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SYNDROMIC (EMPIRIC) MANAGEMENT 

For use in settings without microscopy 

 
Clients with symptoms should be treated presumptively on the day they are 
seen, using these flow charts. This should be done on the day they first access 
the clinic, prior to their results coming back. The treatment may change in the 
light of the results 

 

URETHRAL DISCHARGE (MALE) 

 

 

Send gonorrhoea and 
Chlamydia tests 
 
Advise no SI till 
results back 
 
Treat for gonorrhoea 
and chlamydia 

Send gonorrhoea and 
Chlamydia tests 
 
Advise no SI till 
results back 
 
Treat for NSU 

No discharge Mild, clear 
discharge 

Profuse yellow or 
green discharge 

Is there objective 
evidence of discharge? 
 
If so, is it profuse or 
mild? 

Send gonorrhoea and 
Chlamydia tests 
 
Await results 
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SYNDROMIC (EMPIRIC) MANAGEMENT 
For use in settings without microscopy 

DYSURIA 

 
 

Send Chlamydia and 
gonorrhoea 
 
Advise drink plenty 
 
Await results 
 

YES NO 

Protein. 
leucocytes or 

nitrates 

NAD 

Any discharge? 

Use urethral discharge 
flowchart 

Send MSU, Chlamydia 
and gonorrhoea 
 
Advise drink plenty 
 
Await results 

Dipstix urine 
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SYNDROMIC (EMPIRIC) MANAGEMENT 
For use in settings without microscopy 

VAGINAL DISCHARGE  

Questions: 

Duration 
Colour 
Smell 
Itchy/sore/ painful 
Intermenstrual bleeding 
Abdominal pain 
 

PHYSIOLOGI-
CAL 
DISCHARGE 

 
Present > 6 
months 
Smooth, 
creamy yellow 
Not itchy or 
smelly 

 

ACTION 

Reassure, 
await results 
 

Examination: 
Note consistency and colour 
Any signs of soreness, rash or fissures 
Test vaginal pH 
Send vaginal swabs for TV and candida and 
cervical swabs for gonorrhoea and chlamydia 

CANDIDA 

 
 
Itchy, or sore 
May have 
rash or 
fissures 
Lumpy 
PH < 4.5 

 

ACTION 

Clotrimazole 
pessaries and 
cream as per 
protocol 
Await results 

BACTERIAL 
VAGINOSIS 

 
Smooth, 
smelly creamy 
yellow vaginal 
discharge 
PH > 4.5 

 

ACTION 

Metronidazole 
as per 
protocol 
Stop soaps 
/bubble baths 
Await results 

TRICHOMONAS 

 
 
Smelly, yellow 
bubbly discharge 
May have IMB 
and ‘strawberry 
cervix’ 

 

ACTION 

Metronidazole as 
per protocol 
No SI till results 
back 
Await results 
Contact trace if 
TV proven 

GONORRHOEA/ 
CHLAMYDIA 

Green or creamy 
discharge 
coming out of 
CERVIX 
May have abdo 
pain or IMB 

ACTION 

Send cervical 
swab for MC&S 
If abdo pain, 
assess for PID 
and treat if 
present 
Consider 
empirical 
treatment 
Refer Homerton 
if severe 
No SI till results 

back 

Contact trace if 

necessary 
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 SYNDROMIC (EMPIRIC) MANAGEMENT 
For use in settings without microscopy 

GENITAL ULCERS 
 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Solitary ULCER, 
> 2mm 

Refer Homerton 
Sexual health 
services Centre for 
dark ground 
microscopy 

Previous similar 
episodes? 

Send HSV swab 
Full STI screen 
Saline bathing 
Local analgesia 
No SI till results back 
 
If > 4/year, consider 
aciclovir suppression  
 

Send HSV swab 
Full STI screen 
Saline bathing 
Local analgesia 
Aciclovir 400 mg 3 x 
per day 5/7 (see 
protocol) 
No SI till results 
back 
 

YES 

YES 

NO 

NO 
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Bacterial Vaginosis 
Diagnosis  

 Offensive discharge AND pH > 4.5 
 
Management 
Educate patients that BV is 

 very common – prevalence up to 50% in some groups 

 not harmful 

 not sexually transmitted 

 frequently recurrent 

 often associated with menstrual cycle (before or after period) 

 often resolves spontaneously without treatment 

 sometimes associated with bubble baths, douches, antiseptics 

 sometimes associated with unprotected sex because semen is alkaline 

 more common in smokers 

 does not need to be treated if not bothersome 
 
Treatment 
Asymptomatic: No treatment unless pregnant 
 
Symptomatic: 

