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CHAPTER ONE 

INTRODUCTION 

  

1.1 Background 

Sexually Transmitted Infections (STIs) / Reproductive tract infections (RTIs) are caused 

by microorganisms normally present in the reproductive tract, or introduced from outside 

during sexual contact or medical procedures, or as a result of an imbalance in vaginal 

 caused by endogenous organisms that are the normal 

bacteria present in the female genital tract, following abortion (post-abortion) or childbirth 

(postpartum); iatrogenic causes, that is after an obstetric or gynaecological procedure or 

after the application of chemicals or drugs into the vagina by the patient; or as the result 

of sexually transmitted infections (STIs). STIs have important reproductive health 

risk of HIV transmission. Furthermore, data on incidence of STIs are not readily available 

especially in developing countries. 

Globally, it is estimated that 499 million new cases of curable STIs occur each year. These 

consist of 10.6 million cases of syphilis, 106.1 million cases of gonorrhoea, 105.7 million 

cases of chlamydia and 276.4 million cases of trichomo

include the additional health burden caused by HIV and other viral STIs such as Herpes 

Simplex Virus (HSV). Unlike other conditions such as un-intended pregnancy or HIV 

infections, -  

countries; STIs / RTIs constitute a major public health burden globally. In developing 
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countries, STIs 

adults seek health care. In addition, antimicrobial resistance particularly for gonorrhea, is 

becoming increasingly wide spread. 

The report of the 2008 National Demographic and Health Survey (NDHS) indicated that 

5 percent of women and 3 percent of men in Nigeria had experienced a sexually 

transmitted infection and/or abnormal genital discharge or sore 12 months prior to the 

survey. The 2008 NDHS also indicated that 46 percent of women and 58 percent of men 

with self-reported STI symptoms sought advice or treatment from health facilities or health 

care workers. However, 38 percent of women and 22 percent of men sought no advice 

or treatment for their symptoms. 

1.2 Public Health Importance of STIs / RTIs  

STIs / RTIs impose an enormous burden of morbidity and mortality, both directly through 

their impact on reproductive and child health, and indirectly through their role in facilitating 

the sexual transmission of HIV infection. The greatest impact can be seen among women 

in whom severe complications include chronic pelvic pain, and adverse pregnancy 

outcomes (ectopic pregnancies, spontaneous abortions, stillbirth, endometritis and low 

number of malignancies are also attributed to STIs, notably cervical, anal and 

hepatocellular carcinoma. In the new born, complications of STIs / RTIs include 

pneumonia, ophthalmia neonatorum and congenital syphilis. 

Pelvic infections account for 17.4 percent of all gynae

abortion accounts for between 7 - 29 percent of maternal deaths in developing countries. 
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Infection following vaginal deliveries is 10 times more common in developing than 

developed countries. Most cases of infertility are related to RTIs, while about 32 ectopic 

pregnancies occur per  

 The World Bank 

of healthy life years lost by women in the 15-49 years age group. They are also 

responsible for 17 percent of the total burden of disease in women of reproductive ages1.  

Enhancement of HIV transmission among clients with STIs has been demonstrated in 

many epidemiological and biological studies. Many symptomatic STIs enhance the 

transmission of HIV by promoting viral shedding and weakening the natural barriers 

against 

STIs are associated with stigma which discourages health-seeking behaviour. However, 

this only serves to drive the epidemic further underground; hence, public investment and 

involvement is vital to breaking this conspiracy of silence. 

 It is indisputable that STIs / -economic 

consequences. These include costs of treatment and absenteeism from work, social 

stigmatization, psychological consequences and infertility. Untreated STIs / RTIs can lead 

to loss of employment and broken marriages leading to disruption of the family unit.  

 Interventions for STIs /  with direct 

 to 

World Bank showed that STI control interventions were comparable to tuberculosis 

                                            
1 world bank-  
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contr

STI case management is therefore a public health intervention whose cost should not be 

 

1.3 Rationale for STIs / RTIs Management 

1.  / RTI. 

2. Prevention of complications. 

3. Promotion of safer sexual practices.  

4. Treatment of partners. 

5. Facilitation of training and supervision of health care providers. 

6. ealth care delivery. 

7. Prevention of mother-to-child transmission of infection. 

1.3.1  / RTIs Management 

In order to make STIs / 

services, including pro

education and counseling must be accessible to everyone who needs it. These services 

private) such as the primary health care centers, dispensaries, outpatient departments 

and outreach posts, irrespective of whether laboratory facilities for the diagnosis of        

STIs / RTIs are available or not. 

At the secondary and tertiary health institutions where laboratory facilities and experts 

should be available, aetiologic and clinic-based approaches to STIs / RTIs management 
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laboratory equipment and personnel, long waiting time, high cost of services and limited 

population coverage. 

The syndromic approach to management of STIs / RTIs makes treatment accessible and 

use it. In addition, it does not require sophisticated equipment. It works through the use 

of , which have been prepared using symptoms presented by the patient and 

signs elicited by the health care provider. It ensures that patients and partners are treated 

at 

having to wait for laboratory results. The patients are educated and counseled on 

adherence to -

reduction through the use of condom is also highlighted. 

1.4 Goal of STIs / RTIs Syndromic Management 

The goal of STIs / RTIs management is not only to cure the client, but also to break the 

chain of transmission and avoid complications. Therefore, the STI management package 

goes beyond diagnosis and prescription but also include patient education, partner 

treatment as well as provision of condoms. 

The objectives of STIs / RTIs management are: 

1. ment. 

2. 

complications. 

3. ce and prevent future high risk behavior. 

4. .
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CHAPTER TWO 

PREVENTION OF SEXUALLY TRANSMITTED INFECTIONS (STIs) / 

REPRODUCTIVE TRACT INFECTIONS (RTIs) 

 

2.1 Basic Facts about Sexually Transmitted Infections and Reproductive Tract 

Infections 

Sexually transmitted infections are infectious diseases caused by one or more 

microorganisms that are mainly transmitted from one infected person to another during 

unprotected sexual intercourse. The risk of transmission of STIs from one infected person 

to another varies according to the causative organism. For instance, up to 50 percent of 

sexual partners of an individual with gonococcal urethritis may be infected after a single 

act of sexual intercourse. On the other hand, the risk of sexual transmission of HIV after 

a single act of sexual intercourse in the absence of other STI lesions may be as low as 

0.1 – 1%. 

