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DEPARTMENT OF THE NAVY

U.S. NAVAL HOSPITAL

PSC 482

FPO AP 96362-1600
USNAVHOSP OKINAWAINST 6222.1E

                                    065

                                    10 SEP 02

USNAVHOSP OKINAWA INSTRUCTION 6222.1E

Subj:  SEXUALLY TRANSMITTED DISEASE (STD) CONTROL AND CLINICAL

       MANAGEMENT GUIDELINES

Ref:   (a) BUMEDINST 6222.10A

       (b) BUMEDINST 6220.12A

       (c) BUMEDNOTE 6230 of 20 Apr 98

       (d) 2002 Guidelines for Treatment of STD, Centers for 

           Disease Control and Prevention

Encl:  (1) STD Evaluation SF 600 Overlay

       (2) Consent for the HIV Antibody Test

       (3) Disease Reporting System Questionnaire

1.  Purpose.  To provide current guidelines for the prevention, treatment and reporting of STDs in accordance with references (a) through (c).

2.  Cancellation.  USNAVHOSP OKINAWAINST 6222.1D

3.  Background.  To effectively reduce the transmission of STDs, standardized preventive education, treatment and counseling programs are essential.  Reference (a) adopted the 2002 Guidelines for Treatment of STDs, published by the Centers for Disease Control and Prevention (CDC).  These CDC guidelines are referenced in this instruction as reference (d) and can be located at www.cdc.gov/mmwr/preview/mmwrhtml/tr510671.htm.  Reference (b) establishes mandatory reporting requirements for specific STDs through the Navy Disease Reporting System (NDRS) Medical Event Reports (MERs).  Reference (c) establishes that all patients presenting for the evaluation of a possible STD commence the Hepatitis B Virus (HBV) vaccination series.  STD evaluation SF 600 overlay is provided as enclosure (1) to streamline and standardize therapy.

4.  Action.  Healthcare providers at U.S. Naval Hospital, Okinawa, Branch Medical Clinics (BMCs) and all III MEF Aid Stations providing STD evaluation and treatment shall ensure they are familiar with the guidance contained in this instruction.  Reference (a) provides guidelines for recommended STD therapy.  Single dose treatment regimens that ensure compliance, provide prompt cure and are cost effective are generally preferred over other regimens.

5.  Evaluation Requirements
    a.  Medical provider shall:

        (1) Properly document all initial evaluation results, treatment and follow-up of STDs in the health record, using enclosure (1).

        (2) Require serologic testing for syphilis for all patients upon evaluation of a STD.

        (3) Require testing for Human Immunodeficiency Virus (HIV) for all active duty personnel upon evaluation of a STD.  HIV screening for dependents and other beneficiaries is recommended, but is voluntary.  If a family member or other civilian agrees to be tested, this must be documented with a signed and witnessed informed consent using enclosure (2).

        (4) Unless previously administered, all active duty personnel are to commence the HBV vaccination series when presenting for evaluation of a STD per reference (c).  Beneficiaries and other civilians who seek evaluation should be recommended and encouraged to initiate the HBV vaccine series.

        (5) Report all STDs diagnosed at the hospital proper, Camp Lester, including any diagnosis of an STD in minor patients, by completing and forwarding enclosure (3) to the Epidemiology Division, Directorate of Community Health (DCH).  Report all STDs diagnosed at any BMC or III MEF Aid Station by completing enclosure (3) and forwarding it to the respective Preventive Medicine Technician (PMT) or Preventive Medicine Representative (PMR).  The PMT or PMR will complete enclosure (3) and forward it to the DCH Epidemiology Division at USNH, Okinawa.

        (6) Immediately report any diagnosis or suspected diagnosis of antibiotic resistant STD to the USNH Epidemiology Division.

    b.  Branch Medical Clinic Preventive Medicine Technician/ Representative shall:

        (1) Review patient’s health record to ensure serologic tests for syphilis and HIV tests have been initiated.  If not, the PMT/PMR will ensure they are ordered.  They will also ensure that the patient receives the HBV vaccination series.

        (2) Conduct contact interviews to identify potentially infected sexual partners of all STD patients.  Enclosure (3) will be used to report all STD patients and contact information.  Forward enclosure (3) to the Epidemiology Division.