 Offer option of waiting for symptoms to resolve without treatment +/- deferred treatment 

 Metronidazole 400 mg bd 5/7  

 Metronidazole 2g stat (not if risk of pregnancy) 

 clindamycin 2% pv 7/7 (if intolerant of metronidazole) 
 
Pregnant: 

 Metronidazole 400 mg bd 5/7 

 clindamycin 2% pv 7/7 (if intolerant of metronidazole) 
 
Further management 

 offer aqueous cream for washing 

 No follow-up or contact tracing 
 
Vaginal gels which restore the acidity of the vagina 
These are alternative treatments for women who want to self-medicate. Women can buy online, or at a 
Chemist. Costs approx £10 for a 7 day course. Can be used for both treatment and prophylaxis. 
There are 2 choices (we have sample packs in store cupboard): 

 “Balance Activ” - download Patient Information Leaflets at http://www.balanceactiv.com/uk.aspx 

 Relactagel 
 

  

http://www.balanceactiv.com/uk.aspx
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Recurrent BV 
 

Women should only be managed for recurrent BV if the diagnosis has been confirmed by 
repeated microscopy. Refer to Homerton Hospital. 
Women who are troubled by recurrent BV should be carefully counselled. There is a balance to 
be struck between encouraging women to accept recurrent BV as a part of life for many women, 
and offering episodic or prophylactic treatment.  
 
Counselling 

● Re-education: common, not harmful, often resolves spontaneously without treatment 

● Explore the woman’s concerns (uncomfortable discharge? smell?) 

● Explore psychological effects (low self-esteem, sexual difficulties?) 

● BV frequently evokes strong emotions: women may describe smell as “disgusting” or say that they 
can’t bear to have sex when they have BV – challenge these ideas by describing BV as a common 
variant, discussing fact that men are rarely put off sex by the smell, suggesting that men may have 
encountered smell in previous partners and not think it is abnormal 

● Identify risk factors: Black ethnicity, Smoking, IUD/S, Recent change in sex partner 

● There is little RCT data in treatment of recurrent BV 

● Condom use may reduce semen related release of amines after intercourse 

● Treating partners does not affect recurrence 

● Avoid substances that may alter the Vaginal flora/pH: douching, bubble bath/Dettol/Shampoo in 
bath 

● Explore the balance between frequent treatment and learning to live with symptoms. 
 
Episodic treatment 
Women with recurrences of BV who are familiar with the symptoms can be given extra courses of 
treatment to take when symptoms recur as long as they are aware that if any risk of STI they should 
also attend for testing. 
 
Criteria for starting prophylactic treatment 
1. Microscopy proven BV on at least one occasion  
2. Symptoms suggestive of BV >4 times a year 
 
Prophylactic treatment 
Women can self-manage with acidic gels for prophylaxis (see previous page) 
You can offer induction and then monthly maintenance treatments: give treatment for 3/12 and then 
review response to decide whether or not to continue. 
 
Induction 
Metronidazole 400g bd PO 5/7  
Or Metronidazole 0.75% gel, 5g intravaginally at night 5/7 
Or Clindamycin 2% cream, 5g intravaginally at night  7/7 
 
Maintenance/Prophylaxis 
Monthly treatment: Consider timing of symptoms in relation to woman's menstrual cycle and tailor 
treatment to start before symptoms expected. 
Alternatives: 

 Metronidazole 2g PO stat 

 Metronidazole 0.75% gel, 5g intravaginally at night 5/7 

 Clindamycin 2% cream, 5g intravaginally at night  7/7 
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Candida 
 
10-20% of women may be colonized with Candida but have NO clinical signs or symptoms.  These 
women do NOT require treatment. 
 
Patients who are troubled by symptoms of thrush should be offered treatment.  
  
Treatment of uncomplicated cases 
 
Vulval hygiene advice (See BASHH United Kingdom National Guideline on the Management of 
Vulvovaginal Candidiasis for this and for alternative regimens at www.bashh.org/documents/1798.pdf 
 
Anti-fungals  
Clotrimazole Pessary 500mg stat - note that effect on latex condoms and diaphragms not known 
OR 
Fluconazole Capsule 150mg stat - note this should be avoided in pregnancy 
 
Treating Vulvovaginal Candida in pregnancy 
Women with VVC in pregnancy should avoid oral antifungals (e.g. Fluconazole). 
They can be treated with topical imidazoles (e.g. Clotrimazole but single-dose treatment 
is less effective than longer regimens of up to 7 days). 