Most people with STIs such as gonococcal and non-gonococcal urethritis, syphilis and 

HIV may be asymptomatic or mildly symptomatic for a long time, but still be infectious, at 

risk of disease progression and developing complications. Such people can spread the 

infections to un-infected sexual partners during sexual intercourse, and such contacts 

may develop the disease and complications. For this reason, a more inclusive term 

“Sexually transmitted Infections” (STIs) is preferred to “Sexually transmitted diseases” 

(STDs). Understanding STIs is important because they may lead to serious complications 

if untreated or poorly treated. In addition, they enhance the 

Therefore, making proper diagnosis and treatment is of paramount importance. 
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Some STIs can arise from endogenous microorganisms; these include vaginal 

candidiasis and bacterial vaginosis. They are referred to as endogenous reproductive 

tract infections. This distinction is important for patient education and partner 

management. 

There are over 2  summarized in Table 1.  

The most common presentations are:  

1.  Discharge from the penis (urethritis) 

2. Discharge from the vagina (vaginitis and rarely cervicitis) 

3. Sores or wound on the genital parts of both men and women (genital ulcers) 

4. Abnormal swellings of the lymph nodes or groin (buboes) 

5. Abnormal growth on the genital parts or other neighboring areas in both men and 

women (warts). 

 

 

 

 

 

 

 



 

8 | P a g e  
 

12: Common STIs / RTIs 

STIs / RTIs 
Type of 
Organism Causative Organism 

Bacterial vaginosis Bacteria Gardnerella vaginalis, and 
Anaerobes 

Gonorrhoea Bacteria Neisseria gonorrhoeae 

Chlamydia Bacteria Chlamydia trachomatis 

Syphilis Bacteria Treponema pallidum 

Chancroid Bacteria Hemophilus ducreyi 

Granuloma inguinale (donovanosis) Bacteria Klebsiella granulomatis 

 venereum (LGV) Bacteria Chlamydia trachomatis 

Yeast infection Fungi Candida albicans 

Trichomoniasis Protozoa Trichomonas vaginalis 

Herpes rash Virus Herpes simplex viruses 1 & 2 

HIV infection Virus virus 

Hepatitis B infections Virus Hepatitis B virus 

Hepatitis C Infection Virus Hepatitis C virus 

Molluscum contagiosum Virus Molluscum contagiosum 

Genital warts Virus Human papilloma virus 

Scabies (crab) Mite Sarcoptes scabiei 

Body lice Crab louse Phthirus pubis 

 Multiple 
organisms 

Neisseria gonorrhoeae, 
Chlamydia trachomatis 
Anaerobes 

Post abortion complications Multiple 
organisms 

Anaerobes,  
Gram Negative Bacteria 

Abnormal Vaginal discharge in 
pregnancy and post delivery 

Multiple 
organisms 

Candida albicans,  

Any normal commensal in the 
vagina 

                                            
2Adopted from WHO (2005 and 2010 guidelines) 
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23  

Type of 
Infection Source of Infection Mode of  spread Common examples 
Endogenous 

infections 

Organisms normally found in 

vagina 

 

Usually not spread 
from person to 
person, but 
overgrowth can 
lead to symptoms 

Yeast infection, 
bacterial vaginosis 

Sexually 

transmitted 

infections 

 

Sexual partners with STI 

 

Sexual contact with 

infected partner 

Gonorrhoea, 

chlamydia, syphilis, 

chancroid, 

trichomoniasis, 

genital herpes, genital 

warts, HIV 

Iatrogenic 

infections 

 

Inside or outside the body: 

·  Endogenous 

(vagina) 

·  STI cervix or 

vagina) 

·  Contamination from 

outside 

By medical procedures or 

following examination or 

intervention during 

pregnancy, childbirth, the 

postpartum period or in 

family planning (e.g., IUD 

insertion) and gynaecological 

settings. 

Infection may be 

pushed through the 

cervix into the 

upper genital tract 

and cause serious 

infection of the 

uterus, fallopian 

tubes and other 

pelvic organs. 

Contaminated needles 

or other instruments, 

e.g. uterine sounds, 

may transmit infection 

if infection control is 

poor. 

disease (PID) following 

abortion or other trans-

cervical procedure.  

Also, many infectious 

complications of 

pregnancy and 

postpartum period. 

                                            
3Adopted from WHO (2005 and 2010 guidelines) 
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2.2 Basic facts about HIV/AIDS and its relationship with STIs  

According to the National HIV/AIDS and Reproductive Health Survey (NARHS Plus 

2012), the national HIV prevalence rate in Nigeria was 3.4%. The highest was in the 

South-South zone (5.5%) and the lowest was in the South-East (1.8%). There is a causal 

link between STIs and increasing tra revention and 

treatment of STIs reduce sexual transmission of HIV infection. High risk sexual behaviour 

increases both STI and HIV transmission, therefore e

the amount of HIV in genital secretions and makes HIV transmission less likely. Many 

STIs / RTIs increase the risk of acquisition and transmission of HIV infection to others by 

as much as 50–300 times per contact. When a genital ulcer is present, HIV transmission 

is more likely because HIV can easily pass through breaks in the skin or mucous 

membranes caused by the ulcer.  The virus can attach itself to white blood cells present 

d genital tissue and discharges; large amounts of HIV are found in ulcers and 

s (semen, cervical secretions) of people with certain STIs. 

Al

Furthermore, some of the STIs have no cure. Prevention and control of STIs relies heavily 

on interventions through community health education on the risk factors and promotion 

of behaviour change. STI prevention measures revolve around interventions on sexual 

one intervention approach may not satisfy all. In facilitating behaviour change, it is 

therefore necessary to provide options to individuals. 
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2.3 Primary Prevention Measures 

Some of the measures that can be employed to prevent STIs include: 

1. Abstinence: This might be total abstinence from sex for groups such as adolescent 

and youths not yet married. These group should be encouraged to practice 

“postponed sex” till they are ready for marriage. 

2. Mutually faithful sexual relationship or “Mutual monogamy”. It is useful if both 

partners are not already infected. 

3. Correct and consistent use of condoms and other safer sex practices. This 

intervention is recommended for those who cannot abstain and yet cannot have 

mutually faithful relationships. 

4. Vaccination – Vaccines have been developed for STIs such as HPV and Hepatitis 

B virus infections 

2.4 Secondary Prevention Measures 

This may be achieved by: 

1. Encouraging STI care seeking behavior through: 

a. Screening for STIs 

b. Providing non-stigmatizing and non-discriminatory health facilities. 

c. Providing quality STI care. 

d. Ensuring a continuous supply of high  

e. Ensuring continuous supply of condoms. 

2.  

a. Comprehensive case management of STI syndromes. 
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b. Training of service providers on case management. 

3.  

a. Examining minimally symptomatic women attending clinics for maternal and 

child health as well as family planning. 

b.  

c. Health education, investigation and treatment of targeted population groups 

who may have placed themselves at risk of infection such as sex workers long 

distance truck drivers, uniform services and young people both in and out of 

school. 

