Sexual Health Case & Resources
The Scenario – Vaginal Discharge

Rebecca is a 21 year old university student who is spending her summer holidays at her parent’s home and is working in her local pub to earn some extra cash to minimise her student loan. She is registered at university student health but you have seen her on a few occasions over the past year or two as a temporary resident, usually for a repeat prescription of her contraceptive pill.

 She attends today asking for some more Microgynon, but during your routine pill check she also mentions that she thinks she might have a touch of thrush at the moment, as she has some vulval irritation and has noticed an increase in her normal discharge. The irritation has made her feel a bit sore down below and she has noticed that it stings when she passes urine. She has used a Canestan pessary for thrush in the past which worked well and wonders if you could prescribe something like this for her today.
What issues might you consider here?

· Possible causes of her discharge

· Is she at risk of an STI?

· Empirical treatment as she requests or investigation?

· Appropriate treatment options, contact tracing, follow up?

· Education opportunity  - safe sexual practices, long acting contraception options?

What is the differential diagnosis of vaginal discharge?

· Physiological
· Non-sexually transmitted infection -candida, bacterial vaginosis

· Sexually transmitted infections – trichomonas, Chlamydia, gonorrhoea
· Cervical ectropion    Cervical polyps
· Genital tract malignancy

· Vulval dermatoses or allergic reactions
How would you deal with her request?
Acknowledge her ideas and expectations, ask about any further concerns she may have, explain you need to explore her symptoms in more detail to find out if treatment she requests is appropriate.
What further information do you need to know?

· Details of the discharge – what has changed, colour, consistency, associated smell, onset, duration)

· Associated symptoms – itch, irritation, superficial dyspareunia, dysuria 

· Any symptoms suggestive of upper reproductive tract infection – pelvic pain, deep dyspareunia, abnormal bleeding, pyrexia, vomiting
· LMP

· Contraception history – use of condoms, concerns if IUS/IUCD fitted
· Sexual history -  is she at higher risk of an STI(age<25, recent change of sexual partner, more than 1 partner in last year)

· Current /recent medications, past medical hx (diabetes, immunocompromised)

She tells you that she has recently broken up with her boyfriend – they had been together for 18months and she does not have a current partner, but did have a sexual encounter with a man she met at the pub about a month ago – she doesn’t know much about him and she hasn’t seen him since. She didn’t use condoms although she thinks this might have been a good idea as she worries she may have caught something from him. She has a regular cycle with no abnormal bleeding and her LMP was 2 weeks ago. She has no symptoms suggestive of an upper reproductive tract infection and is otherwise fit and well and taking no other regular medications
How would you proceed? Does she need an examination?

BASSH guidance suggests it is reasonable to treat empirically for suspected thrush or BV where
· the risk of STI is low,
·  there are no symptoms suggestive of an upper reproductive tract infection

· The woman is happy to be treated without investigation
· She can return for follow up if her symptoms do not fully resolve

Investigation is indicated where

· Requested by woman

· The risk of STI is high

· There are symptoms suggestive of upper reproductive system infection

· Recently post natal, post miscarriage or post termination

· Within 3 weeks of insertion of IUCD/IUS

· Persistent symptoms following treatment

In this case there are several risk factors for STI so investigation is indicated. How would you proceed?
· Explanation of need for examination,(what would you say?) what investigations are indicated, get  informed consent, offer chaperone

· Abdominal palpation (pain, tenderness)

· Inspection of vulva (evidence of discharge, vulvitis, ulcers, warts)

· Bimanual examination – uterine/adnexal tenderness, cervical excitation

· Speculum examination - inspection of vaginal walls, cervix. Foreign body, ectropion, 
· Vaginal pH – normal vaginal PH = 4.5 , pH>4.5 lends weight to BV, pH<4.5 more suggests candida
· Triple swabs – HVS  for  candida, trichomonas,bacterial vaginosis

· Endocervical swab for gonorrhoea

· Endocervical swab for Chlamydia

The examination findings are as follows:  Normal abdominal examination. Mildly inflamed vulva with visible thick curd like white discharge. Bimanual examination – normal sized anteverted non tender uterus, no adnexal tenderness or cervical excitation. Speculum examination confirms thick white discharge but is otherwise unremarkable

What would you do next?

· Explain the examination findings, and confirm which tests you have done and what these are looking for.

