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R e p r i n t  f r om :  F a m i l y  P l a n n i n g  P e r s p e c t i v e s  vo1.27 ( 4 )  n.7nl-7n7. necemher  

Strategies for Detection of Sexually Transmitted 
~nfection Among Family planning Clients in Jamaica 
Ily Elizal~etll Wanl, !\l;ln Spruyt, 1.aurie I'bx, I.aura Johnson, Emelita LVong. 1:riedd Behets, J. Peter Figueroa andJo Morris 

Notice T1.i - - ; - -.:?! -. . , & . ,,,a ..... :< > , - 8  .'!S 
Protected by L'c;,l';l;i?i !&+J 

(Tfile 17 U.S. Ccciz). 
~. - screening tools.'This may be due in part 

Context: Family planning clinics that plan to add sexually transmitted infeclion (STI) services to a Iorv prevalence of infection, 
shouldconsider alternatives lo modified WorldHealth Organiralion (WHO) risk-inclusive algo- as ~ ' e l l  ass ~ o ~ a n ' s  riskof infectionking 

rithms for identifying inlecled women. less dependent on her behavior than o n  

Methods: A sample 01 767 lamily planning clients from Kingston, Jamaica, were interviewed 
and examined, andspecimens were obtained lo detect the agents that cause gonorrhea, chlamy- 
oia and trichomoniasis. Serum was tested lo detect lhe bacleria lhal cause svohilis. Decision . . 
models forclassifying women wilh ST1 were corllparedusing clinicalandstatisticalcriferia. Mod- 
els i n c l u d e d ~ ~ l  classificalions basedon the weighledsum of ~T l r i s k  factors, on the presence 
of two or more factors identilied via an interview or on an interview auomented with a urine dim 
slick test (i.e.. rapid risk assessmenl). These models were compareiwith a modified WHO il- 
gorithm originally intended for ST1 clients in Jamaica. 

Results: lndividualfactors associated wilhgonorrhea. chlamydia and lrichomoniasis were urine 
leukocyte eslerase dipstick lest outcomes greater than I+ (indicaling the likelihoodof inlecfion 
based on the concentration of while blood cell enzymes, on a scale of negalive, trace, 1+, 2+ 
and 3+), multiple partners in the past year, friable cervix and age less than 25 years. An addi- 
tional risk factor for cervical infection alone (gonorrhea or chlamydia) was spotting aliersex. Re- 
poded vaginal discharge was not significantly associated with infecfion. For cervical infeclion, 
the WHO risk-inclusive algorithm was least accurale (a positive predictive value of 14%). the 
weighted-risk algorithms were besl (a posifive predictive value 0123%). while Ihe interview-alone 
and the rapid risk assessmenl were slightly less accurale (positive predictive values of 20%). 

Conclusions: The nlodified WHO risk-inclusive algorilhm appeared inappropriate for asymp- 
tomalic women. The rapid risk assessmenf was easier lo perform and more prediclive. Urine 
leukocyte esterase dipslick tests niay be useful when pelvic examinalions are not feasible. The 
ST1 assessment models, other than the WHO algorilhm, should be evaluated  if^ other settings 

that ofherparhler,rvllidl isdit i ial l t  toeval- 
uate.' In settings w i th  higher ST1 preva- 
lencr,overkatment resulting from the use 
of risk factors or other nonspecific pre- 
sumptive treatment tools might be con- 
sidered an acceptable sacrifice for the sake 
of reducing ST1 transmission? 