 
Recurrent Candida 

 
All women with persistent vaginal discharge should be examined to exclude serious pathology and 
remember that the symptoms and signs are never pathognomonic and women who attribute their 
symptoms to “thrush” of have other conditions e.g. dermatitis, allergic reactions, lichen sclerosus 
 
Patients who are troubled by recurrent thrush should be considered for prophylactic treatment. 
Women should only be managed for recurrent thrush if the diagnosis has been confirmed by repeated 
microscopy +/- culture. 
  
History 
Are there any predisposing factors to candida? 

● Diabetes, Immunosuppression, Hypothyroidism 

● Medications - Steroid/antibiotics 

● Hyperoestrogenaemia (including HRT and COC) 
Clues to a predisposing underlying skin condition? 

● Personal/Family history of atopy or psorasis 

● Itching predominant symptom with minimal discharge 

● Exacerbations after sex suggesting contact dermatitis or latex allergy 
 
Examination 

● Skin conditions elsewhere? e.g.Check nails/elbows/scalp for psoriasis,  

● Extension of rash along natal cleft suggests skin condition 
 
Investigations 

● HbA1c, Thyroid Function test, FBC (doctor ordering should check results) 
 
Episodic treatment 
Women with recurrences of thrush who are familiar with the symptoms can be given extra courses of 
treatment to take when symptoms recur as long as they are aware that if any risk of STI they should 
also attend for testing. 
 
Criteria for starting prophylactic treatment 
1. Microbiologically proven candida on at least one occasion  
2. Symptoms suggestive of candida >4 times a year 
 

http://www.bashh.org/documents/1798.pdf
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Prophylactic treatment 
Aqueous Cream or Emulsifying Ointment washing bd for at least 6/52 
Canesten HC or Trimovate if skin very irritated 
Plus: 
Principle of treatment is Induction followed by Maintenance therapy for 6/12 (give 3/12 at first visit and 
review after 3/12 

 Option 1 Option 2 

Induction Fluconazole 150mg po every 
72 hours for 3 doses 

Clotrimazole 500mg pessary 
nocte for 3 nights 

Maintenance Fluconazole 150mg po once a 
week 

Clotrimazole 500mg pessary 
noce once a week 

See BASHH guidelines for alternative regimens 
  
Advice 

● Changes to diet/alcohol have not been shown to affect recurrence 

● Treating asymptomatic partners has not been shown to affect recurrence 

● Candida can be a commensal (present in 10-20% women) 
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Chlamydia 

Diagnosis  
Positive chlamydia NAAT 
 
Treatment of uncomplicated Genital Chlamydia 

 First-line: Azithromycin 1g stat (not licensed in pregnancy but still first line) 
 Second-line: Doxycycline 100 mg bd 7/7 (not if pregnant) 

 
Treatment of uncomplicated pharyngeal Chlamydia 

 First-line: Azithromycin 1g stat (not licensed in pregnancy but still first line) 
 Second-line: Doxycycline 100 mg bd 7/7 (not if pregnant) 

 
There is some evidence of reduced clearance of pharyngeal chlamydia with azithromycin, but this data 
is not robust 
 
Treatment of asymptomatic Rectal Chlamydia:  

 First-line: Doxycycline 100 mg bd 7/7 (not if pregnant) 
 Second-line: Azithromycin and TOC (20% failure rate) 

 
Treatment of symptomatic Rectal Chlamydia: 

 Start Doxycycline 100 mg bd 3/52 whilst awaiting LGV result (if LGV negative can stop after 7 
days) 

 
Other Management 

 Advise sexual abstinence until one week after partner(s) treated 

 See health adviser 

 Contact tracing – partners should be screened and treated as if they had chlamydia 

 Test of cure at 3 months 
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Epidydimitis/Orchitis 
 
Diagnosis  
Clinical diagnosis on basis of history and examination findings of testicular or epidydimal tenderness 
and/or swelling. 
 
Differential diagnosis includes testicular torsion or malignancy, or strangulated inguinal hernia. If these 
are suspected refer to surgeons/urology urgently. 
 