· Explain how she will get her results and what follow up may be needed. Highlight that some of the tests are for sexually transmitted infections – if one of these is positive, contact tracing may be needed

· Consider offering treatment for candida on clinical grounds while swab results are awaited

· Offer information about protection from STIs, and recommend abstinence or use of condoms until the results are available
Rebecca’s results come back a few days later. Her HVS confirms candida albicans and her Chlamydia test is positive. 
How would you deal with these results?
Arrange an appointment to discuss test results. Explain the implications of each infection and how these might be treated.  Give written information to back up your explanation.
Offer information about future protection from STIs – safer sexual practices, use of condoms, considering screening if she changes sexual partners etc

Treatments for candida

· Treatment with  oral or vaginal azoles (clotrimazole  pessary 500mg stat, clotrimazole pessaries 200mg at night for three nights, econazole pessaries 150mg for 3 nights, fluconazole 150mg PO stat, itraconazole 200mg bd for 2 days) all have a cure rate for candida of 80-95% so choice of treatment is down to personal choice (cost) 
· Vulval symptoms can be treated with azole creams as well as oral/vaginal treatment

· Test of cure is not needed 

· Treatment of partners is not routinely recommended

· Vaginal azoles may affect the latex in condoms or diaphragms

· Advice re avoidance of tightly fitting clothing, local irritants or perfumes

Treatments for Chlamydia
· Discuss the nature of Chlamydia infection and how it is transmitted, often asymptomatic and hard to know how long it has been present, the long term complications of untreated infection and the importance of partner/contact tracing and treatment. Back up with written information
· recommended regimes for uncomplicated genital Chlamydia infection are 
                          Azithromycin 1g single dose

                          Doxycycline 100mg bd for 7 days     both have a 90-95% effective
· alternative regimes if the above are contraindicated include erythromycin 500mg bd for 10-14 days or ofloxacin 200mg bd or 400mg od for 7 days
· patients should be advised to abstain from intercourse until they (and their partner) have completed treatment or for 7 days if using azithromycin
· advice about possible interaction with cocp needed
· recommend screening for other STIs including HIV and hepatitis B
· follow up – to check compliance with treatment and contact tracing, reinforce  health education advice
· test of cure not routinely offered but consider if doubt about compliance with treatment or re-exposure
Contact tracing


Contact tracing can be patient-led or provider led e.g. CASH services. If patient –led a record should be kept of all contacts notified and outcomes.  Contacts include current partner or contacts in the past 4 weeks for symptomatic patients, or 6 months in asymptomatic patients. All contacts should be offered full STI screen (including HIV/hepatitis) and offered epidemiological treatment for Chlamydia at the time of assessment  
Rebecca returns to see you in the Christmas holidays. She has a new regular partner and has been using condoms as well as continuing with the combined oral contraceptive pill. She tells you she completed her treatment for chlamydia and candida in the summer, and her symptoms of vulval itching and soreness initially resolved but has recurred again in the past few weeks. She is anxious that her Chlamydia infection may not have cleared completely even though she followed your instructions to the letter. You repeat her STI screen which confirms candida on this occasion but no other pathogens. She asks why she might be getting recurrent candida and if there is anything that she can do to prevent further episodes.  
What things might you discuss?

· Reiterate lifestyle measures

· Consider underlying factors predisposing to recurrent infections – diabetes, immunocompromise (??HIV) Consider checking bloods

· Use of antibiotics

· Use of COCP – hyperoestrogenisation predisposes to candida.  A low dose oestrogen pill might be better and there is weak evidence to suggest  depo-provera  or cerazette  progesterone- only pill predispose less to candida

· Prophylactic treatment – recommended for 4 or more documented recurrences of candida in a year. BASSH guidance gives details of prophylactic regimes which involve and induction phase to achieve clinical clearance followed by a maintenance regime for 6 months 
E.g. fluconazole 150mg every 72hrs for 3 days, followed by weekly dose of fluconazole 150mg for 6 months – approx 90% women will remain disease free at 6 months after completion of this regime 

Useful resources

· BASHH (British Association for Sexual Health and HIV) guidelines – current UK national guidelines for treating STIs and non sexually transmitted infections
              www.bashh.org/guidelines
· FFPRHC and BASHH Guidance (January 2006) Management of women of reproductive age attending non –genitourinary medicine settings complaining of vaginal discharge ( Journal of Family Planning and Reproductive Health Care 2006; 32(1)33-42)
Access  this via RCGP core curriculum Statement 11 Sexual Health (Knowledge                     base-symptoms)
              Clear simple flow chart for investigation of vaginal discharge

· Family Planning Association - range of comprehensive patient information booklets on STIs

               www.fpa.org.uk/information
· CASH  (Contraseption and Sexual Health Service)Bradford  Tel 01274 200024  For advice on managing clinical problems, referral to GUM clinic or level 2 sexual health service, access to Community Health Advisor for contact tracing

· Health Protection Agency –also has  patient information leaflets on STIs

               www.hpa.org.uk
www.bradfordvts.co.uk 