S>mdromic management of Sns  uses al- 
gorithms based o n  common signs and 
symptoms to guide presumptive treat- 
ment. Use o f  a vaginal discharge algo- 
r i thm for women is limited by  itsdepen- 
dence o n  symptoms. Many women 
infected wi th  STIsareasymptomatic, and 
among symptomatic women, signs and 
syrnp~)msareoften nonspcr~f~cdnd may 
not be related to sexual behav~or.~" Re- 
searchers have tried to improve the per- 
forrnanceof vaginal dischargealgorithms 
among women by  adding social and de- 
mographic riskcharacteristie tocreateal- 

~11ere STlprevatence IS llrgn or whcreparrerlts are unakely lo seek further evafuabon, to bet- gorTthms w ~ t l ~  higher sensitivity and 
rer 10enIdy women rr l  rrdad 01 counsefmg, lurllrer evalualron or trealmenf. snerificitv." 

international Fanlily Planning Perspectives. 2001. 27(3):201-207 

T he World I ledlth Organization entire rangcofSTI services, iron1 preven- 
(WHO) estilnated that globally tion counselingand promotion of sinlul- 
there were 333 mil l ion casesofsex- taneous barrier and nonbarrier method 

ually transmitted inic~tions (STls) in 1995.' use for d i ~ a l  protection to ST1 mandge- 
tvlost of these infectionsoccurred among ment and partner notification. I'olicy- 
women of reproducti\.e age.2 Untreated makers and fanlily planning program 
chlamydia1 and gonococcal infections are managers are responsible for making de- 
associated w i th  pelvic inflammatory dis- cisionsabout program expansionaccord- 
ease, ectopic pregn~lncy, infertility anti ing to theSfl prcvaiencwamong their film- 
neonatal infection. I<vidcnce fn>ln a r.111- i ly pl.11lningclic1~ts.1n~i the.~\~ail,lbilily of 
domized,controlled trial inTanzaniasug- resources for prevention, diagnosis and 
gests that treatment of STls can decrease treatment. Mechanisnis that identify 
the incidence of I ~ I I V  infection? In re- clients at greatest risk o f  having an ST1 
sponse to the H I V  I-pirlemic, calls were .rvoulrl help progranxsoptimize the u w o i  
marleat the 104 lnttcrnational Conference their ST1 prevention and care resources? 
cm I'opulation and I l c v e l ~ ~ p n ~ e n t  in Gain, There isa considerableLxxiy of r c ~ ~ i r c l ~  
and at the Fourth World Conference on onSTI risk factors.Stl~diessugcsttllat the 
Women in Bcijing in 1'Ic)5 for the integr.1- t ~ w f u l ~ i e s o f  these risk factc~rs for the FLW- 

l ion of ST1 prevcntio~> .~ncl in!atrnent scr- }xisesof SI'I scr~cning variesanci isstnlllg- 
vic.c,s in lo t~x is l ing i.1111iIy l > I i l nn i~~g  ;111tl ly  cIc~~wI~~I~~I~I~II  Ihe ~ ~ l ~ ~ s ~ ~ ~ l i ~ ~ ~ c ~ e n f  infc~ticjn 
~n.~ternal and child iic.lllll l,rt)gr.i~ns." .1nc1 c)11 otIiercIi~~r.~cLeristic~of~i given pop- 

Jusl as all family ),l.~nning service dc- ul.~tion."M~~st sludicsi~mnng f,l~imily pI.~n- 
livery pointsdo nolt,ficrall contrilcepkive ningclicntssugg~%t that r iskf~ctorsawnot 
services, they may nt,t be able tooffer the sufficiently predictive to be i~sefu l  asSTI 

-r ----~-~-,~ 
Tl~eanalysisdescribed in thisarticlesvas 

undertaken to identiiy risk factorj for cum- 
mon STls and to investigate the accuracy 
of ST1 algorithms among a sample of fam- 
-. 
Eliwbeth Ward is epidcmiologisl with lhr Epiden~iulo- 
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~ t r a f e ~ i e s f o r ~ ~ ~ l  Detectiort bt Jnrr~aica 

Figure 1. WHO algorithm modified for use in Jamaican ST1 clinics 

STEP 2 1 
00 pelvic exarninalion wilt, specululn 1 

SSiQLQ 

L-.-~ ................... -1 
I . I Runny or malodorous: 

Treat for trichomoniasis 
... I . / /  and bacterial vaginosis 

. . . . . . . . . . . . . . . . . . . . . . . . .  