Investigations 

 Urine for dual NAATs (Chlamydia & GC) 

 Urine dipstick and MSU in all cases 
 
Management 

1) Doxycycline 100mg bd 14/7  

 Add Ceftriaxone 500mg IM stat if gonorrhoea diagnosed or suspected (purulent 
discharge, GC contact)  

 If aetiology is likely to be UTI, then add Ciprofloxacin 500mg bd 14/7  
 

2) Advise sexual abstinence for 14/7 
 
 

3) Contact tracing – give contact slip - partners should be screened and treated with azithromycin 
1g stat  

 
Follow-up at 2 weeks 
Check 

● symptoms resolved 
● Adherence to medicine 
● Results of STI screen 
● Partners treated 
● Sexual abstinence 

Repeat examination. 
 

  



12 

 

Gonorrhoea 
 
Diagnosis  
Gonorrhoea diagnosed on  culture or NAAT. 
 
All clients being treated for gonorrhoea need to have a culture taken, to look for drug 
sensitivities 
 
Treatment 
 
Uncomplicated Urethral, cervical, rectal or pharyngeal gonorrhoea 

 First-line: Ceftriaxone 500 mg IM + Azithromycin 1g  
 Second-line: Cefixime 400 mg oral + Azithromycin 1g  

(only if IM injection is contra-indicated or refused by patient) 
 

Gonorrhoea Proctitis  
 First-line: Ceftriaxone 500 mg IM + Azithromycin 1g + Doxycycline 100mg BD 3/52* 
 Second-line: Cefixime 400 mg oral + Azithromycin 1g + Doxycycline 100mg BD 3/52* 

(only if IM injection is contra-indicated or refused by patient) 
 

*Doxycycline is given for 3/52 to cover LGV. It can be stopped if chlamydia negative or stopped after 
1/52 if chlamydia positive but LGV is negative. 
 
 
Other Management 

 Advise sexual abstinence until one week after partner(s) treated 

 Contact tracing – partners need testing and treatment for GC,  

 Test of cure in all patients at 2 weeks with both NAATs and GC culture 
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Genital Herpes 
Diagnosis  
Suspected when there is typical clinical picture  
Confirmed by positive HSV swab (remember swabs may be negative in healing lesions) 
 
Primary episode  

 Aciclovir 400 mg tds 5/7 (start on suspicion, before culture result back). If severe, give a second 
box and suggest continuing as long as new lesions are appearing. 

 saline bathing 

 simple analgesia (paracetamol +/- ibuprofen) 

 local analgesia (lignocaine gel) if severe symptoms 

 see health adviser if distressed about diagnosis 

 abstain from sex until completely healed 

 warn patients to attend A+E if unable to pass urine (primary herpes occasionally causes urinary 
retention requiring catheterisation) 

 Follow up – review at 1/52  
 
Counselling about transmission 

 Patients must be informed that herpes is a sexually transmitted infection. The risk of onward 
transmission is greatest during an outbreak, but can occur at any time (asymptomatic 
shedding). You must document that you have said this. 

 Condoms may reduce (but do not eliminate) the risk of transmission. 

 Discuss the benefits of disclosure to regular partners (may need HA support) 

 Asymptomatic partners do not need any tests or treatment 

 The most serious consequences of transmission occur during pregnancy, especially during the 
third trimester, when it can result in neonatal herpes. Men with herpes should be informed 
about this, and advised about how to reduce risk of transmitting herpes to a pregnant woman 
(avoid sex during outbreaks and for a week afterwards, use condoms at all other times, 
consider avoiding sex in the last trimester). Serology can determine whether a woman has 
previously acquired HSV-1 or HSV-2, or is at risk of acquisition. Serology is only useful if the 
HSV type of the man is known. 

 
 
Recurrent attacks  
Treatment options are: 

1. Supportive treatment only (saline bathing/analgesia) 
2. Episodic antiviral therapy 
3. Suppressive antiviral therapy 

 
Episodic therapy (Aciclovir 400mg tds 3/7) 

 Episodic treatment can be effective at shortening episodes by 1-2 days, but only if started with 
prodrome (not when ulcers are already present).  

 By the time patient attends clinic with recurrence, it is usually too late for episodic therapy. It 
may be helpful to give a box of aciclovir to have at home and start immediately next outbreak 
occurs. However, most patients do not find episodic therapy very helpful.  

 If patients have found episodic therapy helpful in the past (because it considerably reduces 
symptoms or anxiety levels) you can give 2-3 boxes of aciclovir for future use. 