            (a) If the patient’s contact is an active duty member from the same base or camp, the PMT/PMR will contact this individual, schedule an interview and ascertain appropriate treatment.

            (b) If the patient’s contact is an active duty member from a different base or camp, dependent, civilian, Japanese National, or any non-beneficiary, the Epidemiology Division PMT will conduct the contact interview or refer them accordingly.  The PMT/PMR will promptly notify the Epidemiology Division concerning the above listed patients.

    c.  Epidemiology Division shall:

        (1) Provide overall management of the STD control program.

        (2) Provide periodic STD program reviews and act as technical advisers for any questions or concerns.  BMCs and III MEF Aid Stations are encouraged to arrange for periodic reviews of their STD program through the Epidemiology Division.

        (3) Conduct and assist in contact interviews, and prepare MERs as necessary per reference (b).

        (4) Conduct all contact interviews for minors, dependents, civilians, or non-beneficiaries.  Any contact interview which may be out of the scope of a camp or clinic PMT or PMR will be referred to Epidemiology Division.

        (5) Refer all Japanese National Contacts to the Japanese Public Health Liaison for follow-up.

        (6) Provide training in program management and contact interviewing and act as a liaison to the PMTs and PMRs regarding the STD program.

        (7) Any questions should be directed to the Epidemiology Division at (643-7808) or e-mail epidept@oki10.med.navy.mil.

                                    ///S///

                                 M. H. MITTELMAN
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SEXUALLY TRANSMITTED DISEASE (STD) EVALUATION

BUMEDINST 6222.10A, ALL PERSONNEL WHO HAVE BEEN EXPOSED TO A SEXUALLY TRANSMITTED DISEASE WILL RECEIVE CARE AND RETURN TO THE MEDICAL TREATMENT FACILITY FOR FOLLOW UP  APPOINTMENT.

1. ____Y/O MALE/FEMALE COMPLAINING OF:

     ____ ABDOMINAL PAIN

____DISCHARGE
___# of DAYS

____DYSURIA
___# of DAYS

____SORES

___#of DAYS & LOCATION:

____RECURRENCE OF HERPES SIMPLEX VIRUS (HSV)

____GENITAL WARTS/HUMAN PAPILLOMA VIRUS (HPV)

____KNOWN STD  
DX: ______________

____OTHER: ___________________________________________
2.  DATE OF LAST SEXUAL CONTACT:                            DATE OF LAST MENSTRUAL PERIOD:
    







(if applicable)

                                           3.  PREVIOUS STD HISTORY:          

                                         ___ NONE




____ HSV

                                         ___ HPV




____ HEPATITIS B 

                                         ___ NGU




____ CHANCROID

                                         ___ LGV




____ CHLAMYDIA

                                         ___ GC





____ SYPHILIS

                                         ___ OTHER:   

DATE OF LAST EPISODE OF STD:

DIAGNOSIS:

TREATMENT:

                                           4.  LABS:                                                                                          CULTURES:

                                                  ___RPR – RESULTS:




____ THROAT – RESULTS:

                                                  ___HIV – RESULTS:




____ HSV – RESULTS:

                                                  ___LGV TITER – RESULTS:



____ URETHRA – RESULTS:

                                                  ___CHLAMYDIAZYME – RESULTS:


____ OTHERS:

                                                  ___HSV TITER – RESULTS:




           ___UA WITH MICRO RESULTS

                                           GRAM STAIN:



          ___ URETHRA – RESULTS:








CONTINUED ON BACK

5. EXAM:

 NORMAL

 ABNORMAL

 N/A 
DESCRIPTION

                                                 SKIN

 ____


 ____


 ___

                                                 NODES

 ____


 ____


 ___

                                                 PENIS

 ____


 ____


 ___

                                                 SCROTUM

 ____


 ____


 ___

         VAGINA

____


 ____


 ___

                                                 CERVIX

 ____


 ____


 ___

                                                 PERIANAL AREA 
____


 ____


 ___

                                                 OTHER

 ____                    

                                          6.  ASSESSMENT          



            
    ___ NORMAL EXAM 

___ NGU


CHANCRE AS A RESULT OF:

                                            ___ GC


___ LGV



___ CHANCROID: 

                                            ___ HPV


___ CHLAMYDIA


___ SYPHILIS [STAGE]:

                                            ___ NGU


___ TRICH


___ OTHER:

                                            ___ HSV


___ OTHER:



 

                                          B.  MEDICAL OFFICER NOTES:   

7.  TREATMENT PLAN:     (consult CDC’s 2002 Guidelines for Treatment of STDs for alternative regimens)
                                         ___CHLAMYDIA:  AZITHROMYCIN 1 gm po x1 OR DOXYCYCLINE 100 mg po BID x 7 days

                                         ___GONORRHEA: CEFTRIAXONE 125 mg IM x1 AND treat for chlamydia

         
 ___NGU: AZITHROMYCIN 1 gm po x1 OR DOXYCYCLINE 100 mg po BID x 7 days

                                         ___SYPHILIS (1°/2°): BENZATHINE PENICILLIN G  2.4 million units IM in single dose

         
 ___CHANCROID: AZITHROMYCIN 1 gm po x1 OR CEFTRIAXONE 250 mg IM x1

                                         ___HPV:  PODOPHYLLIN 10-25% IN TINCTURE OF BENZOIN

        
 ___LGV/GRANULOMA INGUINALE: DOXYCYCLINE 100 mg po BID x 21 days

                                         ___HSV:  (1st episode) ACYCLOVIR 200 mg po 5 times a day x 7-10 days

                                         ___HSV: (recurrent epidsode) ACYCLOVIR 200 mg po 5 times a day x 5 days



          
 ___TRICHOMONIASIS:  METRONIDAZOLE 2 gm po x1 AND treat partner



         
 ___BACTERIAL VAGINOSIS: METRONIDAZOLE 500 mg po BID x 7 days



         
 ___CANDIDIASIS:  FLUCONAZOLE 150 mg po x1

 


 ___OTHER:

                                         ___HEPATITIS (B) PROPHYLAXIS: BEGIN HEP B SHOT SERIES  Date Completed:   1st  dose____   2nd dose____   3rd dose____



        
 ___HIV TEST: Date Completed:      Initial Test _____     3rd month _____     6th month _____



         
 ___FOLLOW-UP APPT REQUIRED:  ___________________ 

8.  PATIENT EDUCATION:

___ MEDICATION, DOSAGE AND IMPORTANCE OF COMPLETING THIS MEDICATION

___ ABSTAIN FROM ANY SEXUAL CONTACT UNTIL MEDICATION IS FINISHED AND SYMPTOMS HAVE RESOLVED

___ NOTIFY PARTNERS OF CURRENT DIAGNOSIS AND THE NEED TO HAVE AN EVALUATION

___ RISKY SEXUAL BEHAVIOR AND STD/HIV PREVENTION

___ IF TAKING DOXYCYCLINE, AVOID ANTACIDS AND PROLONGED EXPOSURE TO SUNLIGHT

___ OTHER:

9.  PATIENT ACKNOWLEDGEMENT:  I HAVE BEEN COUNSELED ON THE MEDICAL ASPECTS OF THIS INFECTION, INCLUDING THE COMMUNICABILITY, POSSIBLE COMPLICATIONS, AND PREVENTION METHODS. I UNDERSTAND THAT I REQUIRE FURTHER MEDICAL TREATMENT PER BUMED 6222.10, AND THAT I WILL NEED TO FOLLOW-UP WITH MEDICAL.  I WILL RETURN TO CLINIC EARLIER IF SYMPTOMS DO NOT IMPROVE WITHIN 7 DAYS OR IF NEW SYMPTOMS DEVELOP. 

                                             SERVICE MEMBER’S PRINTED NAME/SIGNATURE/DATE

M.O. PRINTED NAME/SIGNATURE/DATE
               PMT’s PRINTED NAME/SIGNATURE/DATE

CONSENT FOR THE HIV ANTIBODY TEST


By my signature below I consent to have an HIV test.  This test detects whether or not my body is making antibodies to the Human Immunodeficiency Virus (HIV), the virus that causes Acquired Immune Deficiency Syndrome (AIDS).  The results of this test will tell whether I have or have not been infected with HIV.  I understand that it can take up to six months from the time I was infected with HIV until the time my body produces the antibodies that would make my HIV test positive.  I also understand that I may need to consent to further testing in three and six months.


