire Integrated Sexual Health Handbook 
 

Page 91 of 93 
 

 Routine window period screening 

 Routine wart management 

 Routine herpes management 

 Mild balanitis/vulvitis 

 Contacts of infection do not require a compliance check/recall task 
 

See Appendix for Clients who left without being seen flowchart and Clients who did 
not attend for appointment flowchart 
 
 
58. Results Management 

 

It is the responsibility of the service to communicate result to patients (positive or negative) 
within 10 working days  

 
Negative/Normal Results  
If a patient has given consent to SMS- when all results from an attendance have returned 
to the EPR and are all negative/normal a text message will be sent stating all results are 
clear and the EPR will automatically update  

 
If a patient has not given consent to SMS then they should be informed at the attendance 
that they are expected to contact the service themselves within 10 working days for their 
results 

 
If they have failed to contact by this time the results management team will mark these 
results no permission to contact 

 
Failed text 

 Results management team to check mobile correct (correct number of digits/compare 
with mobile on NHS spine) 

 If correct mobile number not available contact via 1 other method according to 
contact restriction   

 If notification failed - document in notes, update results, close episode 
 

Positive/Abnormal Results  
 
Results for the following tests will appear for review on the Results for HA Review task list 

 Candida (including typing) 

 Candida/trich/CC 

 Chlamydia 

 Gonorrhoea NAAT and culture 

 Herpes 
 

Results for the following tests will appear for review on the Results for Dr Review task list  

 FBC, UE, LFT 

 HIV 

 Syphilis 

 Hepatitis B markers Inc. surface antibody 

 Hepatitis C markers 

 Hepatitis A markers 

 MSU 

 MC and S (swab results) 
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 Any other test not mentioned above  
 

After the doctor has reviewed items on the results for Dr review list they may be marked as 
normal (and will go to negative to text list) or abnormal (and an action will be marked for 
them to go to the Reviewed Results HA to action task list)   

 
All tests are to be reviewed and actioned if abnormal/positive: 
 
1st contact with patient: via phone/text/mobile depending on contact restrictions 

 Inform patient of all results - positive and negative 

 Update results record on Inform 

 Inform patient of treatment required/plan  

 Book appointment where possible 

 Put recall task on Inform to ensure patient attends for treatment/PN etc. for 1 week  
 

Failed 1st Contact  

 Put recall task on Inform for 1 week for further attempt (2 days for BBI/pregnant and 
under 16) 

 Check text not failed - see below for failed text  

 Contact via phone/text/mobile depending on contact restrictions 
 
Failed text 

 Results management team to check mobile correct (correct number of digits/compare 
with mobile on NHS spine) 

 If correct mobile number not available contact via other method according to contact 
restriction   

 
Failed 2nd Contact 

 Put recall task on Inform for 1 week for further attempt (2 days for BBI/pregnant and 
under 16) 

 Check text not failed- see above for failed text  

 Send letter to patient if contact restrictions allow/clinical scenario requires and task to 
check response 

 
If contact restrictions don’t allow next step in process - send to Referred for Dr Review list 
If 3 failed contact attempts- send to Referred for Dr Review list  

 
Following this the doctor may advise either no further action/letter to patient’s GP or a 
home visit  

 
 
This failure to contact sop was written by Dr Nathani  
Version 1 implemented in November 2016 

 
59. Summary of Recall Guidance 

 

Scenario Contact 
Attempts 

Doctor 
Review 

GP Letter Home Visit 

Positive/Abnormal/Treatment 
required 

3 At 3 weeks Consider No 

Test of Cure (GC, Rectal 
chlamydia) 

1 Not required No No 

Compliance check  1 Not required No No 
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Positive/ Abnormal blood borne 
virus 

3 At 1 week Consider Yes/Consider 

Hepatitis Vaccination  1 Not required No No 

Syphilis Follow Up 3 At 3 weeks Consider No 

Window period BBI Screen (high 
risk) 

2 At 2 weeks No No 

Pregnant patient with STI 3 At 1 week Consider Consider 

Under 16 requiring recall 3 At 1 week Consider Consider 

Partner Notification 2 Not required No No 

Partner Notification - BBI 3 At 3 weeks  No Consider 

 
 
60. Appendix 
 

Appendix 1 - Communication of positive Infectious Diseases in Pregnancy 
Screening Results Pathway for Derby  

DTHFT Commnication 
of IDPS positive results flow chart.docx

 
Appendix 2 - HSA1 Form  

HSA1 form.doc

 
Appendix 3 - Termination of Pregnancy Referral Form 

TOP referral 
letter1.docx

 
Appendix 4 - Clients who left without being seen flowchart  

Clients Who Left 
Without Being Seen Flowchart ~ V1.docx

 
Appendix 5 - Clients who did not attend for appointment flowchart 

Clients Who Did Not 
Attend For Appointment Flowchart – V2.docx

 
 