STEP l 
Take history, determine score L .. - .. 1 

. . . . . . . .  ! STEP 3 i 

Observe nature of vaginal discharge v,, . ~~ ~~ 

1 ;hi, curd-like: . . . . . . . . . . . . . . . . . .  .. '1 Treat for yeast infection 
I . . .  . . 

Partner has uretheral discharge 2 
Age c21 years 1 

>I Not partner living with in last steady 3 months partner 1 1 

New partner in last 3 months 1 

. . . .  

Presence of mucopus: 
Treat for gonorrhea, chlamydia 
and trichomoniasis 

~ 

. . . . . . . . . . . . . . . . . . . .  I 
.................... 

STEP 4 1 
Clean and insped cervix Treat for gonorrhea, chlamydia 1 

and trichomoniasis 
... ............. I 

\ 
~ . .  ~ ~ 

............. . .  \ No mumpus, no vaginal 
STEP 5 

\ discharge, score of <2: 

Give prevention message NO treatment 
~. .~~~ ~ . . . . .  

.................. 

ily planning clients in Jamaica. A previ- 
ously published analysis indicated that 
27% of these women had an Sll.I2 Build- 
ing on this previous m a r c h ,  we used mul- 
tivariable statistical analyses to reevaluate 
ST1 risk factors and to create and assess 
modified decision models. The goal is to 
develop practical, efficient and effective 
strategies to identify wonien with S n s  dur- 
ing routine family planning visits, in order 
to offer prevention information, addition- 
alSlleducation, condoms and some form 
of ST1 management or referral services, 
thereby optimizing each clinic contact. 

Methodology 
Data Collectioir 
A cross-sectional survey was used to col- 
lect information o n  ST1 prevalence and 
risk factors from clients of one public and 
one private nonprofit family planning 

............................ 
'Noone younger than 18 wasalloived to participate in 
thisstudy,tocornply withFarnily tleailh international's 
Protection oi Human Subjects Committee. 

t A  more drtnilrd descriptionof ltiedata coliuction and 

i .~bot~ah~ry inrlt,ndr is prrrnltrd in r c l r r r l ~ c  12. 

clinic in Kingston, Jamaica. Women be- 
tween 18 and 49 years of age' who were 
not pregnant and who  had been using a 
family planning method during the six 
months prior to the study were eligible to 
participate in the survey. Informed con- 
sent was required for enl-ollment. 

The women were interviewed about 
their social and demographic character- 
istics, ST1 history, sexual behaviors and 
contraceptive use. Nurse clinicians were 
trained to perform pelvic examinations 
and collect specimens to assess the acidi- 
ty (pH) of vaginal fluids and confirm the 
presence of Ncisscringorror~lrome (using a 
modified Tliayer-Martin culture lllIIIJ; 
Becton-Dickinson, Cockeysville, MI), 
USA]), Cl~/nrrr!ldin Ir-ncltorrmlis (using an en- 
zyme-linked i~nmunoassay [Baxter Bar- 
tels, Dundee, Scotland]) and Triclroinorras 
~,flsirinlis (using an iirPor~clr culture [Bio- 
med Diagnostics, San Jose, CA, USA]). A 
laboratory assistant tested uritiesamples 
using a leukocyte esterase dipstick (Ames, 
Chicago, IL, USA).'Thedipstick changes 
color, depending on the concrntration of 
while blood ccll rnzynirs i l l  tlir uriiic ( t ~ n  

a scaleof negative, trace, I+, 2+,3+), thus . 
indicating the likelihood of an  infection. 
Women identifird as infected by meansof 
a vaginal discharge algorithm (a diag- . 
nosticand trts;itmrrit alguritlini bascd t111 

sexual historv, symptoms and clinical 
signs, as outlinrci in Figure 1) were given 
free treatment for gonorrhea, chlamydia 
or trichonioni.isis at the initial visit. All 
women were ncked to return in sevrn 
days for the r< , s~~ l t s  of laboratory trstin!:. 
' l ' li~~s~~i.villi ]xwiliv<, I;thor;rl~~ry rt>s111ls I I I I I  
wh<) liad no1 r<,c-<.i\.rd inrdicntion svc.l-r. 
Irc~itcd at tlir iollnw-t~p visit. Wornvn wlio 
received treatment were also given f l - r r s  

medication for tlicir partners. 