I understand that a positive HIV blood antibody test can have a negative impact on my personal relationships, my job, my health and/or my life insurance.  I should arrange an appointment with my doctor for a later date in order to be counseled about the results and meaning of my HIV blood antibody test.  The results will be documented in my medical record at that time.  If my test is positive, I understand that it is my responsibility to tell my sex partner(s) and anybody with whom I share or have shared needles that I am HIV infected.  If I do not want to tell my sex or needle sharing partners, I understand that the Department of Defense may be obligated to tell them as indicated in applicable laws and regulations.


I understand that the results of this blood test will only be released to those health care practitioners directly responsible for my care and treatment.  I further understand that no additional release of the results will be made without my written authorization.  By my signature below I acknowledge that I have been given all the information I desire concerning the blood test and have had all my questions answered to my satisfaction.


Date: ___________      Signature:  _________________________

                            Witness:  ___________________________

DISEASE REPORTING SYSTEM QUESTIONNAIRE

REGISTRATION NO:________________
PT HOME PH:______________________

ADMISSION DATE:
________________
PT WORK PH:  _____________________

DISCHARGE DATE:
________________
PT HOME ADDRESS:  _______________

CON LV / SIQ:  _____________________   

WARD / CLINIC:  ___________________
DATE OF INTERVIEW:  ____________

HCP:  _____________________________
DOB:  _____________________________

HCP PH # / PGR:  ___________________
OCCUPATION:  ____________________

1.  Report Status:  (Circle one) INITIAL, FOLLOW-UP, FINAL

2.  Patient Information: 


Sponsor Information: 

a.   SSN:  ___________________________
SSN:  _____________________________

b.   Name:  __________________________
Name:  ____________________________

c.   Status:  __________________________
Status:  ____________________________

d.   Age:  ____________________________NEC/MOS:_________________________

e.   Sex:  ____________________________

f.   Race:  ___________________________

g.   Hispanic / Non-Hispanic (Circle One)

h.   Duty Station:  _________________________________________________________

3.  Clinical Information: 

a.   Dx:
  _________________________ICD-9- ____________________

      Confirmed / Suspected (Circle One)

b.  Date of onset:  _________________________________________________

c.  Symptoms:  ___________________________________________________

______________________________________________________________________

______________________________________________________________________

d.  Labs:  (Date / Results)  __________________________________________

______________________________________________________________________

______________________________________________________________________

e.  Treatment:  ___________________________________________________

______________________________________________________________________

f.  Prognosis:  _______________________  Disposition: _________________________

g.   Any drug or antibiotic resistance noted:  (Y / N  List if Yes)

h.   Patient Status:

4.  Epidemiological Data:  (Incubation period)

a.  Probable area of acquisition:  _____________________________________

1.  Countries visited within the past 6 months: ____________________

______________________________________________________________________

b.  Source of Infection:  

1.  Blood Transfusion?  _________________

2.  IVDU?  __________________________

3.  Tattoos?  _________________________

4.  Dental work?  ______________________

5.  Unprotected sex?  ___________________

6.  Exposure to blood/blood products?  ______

7.  Common use razors?  _________________

8.  Common use toothbrush?  ______________

9.  Risk factor(s) for HBV person or person with HBV symptoms  _____  _______________________________________________________

10.  Documented Hep B series given?  ___________________________

11.  Other Epidemiological information:  _________________________

12.  Contact investigation completed?
_________________  

13.  List contacts:

NAME                                         PHONE/ADDRESS   

RELATIONSHIP

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

______________________________________________________________________
5.  Preventive measures:  Consult Control of Communicable Diseases in Man

a.  _______________________________________________________________


b.  _______________________________________________________________


c.  _______________________________________________________________

6.  Other information:  Report by phone to DCH, Epidemiology Division within 3 calendar days of identification of the disease.

7.  Point of contact: Epidemiology Division, 643-7808/7622, e-mail: epidept@oki10.med.navy.mil
Rank/Name of Interviewer:_________________________  Clinic: ________________________

Phone No.:_________________________________________
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