 The boxes of aciclovir we have as stock are for 5/7. Inform patient that recurrences usually only 
require treatment for 3/7 and they should stop after 3 days or as soon as symptoms are clearly 
better (no need to finish course). 

 
Suppressive antiviral therapy (Aciclovir 400mg bd) 
Suppressive therapy is effective at preventing recurrences. The need for suppression should be 
considered on an individual basis. Since the natural history of herpes is to become less frequent and 
less severe over time, it is usually not started within the first 12 months of primary episode. As a guide, 
the criteria for starting suppressive therapy: 

 >6 recurrences/year 

 Psychological distress caused by HSV regardless of number of recurrences 
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Starting suppressive treatment 

 HSV must be confirmed by positive swab before starting suppressive therapy.  

 Request FBC, U&Es and LFTs  

 Give script for Aciclovir 400mg bd 3/12 

 Advise treatment is initially for 12 months, after which recurrences may be less frequent and 
less severe, and they may no longer need it. 

 Show patients International Herpes Alliance website: www.herpesalliance.org: Information 
leaflets can be printed off. 

 
Continuing suppressive therapy  

 Check that baseline FBC, U+E, LFTs were normal (only needs to be done once). 

 If a patient is on suppressive therapy and wishes to continue, then give script for aciclovir 
400mg bd 3/12 or 6/12 

 After 12 months suppressive therapy, inform patient we would normally stop and have a break 
for at least 3/12 to see whether recurrences have become less frequent and severe. If patient 
does not want to stop, discuss with senior doctor. 

 
Herpes in pregnancy 

 Discuss with sexual health consultant and antenatal team. 

 Consider whether HSV antibody testing advisable ( If HSV IgG positive, transmission risk low) 

 Risk of vertical transmission highest for women with primary episode in third trimester 

 In first episodes, start suppressive therapy with aciclovir 400 mg tds. immediately 

 In recurrences, consider suppressive therapy with aciclovir 400 mg tds at 36 weeks to prevent 
recurrence at time of delivery 
. 

 

  

http://www.google.com/url?q=http%3A%2F%2Fwww.herpesalliance.org&sa=D&sntz=1&usg=AFQjCNF_0s4RNBaDKn2cYTOqHi5cNHt7_Q
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Pelvic Inflammatory Disease 
 
Diagnosis  
Clinical diagnosis on basis of history and examination findings of uterine tenderness, adnexal tenderness 
and/or cervical excitation 
All women with suspected PID need pregnancy test (regardless of LMP) and urine dipstick. 
Differential diagnosis includes ectopic pregnancy and appendicitis. If these are suspected refer to 
EPAU/surgeons urgently. Negative pregnancy test does not completely exclude ectopic pregnancy. 
 
Treatment 
First line:   Ofloxacin 400 mg bd 14/7 + Metronidazole 400 mg bd 5/7 

 ADD Ceftriaxone 500mg IM stat if gonorrhoea diagnosed or suspected (purulent 
cervical discharge, GC contact, recent GC diagnosis, high risk of STIs)  

 
Second line:  Ofloxacin 400 mg bd 14/7 + Metronidazole 400 mg bd 5/7 

ADD Ceftriaxone 500mg IM stat if gonorrhoea diagnosed or suspected 
 
OR 
Doxycycline100mg bd 14/7 + Metronidazole400 mg bd 5/7+ Ceftriaxone500mg IM stat 

(even if no suspicion of gonorrhoea)  
OR 
Doxycycline 100mg bd 14/7 + Metronidazole400 mg bd 14/7+ Ceftriaxone 500mg IM 

stat (even if no suspicion of gonorrhoea) 
 

The risk of giving any of the recommended antibiotic regimens in very early pregnancy (prior to a 
pregnancy test becoming positive) is justified by the need to provide effective therapy and the low risk to 
the foetus. 
 