2.5  

1. Limitation of disability 

2. Rehabilitation including psychosocial support  

2.6 STIs / RTIs Intervention Strategies 

1. Training of service providers 

2.  / RTIs  

3. Promotion of appropriate STI / RTI care seeking behavior 

4.  

5. Contact tracing and management 

6. Condom Programming 

7. Routine prevention of ophthalmia neonatorum 

8. Availability of  

9.  
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10. Monitoring and supervision 

 Vaccination 
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CHAPTER THREE 

SYNDROMIC APPROACH TO STIS/RTIS MANAGEMENT 

 

3.1 Steps in Syndromic Management 

· Taking a good history to determine STI/RTI symptoms.

1

2

· Assessing personal risk of patient (i.e. inquire if patient is sexually act ive, the number of sexual 
partners, gender and correct and consistent use of condoms, etc).

STEP 
3

· 

· .

4

STEP 
5

· -based diagnosis.

STEP 
6

· Provision of the recommended treatment and/  s 
instructions.

STEP 
7

· Not forgetting the four Cs + (4Cs + A) (Table 3) at the points of treatment
· Counsel patient, 
· Condom promotion, 
· Contact treatment, 

· ).

8

· Follow up the patient to ascertain treatment outcome. Discharge if better, otherwise review and/or 

refer.

9
· Counseling patient on risk reduction behavior and provision of HIV counseling and testing, promoting 

.

10

· Data collect ion and management
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3.2 Components of Syndromic Management 

1. Building the capacity of the Health care provider 

2. Provision of counseling for STIs / RTIs generally 

a. Provision of counseling and testing for HIV on site or through referral  

b. Provision of condoms 

3. Identifying and treating all STIS / RTIS syndromes 

4. Conducting risk assessment using the 5Ps (Past STISs / RTISs, Partners, 

Practices, Prevention and Pregnancy plans) 

5.  

6.  

7. Prevention of ophthalmia neonatorum 

8. Prevention of mother-to- STISs 

9. Using aetiologic approach of management at secondary and tertiary healthcare 

levels as well as research settings where facilities are well coordinated 

10.  Data collection and management  

 

 

 

 

 

 



 

16 | P a g e  
 

3: The STIs/RTIs management 

4 
Health Care provider should: 

Counseling Condoms 
Contact 
treatment  Adherence 

Listen to patient and engage 
in dialogue 

Educate patient 
on consistent and 
proper use of 
condom 

Avoid further 
spread of the 
infection to 
others 

Protect client 
clinical records 

Ensure 
completion of 
treatment 
regimen even 
after all the 
symptoms 
have 
disappeared 
and not to 
share the 
medication 
with partners 

Show empathy  for  patient Inform patient of 
proper use of 
condom as the 
only alternative 

Inform all 
sexual 
partners in 
the last 3 
months to 
seek proper 
treatment 

Ensure and 
provide privacy 
during 
consultations 
and examination 

Avoid self-
medication 

Counsel patient on the need 
to avoid risky behavior 

Demonstrate the 
proper use of 
condom 

Avoid re-
infection 

Keep provided 
information 

 

Abstain from 
sex until 
treatment is 
completed 
and infection 
cured 

Educate patient on STIS 
prevention 

Provide condoms 
to patient 

  Follow other 
instructions 

Counsel patient on HIV and 
testing 
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     4: The Syndromic Approach, Strengths and Limitations 

SYNDROMIC APPROACH
 

STRENGTHS
  

AETIOLOGIC APPROACH
 

STRENGTHS
  

 

1 
practices. 
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3.3 STIs/RTIs Syndromes and Causative Organisms 

5: STIs/ RTIs Syndromes and Causative Organisms 

STISs/RTISs Syndromes Causative Organisms 

· Urethral discharge (urethritis)  

 

· Neisseria gonorrhoeae -common 

· Chlamydia trachomatis – common 

· Ureaplasma urealyticum - common       

· -uncommon 

· Herpes simplex – uncommon 

Vaginal discharge (Vaginitis / vaginosis)  

 

 

· Cervicitis  

 

·  

· Candida albicans  

· Gardnerella vaginalis 

· Anaerobes 

· N. gonorrhoeae  

· Chlamydia trachomatis  

· Genital Ulcer Disease (GUD) · (Syphilis) 

·  Heamophilus ducrei(Chancroid) 

·  Herpes simplex (1&2)(Genital 

herpes) 

· Klebsiella granulomatis(Granuloma 

inguinale ) 

· Chlamydia trachomatis serovars 1,2,3 

L1, L2,L3(Lympho granuloma 

venerium)   

· Lower abdominal pain 

  

· N. gonorrhoeae  

· C. trachomatis  

· Mycoplasma hominis  

· Anaerobic bacteria  

· Other miscellaneous bacteria  
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· Inguinal adenopathy (buboes) · Chlamydia trachomatis serovars 

1,2,3(Lymphogranuloma venereum 

LGV) 

·   Haemophilus ducreyi(Chancroid) 

· (Syphilis)  

· Painful scrotal swelling  

(epididymo-orchitis) 

· N. gonorrhoeae  

· C. trachomatis  

· Other miscellaneous bacteria 

· Conjuctivitis with pus in the New born 

(ophthalmia neonatorum)  

· Gonococcal 

· Non gonococal 

· N. gonorrhoeae  

· C. trachomatis 

Genital growths  

· Condylomata acuminata (warts) 

· Syphilitic 

· Molluscum contagiosum 

 

· Human papilloma virus  

·  

· Molluscum contagiosum virus 
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CHAPTER FOUR 

FLOW CHARTS OF STIs / RTIs SYNDROMES 

 

The syndromic approach to diagnosis and management of STIs / RTIs makes treatment 

workers at all levels can use it. The syndromic approach does not require sophisticated 

equipment. It works through the use of FLOW CHARTS, which have been prepared using 

signs and symptoms (i.e. the syndrome) presented by the patient. It ensures that patients 

and symptoms without having to wait for laboratory results. The patients are educated 

and counseled on adherence to the full course of treatment, the importance of partner 

-reduction behavior. 

4.1  

1.  

2. Examining for STIs / RTIs signs 

3. Assessing the risk of STIs / RTIs 

4.  

5.  

6. Screening for syphilis 
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4.2  

A patient who falls into two (2) or more of the categories listed below is considered to be 

“risk assessment positive” (RAP) 

1. Having sexual intercourse with partners infected with STI 

2. Inconsistent, incorrect or non-use of condoms or lubricants 

3. New sex partner(s) within the last 2-3 months 

4. Multiple or casual sex partner(s) 

5. Patients vulnerable populations (adolescents, youth, previous / current 

incarceration, uniformed Service Personnel, Long distance drivers, etc.)  