Stntisticnl Mctlrinis 
Questionnaire data were double-entert~i 
and verified using Epi Info h.O(Ccnters for 
Disease Control and I'revention, Atlanla, 
GA, USA),and analyzed usingS15S6.1 for 
Windows (SI'SS lnc., Chicago, IL, USA) 
andSAS6.11 for Windows (SAS institutc., 
Cary,NC, USA). Todetermine individual 
factors related to infection, wecalculated 
odds ratios and 05'% confidence intervals 
for each potential risk factor. Using m u l ~  
tiple logistic regression, we analyzed all 
factors found lo h r  significant through hi- 
variate analysis (pS.05). In addition, we in- 
cluded other commonly recognized risk 
factors, such as having a partner with othrr 
partners or a pirtner with urethral dis- 
charge, whicli w?re not statistically sig- 
nificant in bivariate analysis. We excli~d- 
ed variables iliat were significant i t1  

bivariateanalysis from the multiple logistic 
regression i f  thry were highly correlated 
with other independent variables that 
were more inclusi\,e (those with Spearman 
correlation coefficients of 0.3 or more). 

When gonorrhr!al, chlaniydial or tri- 
chomonal infcrtions are symptomatic, 
they areoften characterized by an abnor- 
mal vaginal discharge. In this analysis, wc 
therefore groupcd the three infections as 
one outcome variable. In a separate analy- 
sis, cervical inf(,ction caused by N. gortor.- 
rhoene or C. trnrlrorrmfis was considered a 
dependent variahlc because of the serior~.; 
sequelae ass<~ci.itcd with untreated crr-  
vical infection. 

We evaluated ~ > u r  decision models lor 
their ability to correctly identify women 
with gonorrhea, clilamydia or trichomo- 
niasis, basrd 1x1 mrasures of scnsitiviiy, 
specificity and pr~sitive predictive valur. 
(Positive predictive value is defined as t h ~ ,  
proportion of wonien with infections con- 
firmed by lahorntory analysis out of tlic 
wunicn idcntific,~l or selected by the cleci- 
sit111 rii~rrlcl.) h ' l , r~l~~ls wcrec<~mporcd will1 



a Wl 10-based algorithm, mojified tor use 1+, having had more 
Table 1. Percentage of family planning clients with gonorrhea. in JdmaicanSTlclinics(Figure I)." Wedid than one partner in the chlamydiaortrichomoniasis,and bivariateandmunivariahleodds 

not separately analyze algorithms among past yew havinga friable ratios (with 95% confidence intervals). all bv selected character- - ~ 

the subset ofwomen who renorted a dis- cervix onexdminalionor istics.  ina as ton. Jamaica. 1995 1~=76?l . ~ r ~~ 
. - .  

cliarge,sin~~ vaginal discharge wasnotsig- being younger than 25 Characlerinic 
Prevalenea 

- ~ ~ - ~  j Bkariate Multiuariale nific.~titly a s ~ r i a t e d  withcervic.~l infcrtion Faable 1). I:actorj found to I rrylcr.~h n ~ ~ , ~ t r n  , - -- . - .. - - --- . - - - 
or trichomoniasis. All women, regardies be significant only N .~. -- % ,. 

nf sympton~s,nre inclu~ied in tllcanalyses. through bivariateanaly- i o t a l  . 182 23.7 j na M 

Decision models forsyplulisrverenot eval- sis included spotting . . 
uated, since simple laboratory screening 
for syphilis among low-risk women has 
been shown to becost-effective.I4 

The two weighted scoring models are 
based on risk scores assigned to each sig- 
niiic'ant risk predictor. Similar to methods 
used by V~yls teke ,~~  we multiplied theco- 
efficientsofsignificant covariates(identi- 
fied through logistic regression) by 10. A 
woman's risk score is thesum of tliepr(d- 
ucts derived from each covariate. Women 
arecategorized as infected with an ST1 if 
their total score isgreater than orequal to 
a givcn cut-off score (nine or more in 
Model 1, and eight or more in Model 2). 
Reported spotting or bleeding after sex 
may beclinically related toa friablecervix 
(one that easily bleeds upon contact, e.g. 
with a cotton swab); thus, tosimplify the 
model, we removed cervical friability 
from the second model and substituted 
postcoital spotting, thereby eliminating 
the need for a pelvic examination. 