In pregnancy and breastfeeding: 
Ceftriaxone 500mg IM stat + Erythromycin 500 mg bd 14/7 + Metronidazole 400 mg bd 5/7 
 
Refer all pregnant women with suspected PID 

 before 18/40 to EPAU - 020 8510 7861 or bleep 295 – open until 16:30 Mon-Fri 

 after 18/40 to obstetric team on call 
Metronidazole should be continued for 14/7 in severe PID 
 
Other Management 

 Advise sexual abstinence until follow-up 

 Consider removal of IUD if severe PID 

 If systemic symptoms, consider referral to on call gynae SHO 

 Contact tracing – give contact slip - partners should be screened and treated with Azithromycin 
1g stat  

 
Follow-up 
Book follow-up appointment with doctor at 2 weeks.  
If severe symptoms, also consider review at 3-5 days 
Advise woman to return earlier if symptoms get worse. 
At follow-up, check 
● symptoms resolved 
● Adherence to medicine and sexual abstinence 
● Results of STI screen 
● Partners treated 
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Proctitis 
 

To be considered in individuals with receptive anal intercourse 
 
Symptoms:  

 Rectal pain, rectal bleeding, change in bowel habit, tenesmus 
 
Signs:  

 Proctoscopy – examine for ulceration, erythema, masses, warts, AIN, polyps, Kaposi’s 
sarcoma, haemorrhoids 

 
Differential diagnosis:  

 Syphilitic chancre 

 LGV 

 Herpes 

 Chlamydia 

 Gonorrhoea 

 Haemorrhoids 

 Warts, polyps 

 AIN 

 Kaposi’s sarcoma 
 

Investigations:  

 rectal NAATs, rectal culture.  

 Lab will proceed to LGV if rectal chlamydia identified 

 Syphilis serology 

 if ulceration, NAAT from ulcer + HSV swab  and syphilis test  
 
Treatment:  
Treatment should cover gonorrhoea and LGV while chlamydia swabs are awaited. 

 First-line: Ceftriaxone 500 mg IM + Azithromycin 1g + Doxycycline 100mg BD 3/52* 
 Second-line: Cefixime 400 mg oral + Azithromycin 1g + Doxycycline 100mg BD 3/52* 

 
*Doxycycline is given for 3/52 to cover LGV. It can be stopped if chlamydia negative or stopped after 
1/52 if chlamydia positive but LGV is negative. 
  
Further management: 
 
Partner notification and treatment as for GC and chlamydia if identified 
Review in 4/52 to check resolution of symptoms.  
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Scabies 
Very common, very itchy skin infestation caused by the mite Sarcoptes scabiei. The female mite 
penetrates the top layer of the skin where she forms short burrows to lay eggs for 4-6 weeks (natural 
lifespan). Mite excrement is absorbed into the capillaries which generates a hypersensitivity reaction 
causing the symptoms of itch and rash. 
 

Transmission and Incubation 

 Close skin contact for >10 minutes; not necessarily sexual 

 Incubation 2-6 weeks 
 

Diagnosis 

 Intense generalised itch, worst at night AND 

 Symmetrical widespread polymorphic eczematous rash  
o Lesions: papules, indurated nodules, vesicles, urticaria, excoriation, scaling and redness.  
o Can have secondary bacterial infection (crusting, weeping lesions). 
o Hallmark: Burrows 

 short (5mm) silver/reddish-brown slightly raised lines 
 Prediliction for interdigital web spaces, flexural and extensor aspects of wrists, 

extensor aspect of elbows, axillae, nipples, feet, ankles, buttocks and genitals 

 Skin scrapings for direct microscopy can be performed if diagnosis in doubt 
 

Treatment 
 Permethrin 5% cream (First line, level evidence Ib; grade A)  

o Apply full amount of cream from scalp to toes including face 
o Leave on for 8-12hours 
o Re-apply cream if hands washed within 8 hours of application 
o Breastfeeding: wash nipple when feeding, re-apply cream afterwards 
o Repeat application after 7 days 

 Secondary Bacterial Infection (crusting/ oozing/ surrounding erythema) 
o If bacterial infection of a few lesions: Topical Fucidic acid cream qds 7/7 
o If widespread secondary infection, discuss with a Senior re antibiotics 

 Itching 
o Chlorphenamine 4mg at night (sedating effect) 
o Crotamiton 10% Lotion tds (avoid broken skin) 
o Hydrocortisone 1% cream bd 1/52 
o Cooling emollients such as calamine lotion  

 Second-line (if Permethrin not tolerated) is Malathion 0.5% aqueous cream 
 

Further Management 
 Offer written information (Patient UK website has an excellent leaflet) 
 Explain that transmission is from close contact  
 All household contacts should be treated on same day whether symptomatic or not 
 Sexual contacts from up to 8 weeks beforehand should also be treated 
 Advise that itch may persist for 4-5 weeks after treatment 
 Advise to avoid close contact/ sexual contact until treatment is completed 

 Laundering: wash bed linen, clothes, towels in hot wash (50); things not washed easily should 
be isolated from human contact (in a bin liner) for 72hrs (to kill mite). 