6. Key populations (sex workers) 

using 

presenting complaint(s) through, history taking and physical examination, decision on 
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4.3 Flow Chart for Genital Ulcer Diseases 

  

Patient complains of
genital sore or ulcer.

Take history and examine

Sore/Ulcer/Vesicle 
present?

Vesicles or small 
ulcers

with history of
recurrent vesicles?

· 4Cs + A
· Partner management
· Advise to return in 7 days
· Refer if necessary

TREAT FOR
SYPHILIS AND CHANCROID

· Educate patient on risk 
reduction.

· 4Cs + A

· Educate patient on risk 
reduction     

· 4Cs+ A

HERPES SIMPLEX
MANAGEMENT

 

NO

YES

NO

YES

Needs adaptation to local epidemiological situation.
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6: Common causes of Genital Ulcers, drugs, regimen and precautions 

 
MOST COMMON 
CAUSES REGIMEN REGIMEN 

PRECAUTIONS 

 

Herpes simplex 

 

 

 

 

 

 

Penicillin is the only 
recommended treatment for 
syphilis during pregnancy. In 
case of women allergic to 
penicillin, refer to the next 
level of care for possible 
desensitization. Treatment is 
the same as in non-pregnant 
patients for each stage of 
syphilis
For penicillin-allergic non-
pregnant patients only
- Doxycycline 100 mg orally 2 
times a day for 14 days OR
- Tetracycline 500 mg orally 4 
times a day for 14 days 

Procaine Penicillin 
2.4million units IM once 
daily for 10 – 14days

PLUS

Erythromycin base 500 
mg orally 3 times a day 
for 21 days

Benzathine Penicillin 
2.4million units IM once
50,000units/kg IM once 
up to a total of the adult 
dose

PLUS

Azithromycin  2g orally 
once weekly for  
3weeks  

SYPHILIS
Adults

Plus

Chancroid (Adults)

Granuloma inguinale

Lymphogranuloma 
venereum

Acyclovir 400 mg orally 
3 times a day for 7-10 
days OR
200 mg orally 5 times a 
day for 7-10 days

Benzathine Penicillin 

50,000units/kg  IM once 
(up to a total of the 
adult dose) every 
6hours x 10-14days 

Famciclovir18 250 mg 
orally 3 times a day for 
7-10 days OR

Valacyclovir 1 g orally 2 
times a day for 7-10 
days  

Erythromycin base 
12.5mg/kg orally 4 
times a day for 30 days

OR

Procaine Penicillin 
50,000 units IM once 
daily for 10days

SYPHILIS

Children(Congenital)

SYPHILIS

Children(Congenital)
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4.4 Flow Chart on Urethral Discharge and /or Painful Urination
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4.4a Flow Chart on Persistent/Recurrent Urethral Discharge or Painful Urination in Men

 

Patient complains of
persistent/recurrent urethral

discharge or dysuria

. 
Milk urethra if necessary.

? Ulcer(s) present? 

Educate patient on 
risk reduction

4Cs + A

re-infection or 
poor compliance?

Repeat urethral 
discharge treatment

chart

· 4Cs + A
· Partner management
· Return in 7 days

Improved?

Educate patient on 

risk reduction

4Cs + A

Refer

NO NO

YES

NO

YES

NO

YES

YES

N.B. 

taken by the patient prior to this consultation
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7: Common causes of Urethral discharge, drugs, regimen and precautions 

URETHRAL DISCHARGE 

MOST COMMON 

CAUSES REGIMEN 

REGIMEN 

PRECAUTIONS 

Gonorrhoea 

Chlamydia 

 

 

 

Azithromycin 1g orally 

once  

 

 800mg 

orally once  

PLUS 

Doxycycline 100mg 

orally, twice daily for 

7 days 

In Pregnancy: 

Azithromycin 1 g 

orally once OR 

Amoxicillin 500 

mg orally 3 times 

a day for 7days   

 Children  

 

Ceftriaxone 25-50 mg/kg I IM (Remove) 

once (maximum 125mg) 

 

In persistent 

discharge 

Metronidazole 2g orally in a 

single dose2 stat as a single 

dose 

Avoid alcohol 

whilst taking 

Metronidazole 
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4.5 Flow Chart on Scrotal Swelling and/or Pain
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8: Common causes of Scrotal swelling, drugs, regimen and precautions 

 
MOST 
COMMON 
CAUSES 

REGIMENS 
 PRECAUTIONS 

Gonorrhoea 
Chlamydia 
Adults 
 
 

 
Azithromycin 1g 
orally.Stat. 
 

Children  
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4.6 Flow Chart on Scrotal Swelling and/or Pain 

 

 

 Patient complains of vaginal
discharge or vulval

itching /burning .

Take history , examine patient 
and assess risk .

Abnormal discharge
present ?

· Reassure and educate 
on risk reduction

· 4Cs + A

Lower abdominal
tenderness ?

Use flowchart for Lower
Abdominal Pain .

Was risk assessment
positive ?

TREAT FOR CHLAMYDIA TRACHOMATIS ,
GONOCOCCAL INFECTION , BACTERIAL

VAGINOSIS AND TRICHOMONAS VAGINALIS

TREAT FOR 
BACTERIAL

VAGINOSIS AND
TRICHOMONAS 

VAGINALIS

Vulval oedema /
curd like discharge

Erythema , Excoriations
present ?

TREAT FOR
CANDIDA 

ALBICANS TREAT FOR
CANDIDA ALBICANS

· Educate patient on 
risk reduction .

· 4Cs + A

NO

NO

YES

YES

YES

        NO

        NO

YES

 

Risk factors need adaptation to local social and behavioural epidemiological situation . 
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Abnormal vaginal discharge 
MOST COMMON 
CAUSES 

DRUGS AND REGIMENS ALTERNATE REGIMEN PRECAUTIONS IN 
PREGNANCY 

Vaginitis – if negative 

risk 

Candidiasis 

Trichonomiasis 

Bacterial vaginosis 

Metronidazole 2g orally in a 

single dose2 

PLUS 

Nystatin Vaginal pessaries 

100,000 units inserted every 

night for 14 days 

Metronidazole 2g orally in a 

single dose 

AND 

Clotrimazole vaginal 

pessaries 100mg inserted 

every night for 6 days 

 

Tinidazole 2gstat orally stat 

as a single dose AND 

Tioconazole 300mg vaginal 

ovule as a single dose. 