The rapid risk-assessment model is 
based on six risk factors that were either 
confirmed thmugh multiple logistic re- 
gression analysis (positive urine dipstick 
result, more than one partner in the past 
year, younger than 25 and spotting or 
bleeding after sex) or other commonly rcy- 
ngnized factors (partner who has other 

after sex, vaginal odor. 
more than one partner in 
the past three months 
and a casual partner or a 
partner who has other 
partners. 

Multivaridble analysis 
identified urinedipstick 
results greater than I+, 
more than one parhler in 
the past year, a friable 
cervix on examination, 
being younger than 25 
yenrsanri spottingafter 
sex as risk filctorj forcer- 
vical infection alone 
(gonococcal or chlaniy- 
dial). Bivariate analysis 
suggests that having 
had niore than one part- 
ner in the past three 
months was also related 
to cervical infection 
(Table 2, page 204). 

In identifying gonor- 
rhea, chlamydia or tri- 
chomo~uasis in thissam- 
ple of family planning 
clients, the \.\!I 10-based 
risk-inclusive cilgoritlim 
modified for Jamaican 

Reported unpleasant vaginal odor 
NO 150 22.2 
Yes 32 34.8 

Reported bleedingfsponing aner sex 
NO 162 22.7 
Yes 20 37.0 

Cervical friability 
No 142 21.5 
Yes 40 37.4 

Urinedipstick 
Neg.Isace.f+ 110 18.5 
+ + I + + +  71 42.3 

New partner in last 3 months' 
NO 158 22.7 
Yes 24 33.8 

NO. of partners in last 3 months' 
1 154 21.9 
22 28 43.8 

No. of panners In lasl year' 
1 129 20.5 
22 51 38.1 

Has a casual partner' 
NO 170 22.9 
Ye5 12 48.0 

Partner may have other partners 
NO 33 16.4 
YeYdo not know 148 26.2 

Partner has urelhrsl discharge 
NO 179 23.6 
Yes 3 37.5 

. . . . . . . . . . . . . . . . . . . - . . . . . . . . . . . .. .. . . ~'.$rtncr;dnd pdrtner whoh,~surrthrald~s- SrI client, (Figure 1) 
.Spa,manm,,a~,onmenoenls~3101hawga nerpMne.mmrp, 3m,N,m, 

:har~e)  'oc\-\rain, were~lased servli.71 f r i -  Was 58%. sellsitlve, was ~ e ~ o t o m n e l r i n l a r l 3 m o n ~ a M n d ~ l 0 l ~ ~ ~ n ~ ~ ~ ~ . a M l a n x b a Q l k ~ ~  - .  - 
ability withPostcoitalipotting. Awoman 46% specific and had a m n 1 a s t 3 m v a ~ w m b e r d ~ n m ~ a m ~ a ~ - ~ ~ ~ n a - m  awlsawe:ne-m~sntscm in -1. 