 No evidence for fumigating home, treating pets or treating furniture 
 

Follow- up 
o No follow-up required 
o Advise itch may persist for up to 6 weeks despite successful treatment 
o If new lesions appear at any stage after treatment, consider retreatment 
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 SYPHILIS – discuss with sexual health 
 
Interpretation of syphilis results 
 
In early syphilis, all results may be negative 
Once syphilis has been treated, some results will always remain positive  
It is impossible to distinguish serologically between syphilis and endemic treponemes 
Disease activity can be measured using the RPR/VDRL (higher titre means more active) 
Ideally, refer to (or discuss with ) sexual health 
 
 

 RPR or VDRL IgM FTA or TPPA or Total Antibody 

Early primary - - - 

Primary +/- + +/- 

Secondary + high titre +/- + 

Latent +/- low titre +/- + 

Yaws +/- low titre +/- + 

Treated +/- low titre +/- + 

False positive + - - 

Serology tests in early syphilis may be negative. If early syphilis suspected, refer to sexual health and 
repeat serology at 3 months 
 
Management 
1) Treatment regimes as below 
 
2) Late latent syphilis (i.e. in absence of negative syphilis serology within last 2 years) requires history 
(systemic enquiry) and further investigation: 

 CVS: Check BP, listen for murmur (if wide pulse pressure or murmur then Echo) 

 Neuro exam: 
- Pupillary reflexes 
- Dorsal column signs in feet: vibration, pain, proprioception 
- Romberg’s sign 
- Ankle reflexes 
- Minimental state if concerns about cognitive function 
- Full neurological exam if dictated by symptoms 

 CT head and lumbar puncture if neurological features (especially if HIV positive) 
 
 
4) Treat contacts of syphilis with benzathine penicillin 2.4 MU IM stat   
 
 
Early syphilis (primary, secondary or early latent) or Contacts 

● Benzathine penicillin 2.4 MU IM stat 
● If penicillin allergic: Doxycycline 100 mg bd po 14/7 

 
If doxycycline and benzathine penicillin declined/contra-indicated – azithromycin 2g stat 

 
Late latent syphilis 

● Benzathine penicillin 2.4 MU IM once a week for 3 doses 
● If penicillin allergic: Doxyxycline 100 mg bd 28/7 

 
 
Jarisch Herxheimer reaction 
Warn patients to expect flu-like symptoms in 24 hours after treatment started. 
Advise symptomatic relief with paracetamol and ibuprofen.  
Consider steroids in cardiovascular, neurological or ophthalmic syphilis - prednisolone 40-60mg od for 
3/7, started 24 hours prior to starting antitreponemal treatment (discuss with seniors) 
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In pregnancy Jarisch Herxheimer reaction can cause uterine contractions which resolve within 24 
hours; this is more likely in early syphilis and very unlikely in late latent syphilis. Uterine contractions 
may cause foetal heart decelerations, and could theoretically cause pre-term delivery. Contractions 
seem to develop secondary to fever. Women should be advised to take paracetamol to reduce fever. 
Advise woman to attend antenatal clinic if she notices reduced fetal movements. 
 
Follow up 

 In early syphilis, repeat syphilis serology at 1, 2, 3, 6 and 12 months 

 TPPA will stay positive for life, and titres are not important. 

 RPR and VDRL titres are monitored to assess treatment response. We expect at least a 4 fold 
(2 dilution) decrease in titre by 3/12 after treatment.  

 By 12 months RPR or VDRL titre should have become negative. However, after successful 
treatment some patients remain “serofast” which means the RPR or VDRL is fixed at a low titre 
(less than 1 in 8). 

 Failure of RPR or VDRL titres to fall suggests treatment failure or reinfection and re-treatment 
should be considered. 

 After the RPR or VDRL has reached its baseline level, a rise in titre of 4 fold (2 dilutions) 
suggests treatment failure or reinfection and re-treatment should be considered. If in any doubt 
ask senior doctor. 

 If RPR/VDRL are already negative at time of treatment (common in late latent disease), and 
treatment is completed, then no need to follow-up with repeat serology. 
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Trichomonas Vaginalis 
Diagnosis   
Trichomonas identified on culture 
 
Management 
1) Metronidazole 400mg bd 5/7  
or Metronidazole 2g stat (not if risk of pregnancy)  
 
If history of alcohol abuse or metronidazole allergy then give Acetarsol pessaries (on named patient 
basis). 
 