Cervicitis 

Azithromicin Ig Orally  stat 

only 

 

PLUS 

twice daily for 7 days 

OR  

erythromycin 500 mg orally 

twice a day for 7 days  

Plus  

O  200–400 mg orally 

twice a day for 7 days 

Azithromycin 2g orally stat  

OR 

Erythromycin  base 500mg 

tab. Orally four times a day 

(6 hourly) for 7 days 
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4.7 
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4.8 

Patient complains of
lower abdominal pain

(including gynaecological)
and examine

(abdominal and vaginal)

Any of the
following present?

· Missed/ overdue period
· Recent delivery/ abortion/ miscarriage
· Abdominal guarding and/ or rebound tenderness

· Abnormal vaginal bleeding

Is there cervical 
excitation

tenderness or lower 
abdominal

tenderness and vaginal

discharge?

Any other 
illness found?

Refer patient for surgical or 
gynaecological opinion and 
assessment.
Before referral set up an IV line 
and apply resuscitatory 
measures if necessary

Manage appropriately

Patient has improved? Refer patient

Manage for PID
Review in 3 

days

· Continue 
treatment until
completed

· 4Cs + A

NO

YES
YES

NO

YES

NO

YES
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10: Common causes of Female Lower 
Disease) 

  

MOST COMMON CAUSES DRUGS AND REGIMENS ALTERNATE 

REGIMEN 

PRECAUTIONS 

Neisseria gonorrhoeae 

Chlamydia 

Anaerobes 

 + 

Azithromycin 1g orally 

once 

PLUS 

Metronidazole 400mg 

orally twice daily for 14 

days5 

 

 

800mg orally 

once  

PLUS 

Doxycycline 

100mg orally, 

twice daily for 

7 days  

PLUS 

Tinidazole 2g 

once 

 

In pregnancy, 

Patients 

should be 

referred for 

hospitalization  

and treated 

with 

appropriate IV 

parenteral  

therapy    
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4.9 Flow Chart on Inguinal Swelling 

Inguinal/ femoral 
bubo(s) present?

Ulcer(s)
present?

· 
LYMPHOGRANULOMA 
VENEREUM AND 
CHANCROID

· 
healthy skin

· Counsel on risk reduction
· 4Cs + A
· Advise to return for review in 

7 days, and continue treatment
· If worse refer for further 

specialist opinion

Patient complains 
of 

inguinal swelling.

Take history and examine

Any other STI 
present ?

Educate patient 
on risk reduction

4Cs + A

.

NO NO

YES

NO

YES
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TABLE 11: SWELLING IN THE GROIN (INGUINAL Genital Ulcer Disease(GUD) 

COMMON CAUSES 

REGIMENS REGIMEN 

PRECAUTIONS 

H.ducreyi 

(Chancroid) 

Chlamydial L1, 2,3 

(Lymphogranuloma 

venereum) 

Azithromycin 2g 

orally once 

weekly for 

3weeks   

OR 

Doxycycline 

100mg b d for 7 

days  

Erythromycin 

base 500 mg 

orally 3 times a 

day for 7 days   
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4.10 Flow Chart on ophthalmia neonatorum 

Neonate with eye 
discharge

Take history and 
examine

Bilateral or 
unilateral

swollen eyelids 
with

purulent 
discharge?

· Reassure mother
· Advise to return if necessary

Treat mother and partner(s)
for gonorrhoea and
chlamydia
· Educate mother
· Counsel mother
· Advise to return in 3 days

Improved? Refer

Reassure mother

CHLAMYDIA

NO

YES

NO

YES
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12:  Common causes of ophthalmia neonatorum, drugs and regimen 

 

MOST COMMON 

CAUSES 

  

Gonoccocal infection 

Chlamydial in 

Staphylococcus aureus 

Ceftriaxone 25 – 50mg/kg IV or IM 

once daily (maximum 125mg) 

PLUS 

10 days  

OR Gentamycin 0.3% eye drops 

for 10days 

Eye hygiene 

Ceftriaxone 50mg/kg body weight (max 

dosage 125mg)  

PLUS 

Erythromycin syrup 50mg/kg per day 

orally in four divided doses for 14 days  

PLUS 

of delivery 

OR Gentamycin 0.3% eye drops for 

10days 

Eye hygiene 
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4.11 Flow Chart on Bleeding in Early Pregnancy 

Bleeding in early 
pregnancy or history of 

recent abortion

Rapid assessment

            Check for
Fever>38oC

Presence of foul-smelling discharge

Check forSigns of shock 
(pallor, fast weak pulse, cool 
moist skin)

· 
· Stabilize
· 
· 
· Refer patient urgently to the hospital

· Signs of incomplete abortion
· Opened cervix
· Enlarged and soft uterus

· Incomplete abortion probable
· Start antibiotics 
· Or refer for management

· Complete abortion probable 
(or other cause of bleeding)

· Observe closely and refer if no 
improvement

NO

YES

YES

NO

NO

YES
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4.12 Flow Chart on Pre-Mature Rupture of Membrane (Drainage of Liquor)6 

Pre-labour rupture of 
membrane (ROM)

Are there signs of:
· Infection?
· Fever > 38oC
· Presence of foul-

smelling discharge

· Give IV/IM 
antibiotics

· Refer urgently to 
hospital

Is the term > 37 weeks?
Is the time of rupture 
of membrane > 18 

hours?

Is delivery imminent?
·Treat, monitor and deliver
·Refer if active labour does 
not begin within 24 hours

Treat and refer

YES

YES YES

YES

NO

NO
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4.13 Flow Chart on Postpartum Vaginal Discharge 

Fever (> 38oC) Post-Partum

Rapid 
Assessment

Are there signs of:
· Shock?
· Pallor, fast weak pulse, 

cool moist skin

Uterus not well-contracted, 
history of heavy vaginal 

bleeding

· Stabilize
· 
· 
· Refer

Foul-smelling odour, or 
profuse lochia abdominal 

tenderness

· Possible endometrit is
· Give IM / IV
· Start antibiot ics and 

follow closely

Consider other causes of fever, and 
treat or refer as necessary

YES

NO

YES

YES

NO

NO
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Key Points in the Syndromic Management of STIs/RTIs 

All symptomatic patients should receive counseling on compliance with treatment, risk 

reduction, and condom use. Treatment should be given to partners of patients with genital 

ulcer or urethral discharge. Partners of women who are treated for PID or cervicitis should 

 

Routine follow-up visits are not necessary for most syndromes, provided the medicines 

es the treatment and 

feels better. Women treated for PID should be re-examined 2-3 days after the 

commencement of treatment or sooner to see if they have fever or, are getting worse 

clinically. 
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CHAPTER FIVE 

STIs / RTIs IN PRE-  

 

5.1 Vaginal Discharge 

Vaginal discharge can be normal or abnormal. The features for abnormality include 

u ur, associated vulval redness, 

vulval swelling, bleeding and itching. Others include dysuria, lower abdominal pain etc. 