~vith two or more risk characteristics was positive predictivevalue 
classified as infect~d. For comparison, we of 25X (Table 3, page 
also present a model iriclr~ding interview 205).17 In comparison, the two rveighted- weighted-riskalgorithms had the highest 
infr~rnmtion alone (designated as "risk risk algorilh~ns (Models 1 and 2) and the positivepredictive~alues(23~),whiletlie 
questions"); this decision model is iden- rapid assessment model were niore accu- rapid risk assessment and the risk ques- 
t t t r i d  i n e t  v i t o t t  rat<, w ~ t h  posil~ve pred~ctive values of tions wereslightly lrjs predictive than the 
1 1 1 ~  ur111e ICSI BYi:., 38'% .11r~l35'%~, respect~\,ely.Tlre risk rveighted models (20%eacll) but morrso 

Results 
I\ t<>1.11 c,f 782 iemale fil~nily pl.lnning 
clients were recruited from June to No- 
vember 1995. Fifteen women who com- 
i'leted the risk-factor questionnaire were 
excluded for failure to co~nplete the med- 
ical examination, leaving 767 (98%) who 
were included in the analysis. 

Multiple logistic regression (~2 .05)  iden- 
!ified four significant risk factors for gono- 
;~~~cal,sllldmydial or tricla~na~n,ll infc~tk~n: 
iidvinga urineriipstick result greater tlwn 

questionsal(~ncot~tperf(>rmcd the WI-IO- 
based algorithm in termsof positive pre- 
dictivr v,~luc. (0-I'::,), i ~ l l l ~ < ~ ~ ~ g l l  lllis dp- 
proach wab slightly less sensitive (54'10) 
than the others (5671"L.). 

The relative accuracy of these ap- 
proaches for identifyingcen,ical infection 
but not trich~rnioniasis wassimilar to that 
found for 'ill STIS. The modified WI-I0 
risk-inclusive algorithm was least effec- 
tive in assessing the likelihood of current 
gon~roccal or chlamydial infections based 
on the positi\.v pwdictive value (14%). The 

than the WHOalgorithm. 

Discussion 
Health policymakers are faced with the 
growing ST1 problem among populations 
traditionally considered at lower risk. Al- 
most all of the participants in this study 
were family planning clients who pre- 
sented for routine contraceptive man- 
agement; however, more than one-quar- 
ter were diagnosed with at  least one of 
four STIs. Most women were asympto- 
maticordidnot recognize theirsymptoms 





scssmmt wassimilar to the \vc,ighted-risk . . .  . . . . . . Table 3. Risk factors and scores. sensitivitv. soecificitv. oosilive ~red ic t i ve  value and algOnti'llls, with adLtlltages.l ilis decision criteria for selected decision models for identificaiion of~TIs;mong ~amaican tam- 
simple tool rerluires n ~ i ~ u r n i i l  [m in ing  and  ily planning clients, according to type of STis 
inexpensive supplies. N o  clinical exami- 

Decision rncdel and Sensitiviiy Spedliiiy Pasitivepredic Dedsbn 
nat ion i s  required,and staff need no t  cal- ,isklaclars bve value aiteri3 
i .~~late r isk scores. Training, facilities, ~ ~~ - -~ .~~ 

GONORRHEAlCHLAMYDtAITRlCHOMONlASlS 
equipment  a n d  suppl ies required for WHOalgorithm. 57.7 46.2 25.0 Smre 22 or 
pelv ic  examinations (electricity, s t r r i l iz -  Agec21 (.I).. . dinrm sbns 
er, examining tables, lamps, specula a n d  ~ ~ ~ ~ ~ , " ~ ~ i ~ , " t ~ , " ~ " , T ~ ~ { l )  (see Fgure 1) 

drapes) are unnecessary. Even wi thout  ac- NO! svina with sleadvoanner (11 
cess t o  ur ine dipsticks, p rov ic icsmay find 
the r isk questions alone prefer'ible t o  the 
WHO a lgor i thm for iden t i f y ing  fami ly  

plantl ing client s i n  need of ST1 counseling, 
referral or presumpt ive treatment. 

Few fami ly  p l ann ing  programs in de- 
v e l o p i ~ i g  countr ies ha\,e the l lun ian  re- 
sourcesor capital toe~iablest,~ff to per fomi 
l i yg ien ica id  effective pelvic examinations 
in settings other than scarce private o r  hos- 
pital-based clinics. The high level of 
asymptomat ic  in fect ion rem.~ins a n  ST1 

~ ~ 

management d i lemma for clinicians faced 
w i t h  l im i ted  access to d iarnost ic  labors- ', 
tory tests. A recent rev iew of non-labora- 
tory-based decision modelssuggests that 
they are generally n o t  sensitive o r  specif- 
ic enough to be  used for  identi f icat ion of 
infect ion among  antenatal and  fami ly  
p lanning popuiations."The results o f  ou r  
analysis support  these assertions. 