Explain risk of treatment failure (approx 20%), which is why we do test-of-cure in 1/52. 
 
2) Advise sexual abstinence until negative TOC and one week after partner(s) treated 
 
 
3Contact tracing – partners should be screened and treated as if they had trichomonas. NB Male 
partners must attend clinic with name of diagnosis and/or contact slip to ensure they are treated with 
metronidazole. Explain to woman that men will not be tested or treated for TV unless they give the 
name of the diagnosis. 
 
Follow-up at 1 week:  
Check 

● symptoms resolved 
● Adherence to medicine and sexual abstinence 
● Partners treated 
● Other results 

Test of cure:  
 
If infection persists 

 consider reinfection or treatment failure (not uncommon) 

 repeat standard treatment 
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Genital Warts 
Penile, Vulval or Perianal Warts 

First line Treatment: Podophyllotoxin (Warticon or Condyline) or Cryo? 

The decision whether to treat warts with Podophyllotoxin or Cryotherapy should be made with the 
patient, after considering the number, size and location of the warts, and patient preferences about 
home treatment versus clinic appointments. 

Warn patient that all treatments have significant failure and relapse rates. 

 Podophyllotoxin Cryotherapy 

More 
suitable 
for… 

Applying at home 

Warts easy to see or feel, 
especially on penis 

Soft, non-keratinised warts, 
where cream is more effective 

Warts that are difficult to see or feel, 
especially perianal warts 

A few small warts, where rapid resolution 
can be expected 

Keratinised lesions, where cream is less 
effective 

Less 
suitable 
for… 

Warts that are difficult to see or 
feel, especially perianal warts  

A large number of bulky warts where 
numerous clinic visits would be required 

Patients who find attending clinic difficult 

 
First Line: Podophyllotoxin (Warticon or Condyline) 

- Contraindicated in pregnancy 
- twice daily for 3 consecutive days e.g. Mon-Wed, followed by 4 days off 
- repeated at weekly intervals if warts persist 
- stop as soon as warts gone 
- irritation is a common side effect; discontinue if causing significant pain or ulceration 
- come back in 4/52 if warts persist (although if it is clearly working then can continue at home for 

up to 8/52) 
Review progress at 4/52:  

- if improving, continue for further 4/52 
- if not effective then treat with cryotherapy 

 
Second Line: Imiquimod  

- contraindicated in pregnancy 
- apply at night, 3x week on alternate days, e.g. Mon, Wed, Fri 
- you can use an opened sachet for at least a week (despite insert instructions to throw away 

opened sachet after each use – tell patient NOT to do this as very expensive) 
- avoid sex after application of cream 
- irritation is a common side effect 
- discontinue if causing significant pain or ulceration 
- explain that imiquimod works by stimulating an immune response to the HPV, so recurrence 

rates are lower than with other treatments 
- warn patient that imiquimod may take several months to work, and they need to continue even 

if they see no response 
Review progress at 4/52:  

- if tolerated, continue, even if no response (may take up to 4 months to work) 
 
Comparison of different therapies: 
As you can see from the table below, part of the difficulty in comparing the efficacy of different 
treatments is that the response and recurrence rates vary widely between different trials. 

 Clearance Rates (%)  

 End of treatment At 3 months Recurrence rates 

Cryotherapy 63-88 63-92 0-39 

Podophyllotoxin 42-88 34-77 10-91 

Imiquimod 50-62 50-62 13-19 
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Perianal warts: In approx 50% of cases there will be co-existent anal canal disease (warts or flat 
disease of AIN).  
 
Intrameatal warts: Cryotherapy is treatment of choice but can cause scarring and urethral strictures. 
Cryotherapy should only be performed by people who have been assessed as competent at treating 
intrameatal warts. and should only be performed if it is possible to target the cryotherapy only on the 
wart and not freeze any part of the urethra. If this is not possible, or if the wart persists. 4/52, refer to Dr 
Nathan in laser/anoscopy clinic or consider referral to Urology. 

 
Intravaginal warts: Options are no treatment, cryotherapy or refer to sexual health. 
 
Cervical warts: Refer to Colposcopy 
 
Pregnancy: Cryotherapy  
 

 
Author: Sexual Health Service HUH 

Find local service at 
http://topreferral.wcsh.org.uk/ 
(depends on PCT*) 

http://topreferral.wcsh.org.uk/