5.1.1 Vaginal/Eye Discharge in the Neonates 

Neonatal vulvovaginitis / ophthalmia neonatorum usually results from contamination of 

the neonate’s vulva / eye by secretions from the mother’s genital tract during delivery. 

Gonococcal vulvovaginitis has an incubation period of 3 days to one week, while 

chlamydial vulvo-vaginitis has an incubation period of two weeks. For babies with vaginal 

/ eye discharge, ask the mother for history of vaginal discharge and drug history such as 

use of estrogen containing medications during pregnancy. The mother and her partner 

should also be treated in line with the abnormal vaginal discharge  The neonate 

should be referred for further management. 

5.1.2 Vaginal Discharge in Pre-Pubertal Girls 

In older children, vulvo-vaginitis may result from contamination of the vulva by organisms 

infecting the mother or care giver where there is a low level of hygiene. Particularly 

implicated are infected mother or care givers who share towels with their wards. Girls with 

abnormal vaginal discharge should be treated for the common vaginal infections 

(bacterial vaginosis and trichomoniasis). Treatment for yeast infection should be included 

if relevant clinical signs (vulval itching and redness) are pr
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abdominal pain, and history of sexual exposure should be treated for gonococcal, 

chlamydia and anaerobic infections, and referred thereafter. All girls with abnormal 

vaginal discharge should be treated using the appropriate owcharts. 

5.2 Urethral Discharge in Pre-Pubertal Boys 

for urethral discharge in males. Parents of these children should be given appropriate 

treatment using the 

females. In all cases of sexual abuse or sexual assault, children should be referred for 

adequate medical management, and for psychological and social support. 
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CHAPTER SIX 

SEXUAL VIOLENCE 

 

Sexual violence is a public health emergency and approach to it should be multi-factorial. 

or physical force, by any person regardless of relationship to the victim, in any setting, 

including but not limited to home and workplace. It also includes attempt to obtain a sexual 

purposes 

 It can also be described as “Any sexual act, attempt to obtain a sexual act, unwanted 

sexual comments or advances, or acts to traffic women’s sexuality, using coercion, 

threats of harm or physical force, by any person regardless of relationship to the survivor, 

in any setting, including but not limited to home and work.” 

n act done which causes penetration of one person’s genital organs 

with the genital organs of another without their consent or where the consent is obtained 

by force, threats or intimidation of any kind.” 

Sexual violence is a serious human rights issue and public health problem the world over. 

survivors in terms of long-term consequences 

on their health and mental wellbeing. Survivors deserve to be supported, treated with 

 a 

 

these needs. 
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6.1 ctim and 

Perpetrators 

1. Medical assessment and treatment  

2. Psychosocial care 

3. Forensic Management (enables survivors access justice) 

4. Humanitarian issues 

6.1.1 Medical examination and treatment 

Medical management of sexual violence survivors is essential in mitigating against 

s is aimed at managing any life – threatening injuries 

and providing other post-rape services to reduce the chances of the survivor contracting 

any sexually related infections including pregnancy. The management of any life 

threatening injuries, and extreme distress should take precedence over all other aspects 

of post-rape care, while the management of, for example, minor cuts and abrasions 

should not delay the delivery of other more time dependent treatments. The steps are  

1. Obtaining Consent 

2. History taking and examination of patient  

3. sic specimens at the same time for Urinalysis, 

Pregnancy test, Haemoglobin , Hepatitis B 

and C, High vaginal swab and rectal swab for evidence of spermatozoa. 

4.  

All health facilities should be backed up with up-to-date policies and procedures for 

managing persons who have experienced sexual violence. Such policies and procedures 

must, at their best, be in line with local laws. Whether comprehensive services are 
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provided on site or through referral, providers need to be clear about the protocol to be 

followed and how to manage crisis situation. They should have the necessary supplies, 

alleged perpetrators should be the same as for patients including collection of forensic 

specimens and counseling. 

6.1.1.1 Management of Physical Injury 

Identify any injury and manage appropriately. Especially the post traumatic vaccination 

with tetanus toxoid. 

6.1.1.2 Emergency Contraception 

 pregnancy; so as to rule out the 

possibility of an existing pregnancy before the instance of rape. Emergency contraception 

must be prescribed early because the sooner they are taken, the 

Give two tablets of low dose progestogen (e.g. Postinor 2), or combined oral pills for those 

presenting within 24-48hrs or insertion of intrauterine contraceptive device (IUCD) within 

5 days of assault

contraception should be referred for further management.  

6.1.1.3 Post-exposure Prophylaxis of STIs 

rs of sexual violence. It needs not to be 

given at the same time as the initial doses of PEP and EC as the pill burden can be 

intolerable. It should preferably be prescribed for the survivor and given for uptake within 

24hours, but the client should be allowed to make the decision on whether to accept or 

wait for results of STI tests. 
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Drugs used for STI prophylaxis are: 

· Males or non-pregnant adult females

Doxycycline (100mg BD for one week) plus Ceftriaxone (250mg IM stat) plus 

Metronidazole (2gm stat). 

· Pregnant woman

(1g) plus Erythromycin (500mg QDS one week) plus stat dose of Metronidazole 

(2gm). 

· Children: Ceftriaxone (25mg-50mg/kg IM stat Max Dose 125mg) plus 

Erythromycin (10mg/kg QDS one week). Add stat dose of Metronidazole 

(paediatric dose 7.5- 15mg/kg in two divided doses to max dose of 1gm /day). 

PEP for HIV is the administration of a combination of 3 anti-retroviral drugs for 28 days 

after the exposure to HIV. This has to be started preferably within 72 hours after the 

assault according to the National HIV/AIDS Guidelines. 

6.1.2 Psychosocial care 

Survivo

immediate psychological distress, others short-term and/or long-term psychological 

problems. The amount and length of social support and/or psychological counseling 

required by survivors of sexual violence varies enormously, depending on the degree of 

 

· Survivor – centred approach to counseling by trained counselor. 
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The counselor should apply the principles of doing “good” and not “doing harm” in 

counseling a survivor. When providing services to survivors of sexual violence, 

counselors should adhere to the following fundamental principles of counseling: 

Autonomy: The right of patients to make decisions on their own behalf (or in the 

case of patients under 18 years of age, individuals acting for the child, i.e. parents 

 

consent of the survivor. 

Others are Beneficence (The duty or obligation to act in the best interests of the 

survivor), Non-maleficence (The duty or obligation to avoid harm to the survivor), 

Justice or fairness (Doing and giving what is rightfully due to the survivor). 