Among the decision models evaluated 
for detectionofcervical infection, the high- 
est positive predictive value wnsonly 23% 

Panner :as urethraiischarge (2) 

Weighted scoring model 1 62.4 69.0 
Age <25 (5) 
>1 panner in last year (9) 
Cervical biabititv 161 

Weighted scoring model 2 59.1 69.4 
Age c25 (5) 
>1 panner in last year (9) 
Swtlinoibleedina after sex 161 . - - . . 
urine leukocyte esterare (2++) (12) 

Rapid risk assessment 70.7 59.7 
Age c25 
>1 partner m last year 
Partner hasolher panners 
Panner has urethral discharge 
Sposinghleeding after sex 
Urme tevkoqte esterase I?++) 

Riskquestions U.6 
Age c25 
>I  partner in last year 
Panner has alher panners 
Panner has urethral discharge 
Spottinghteeding aner sex 

.... ~ . .  .. .. ... . ... . . .. 
CERVICAL INFECTIONS (GONORRHEAUCHLAMYDIAL) 
WHO slgorlthm' 54.6 45.2 
Aoec21 It1 
N;W pan"& in 3 months (1) 

Smre 29 

Score 29 

Any2 

An" 2 

Smre22w 
d in i d  signs 
(see Flgure 11 

(w i igh ted  scoring). ~ t h e r s t u d i e s  suggest 5' pannerin last3 monthsit) 
Not living with steady panner (1) 

that among populations with a lower Panner hasurethraldischarge(2) 
prevalence o f  infection, decision mode ls  
for screening o r  managemcnt of  cervical ~A~g~~~:l,:cO'ngmodell 56.1 68.9 n.7 Smre 28 

.<-. ,", 
infection may result in positivc predictive .I par,ller inlast year (5) 
values even l owe r  than  those here.%This Cervicalfriabilily (81 

,ram man- Urine leukocyte esterase I?++) (8) 
shou ld  serve t o  r e m i n d  Dn,x. . ., 
age15 o f  the importance o f  considerin): the weighted scoring mode12 50.5 72.2 n .9  Score 28 ., 
prevalence o f =  par t icu lar  i n f ec t i on in  a 
g iven  popu la t ion  before they implement  
decision models. Nevertheless, as men- 
t ioned above, in order  t o  curb  ST1 trans- 
miss ion among  fami ly  p lann ing  popula-  
t ions w i t h  high ST1 prevalence, 
overtreatment resul t ing fn )m use o f  r isk 
f . l i t <~ r i  o r  ot l icr  n o ~ l q ~ e i i f ~ c  I)I<.,III)~~>~I\'~ 
rreatnirnt tools m igh t  bc ju>ttiicd.'' par- 
t icularly g i ven  t h a t  there are single-dose 
treatments that are relatively inexpensive, 
safe a n d  easy to administer  

Foreffectivecontrol, the p r e v u ~ t i o n a n d  
management of STIs must  becomea high- 
e r  p r io r i t y  for  heal th care p n ~ v i d e r s  serv- 
ing sexually active p o p u l a t i l , ~ ~ ~  w h o  were 
previously assumed to  be  'it l ower  ST1 
risk.%To opt imize each contact, providers 
should offer w o n i n i  prevention infornia- 
t ion  and  condoms. Risk evalu,ltion, pre- 
sumptive trtlatment,etiologic~ti.~gii~~sisand 

Age45 (6) 
z.1 partner in last year (5) 
Sponinghteeding aner sex (8) 
urine leukocyte esterase I>++) (9) 