· by sexual violence 

· Counseling environment 

· Special individual (psychiatric clients, down syndrome) and children should be 

given special and support. 

6.1.3 Forensic Management of Sexual Violence 

· Types of evidence 

· Exhibit Management 

· Collection and handling of specimen 

· Linkage to Civil Society Organization (C.S.O) for subsidized DNA testing and other 

services.  

6.1.4 Humanitarian Issues 

          Approach on humanitarian issues should assume cross-cutting interventions like; 

· Sexual violence in crisis situations 
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· Minimum interventions in crisis situations 

· 

 

6.1.5 Follow-up Sessions and other useful information for survivors 

· Provide other psycho-social support for victims and refer to support groups 

· Information on survivors’ rights including legal care 

· Reporting to the police 

· Referrals of the survivors 

needs of the survivors. 

· Looking at the existing laws on rape and sexual violence in general for possible 

 

6.2 Documentation and Reporting 

Development of Pre- and Post- sexual violence care forms / Laboratory rape register. 

These documents should include evidence that: 

Sexual intercourse has taken place; 

· engorgement of the genitals,  

· increased epithelial cells in the urine,  

· broken hymen,  

That ejaculation has taken place;  

· presence of semen around the genitalia,  

That force was used;  
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· torn clothes including undergarments, 

·  bruised genitalia,  

·  

 should be collected for DNA test. 

· Pubic hair / head hair 

· Mouth swab 

· Blood 

· Semen  

· Fingernail clipping 
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CHAPTER SEVEN 

OTHER STIs/RTIs NOT COVERED UNDER SYNDROMIC MANAGEMENT 

 

7.1 Introduction  

Other STIs / RTIs of importance include: HPV infection, scabies and pubic lice. These 

usually have characteristic features and can be managed based on signs and symptoms. 

7.2 HPV Infection and Cervical Cancer Screening 

Cervical cancer is a leading cause of cancer – related deaths among women. The global 

annual incidence of the disease is put at 528,000 and 266,000 women die from it with 

85% occurring in developing countries (WHO, 2014). However, there is a dearth of data 

in Nigeria. Studies have linked the etiology of cervical cancer to infection with the Human 

Papilloma Virus (HPV) which is sexually transmitted.  HPV Serotypes 16 and 18 are 

responsible for most cases of cervical cancer while Serotypes 6 an

genital warts (WHO 2016, CDC 2015). HPV infection could also result in anogenital warts. 

7.2.1 Prevention Strategies 

The availability of vaccines (both bivalent and quadrivalent) against the HPV serotypes 

commonly implicated in cervical cancer and genital warts means that primary prevention 

is possible

recommended for girls and women age 13 through 26 who have not been vaccinated or 

completed the vaccine series and girls beginning at age 9 years (CDC, 2015).  
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7.2.2 Early Detection and Screening 

 for screening of cervical cancer in six 

developing countries 

have recently been incorporated (WHO, 2016). Using VIA a “Screen and Treat” policy in 

PHCs can be promoted. Women presenting with symptoms suggestive of sexually 

transmitted infection should be offered counseling and screening for cervical cancer using 

of choice where facilities are available. 

7.3 Anogenital Warts 

-shaped growths in the anogenital area commonly caused 

asymptomatic, but depending on the size and anatomic location, they can be painful, 

papular or pedunculated growths on the genital mucosa (CDC, 2015). The 

treatment for anogenital warts depends on the level of healthcare. Where the capacity is 

not available, it is recommended that the patient is referred to the next level of care. 

     Presentation at the clinic includes complaint of growth or swelling on the genital or the 

anus. History taking and examinations includes to discover any growth in the genital area 

or anus, also depend on the size. If the size is big, the clinic is expected to refer. There is 

no oral administration. 
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Recommended Treatment: 

Treatment depends on location. For external anogenital warts (i.e. penis, groin, scrotum, 

vulva, perineum, external anus and perianus. 

· 0.5% podophyllotoxin applied with cotton-tipped applicator twice daily for 3 days. 

· After 4 days break of no treatment, repeat treatment for another 3 days. 

·  

· 10-20% podophylin to be applied by provider 

· It should be washed thoroughly after 1 hours of application. 

· Repeat treatment twice a week until  

Other drugs include: 

1. Imiquimod ointment applied once daily at night 3 times a week at alternate days, 

2. Trichloroacetic acid (TCA) ,80-90% to be applied once weekly 

 (Apply the agents to the lesions only. Do not apply on the mucosa). 

Other forms of treatment include: 

1. Cryotherapy with liquid nitrogen or solid carbon dioxide 

2. Surgical removal either by tangential scissors excision, tangential shave excision, 

curettage, laser or electro surgery (CDC, 2015; WHO, 2016) 

7.4 Scabies 

Scabies is a contagious skin infestation caused by mite Sarcoptes scabiei. The most 

common symptoms are severe itching and a pimple-like rash. These symptoms can be 

present across most of the body or just certain area such as the volar aspects of the wrists 
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or along the genital region. The itch is often worse at night. Scratching 

may cause skin breakdown and secondary bacterial infection of the skin. 

Recommended Treatment: 

· 25% benzyl benzoate lotion applied from the neck down at bed time for 2 nights. 

Apply, allow to dry and re-apply 

· Olherforms of treatment include;  

o Crotamiton lotion 10% and crotamiton cream 10%, 

o  Permethrin cream 5%, 

o Ivermectin; administered orally for patients who failed the approved topical 

medications or for prevention. 

7.5 Public Lice (Pthirus pubis) 

These are grey to brown colored parasites that usually live on humans, usually in the 

crab lice, they cause intense skin itching in the genital area. 

They are usually acquired by intimate contact between individuals. Parent to child 

infestations are most likely to occur through routes of shared towels, clothing, beds or 

closets. 

Recommended Treatment: 

· 

one week. 
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CHAPTER EIGHT 

 OF STI SERVICE DELIVERY AND   

 

8.1 Introduction 

RTIs is the 

cornerstone for STI prevention and 

require provision of non-stigmati

the community by incorporating them into Primary Health Care (PHC) services, family 

planning (FP) and Maternal and Child Health (MCH) services. Therefore, all PHC clinics 

should provide comprehensive health care for the community including care for STIs. 

Whenever possible, diagnosis, treatment and education / counseling services for STI 

patients should be  

8.2 Basic requirements for integrated STIs / RTIs / SRH Services 

Basic requirements for STI service delivery in a health facility include: 

1.  

1.  / RTIs, patient education, counseling, partner 

/  

2. Record clerk for registering patients, maintaining records and preparing statistics. 
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2.  Materials, Equipment and Supplies 

These include a dedicated consultation / examination room with privacy, examination 

couch, stirrups (if vaginal examinations will be performed), bed sheets and screens. Other 

requirements include desk or writing table, chairs, speculum, bowls, angle poised lamp, 

drinking water, drug box, bucket, emergency kit for treatment of anaphylaxis, condom 

demonstration models, STI Treatment Guidelines, harts and STI cue cards. 

Consumable items required include: drugs for STI treatment, disinfectant (e.g., Dettol or 

Jik), record books, related forms, condoms, water for injection, syringes, needles, 

methylated spirit, gloves, cotton wool, Hand sanitizer, water supply, power supply, 

cleaning equipment (mops, sweeps). 

8.3 Referral and Linkages 

Referral is a process by which immediate client needs for prevention, care and supportive 

services are assessed and prioritized and clients are provided with assistance in 

identifying and accessing services (AED Center, 2010). 

Linkages is the relationship between the health center and services at the hospital or in 

the community, or between separate clinics organized within the same health center, or 

between the clinicians and the lab or pharmacy (WHO, 2016). 

8.3.1 Referral Networking: It is a system that brings together service providers / SDP 

rent levels of services for the purpose of providing the most appropriate 

care and support services to clients within a network. 
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Referral System is a two-way relationship that requires cooperation, coordination and 

exchange of information between the refer

during the referral and discharge of patient from the hospital. 

Therefore, a good referral system: 

1. Should  

2. Encourages an environment in which the core referral center is viewed as a 

community resource 

3. Should be responsive to local situation  

4. Should include a properly functioning communication and transport system 

5. Is inclusive of the private sector, nongovernmental organizations and community 

based care including social services. 

6. May be for temporary, permanent or partial transfer of responsibility for the care of 

a patient. 

7. Begins when the referring service provider communicates to the receiving health 

facility. 

8. Can be vertical or horizontal 
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Figure 1: 

Referral 

Pyramid 

 

8.4 Data Collection and Reporting 

8.4.1 Patient Management Process 

1. Patient registration and recording of basic information 

2. 

educational  

3. counseling, patient 

assurance, health  

4. Treatment: HCW should initiate appropriate treatment and follow-up schedule. 
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8.4.2 Reporting Forms 

Records of STI service delivery activities form the primary source of data for STI policy 

formulation. These records are required: 

1. epidemic 

2.  

3.  

4. For monitoring and evaluation activities  

5. Facilities should endeavor to provide accurate data on STIs for informed decision 

making. 

 

8.5 Monitoring and Evaluation  

Monitoring and Evaluation is a process that helps improve performance and achieve 

results. Its goal is to improve current and future management of outputs, outcomes and 

impact. Monitoring is a continuous process used to promote and maintain the delivery of 

Monitoring and Evaluation should be done at all levels 

using a standardized monitoring checklist.  

8.5.1 Supportive Supervision 

This is one of the most important methods used in monitoring. Supportive supervision is 

a facilitative approach to supervision that promotes mentorship, joint problem-solving and 

communication between Supervisors and Supervisees. It should be designed to assess 

job performance and ensure competence through observation, discussion, support and 

guidance.  
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Supervisory checklists that might be used to monitor STI service delivery should include 

the following elements: 

1. Details about the clinic facility, i.e., name, type, location etc. 

2. Details about the supervisory visit, i.e., name of supervisor, name of person met, 

the date and time of the visit etc. 

3. 

during the supervisory visit. 

4. List of clinical equipment noting if each item is present and in working order 

5. Review of clinical case management by sitting in on patient/clinician sessions and 

reviewing recent cases from the records - are diagnoses made correctly? Is the 

proper treatment given? 

6. Review of the records to ensure that all data is collected and recorded legibly 

7. 

the primary data kept at the clinic and that they are consistent in comparison to 

other data such as drug use etc. Record of questions asked and topics discussed 

 

The purpose of evaluation is to assess progress towards the program objectives at any 

given point in time. It assembles information from surveillance, monitoring and 

supervision to determine whether planned outcomes are being achieved. The evaluation 

process will include epidemiological surveillance (trends, prevalence and incidence) in 

order to estimate the degree of achievement of the Program. 
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8.6 Roles of PHC Workers in Community mobilization for STIs/RTIs services 

STI prevention can be improved if Health Workers educate the communities beyond the 

facilities. This will have a great impact on STI control. Most people neither recognize the 

signs and symptoms of STIs nor what to do should they experience such symptoms. 

Community messages should highlight the following: 

1. STIs are a real danger to your health.  

2. They make it easier to get HIV infection  

3. They can cause other problems like infertility for both men and women. 

4. See a health worker If you have any of the following: 

- Swelling of the groin, wound (genital sore),  

- Abnormal vaginal/urethral discharge or  

- Any discomfort around the genitals,  

5.        Most STIs are curable if treated correctly. 

6.   faithful to one partner who is 

not infected and by using condoms correctly for every sexual act. 

7.  All your sexual partners must also be treated. 

8. Abstain or use condoms until the treatment is completed. 

9. f symptoms disappear or you feel 

better. 

10.  After treatment, return to the health worker to be sure you are cured and avoid re-

infection, ensure that all your sexual partners receive treatment and use condoms. 
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8.7  

It is reported that young people in Nigeria do not have adequate nor equitable access to 

Sexual and Reproductive Health (SRH) services. Prevailing reproductive health problems 

facing young people include STIs / RTIs / HIV and adolescent pregnancies. 

Factors contributing to these health problems include: 

1. Lack of youth friendly services 

2. Poor client-provider relationship at health facilities 

3. 

interventions 

4. Lack of information available to young people regarding sexuality and services 

 

5. Cultural barriers that limit communication of sexuality between youths and 

parents/adults 

When providing STI services to the youth, it is important to note that youth are just 

beginning to learn about sexuality and may be embarrassed or hesitant to talk about it. 

They may be dealing with a wide range of issues related to their sexuality, some of which 

can be very sensitive, such as peer pressure, sexual identity, sexual capability or sexual 

coercion. By using good com

to express and understand their feelings about this complex subject. This in turn can 

result in healthy sexuality and more responsible sexual behavior, which can prevent STIs.  

Good communication 

a statement or question and repeats it back to the youth. This can show understanding of 

-ended questions, which allow 
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youths to express themselves freely, should be used. Positive body language, such as 

nodding to indicate that the provider is paying attention, is also important. Providers can 

better communicate with youths by being sincere, honest, open-minded, non-judgmental, 

main

humor, and show that they really care about the young person's situation. 

person needs to be assured that information discussed will not be revealed to others, 

including parents or relatives. It is important to realize that sex education for the youth 

sexual 

them develop healthy approaches to sexual behavior before they establish unhealthy 

practice. 
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