Rapid risk assessment 67.3 55.7 19.9 Any2 
Age <25 
>I  panner intasl year 
Partner has other partners 
Pantncr nas ~relhlal d schalge 
Spa1 ng bteca ng alter ser 
U! i n t  le~kacyte estelase (2.1) 

Riskquestions 
Age 4 5  
>I panner in last year 
Panner has other panners 
Panner has urethral discharge 
Spottingibleeding alter sex 

. - ~ 

'MW#rm !lor Jamaran ST0 cl;entB. Nola: Numbrr mparen63BM a r e I C O ( I D w  10riILMOPS 

kahient,orwfemlsen~imshould k p r o  t ion  techniques that do n o t  requirephys- 
\sided to the extent that resources.illow in ical examinations are u rgent ly  needed. 
areas where ST1 prevalence may  be high. Non-laboratory-based decis ion mode l s  

Reliable and  economical ST1 c lc is i f ica-  can b e  used t o  select or refer w o m e n  for 
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further evaluation and treatment, or to 
offer presumptive treatment where re- 
sources allow, where prevalence suggests 
or when the patient is unlikely to seek fur- 
ther evaluation. 

Until methods such as DNA amplifica- 
tion techniques are globally available, the 
rapid risk assessment and other ST1 deci- 
sion models should be evaluated in semi- 
urban and rural sites in Jamaica or other 
settings with similar populations. Eco- 
nomic analysis of different management 
strategies will also enable health policy of- 
ficials to make more informed choices 
among alternative approaches. 
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Resumen 
Contexto: Las cliriicns dc ~ilnnificncidn f n i ~ ~ i -  

liar q1teplnrrea11 ngregar 10s seruicios denten- 
cidn a las infecciones de t rnns t t r i s id~r  sex t ra l  

(ITS), dcberian corzsidernr nlternatiuas a 10s 
logar i t tnos  de riesgo adaptndos de la Organi- 
zacidn M u l r d i a l  de in Salud (OMS) para iden- 
tificor las mujeres q t t e  esfriri itlfecfndns. 

Mktodos: Se c t l t r e ~ i s t d  !/ cxnmind a lrttn 

rrztresfro de 767clicrztm deplnrtificncidn fnrtli- 
linr de In ci t ldnd de K i n g s t o ~ z ,  [an~aicn, de ins 
cuales se obttruieron nzuesfras pnrn detectnr 
cnsos d c g o i ~ o r r e n ,  clnitridin !/ tricoiriorms. Sc 
nilalizd el srrero parn defecfnr casos dc sifilis. 
Los ntodelos de decisidn pnrn clnsificar a Ins nitl- 

jeres que terrinlr i'rs ss con,ill?nrnron n ied inn t r  

el uso de criterios clirzicos !/ estadisticos. Los 
nrodelos incltlyerolt Ins clns~ficnciorles de ITS 
con bnsc en In s u n l a  ponderndn de 10s fnctores 
de riesgo de ins ITS; co~r bncc ctz la presencin 
de dos o nids  factores iderztficndos a frnvis de 
trlrn entreuistn; ocon bnseen lrrln en t reu i s lnau-  

nzentada con la pruebn de nri~za (par ntedio dcl 
mitodo de eunlrincid~r rdyidn) .  Estos modelos 
Jl tero~l  cornparodos con el Io~nritmo de riesgo 
ndaptndo de la OMS, desnrrollado original- 

International Family Planning Perspectives 

7 



rrrerrtc ~rnrfllns pncirnlrs COII  ITS err /trrrrtric~r. 
Resultados: Los fnclorrs r~~lncicrrred~~s ~.orr lrr - ir~ccci6rrJucr~irr el rrsrrll~~~lu tic, lor L ~ . X ~ I ~ I I L ~ I I  tie 
orirrn lrrrkiicytr cslmrse di{~slick (LED) srqr- 
riur n 1 + (lo cfrrrl irrdic,r rrrrtr prubtrbilid~~rl dr 
irr/rrcihrr corr bflsr en ltr corrcrrltnrciorr dr rn- 
zirrms de,$dbrrlus blnncos, rrssndu rrrrn esurla 
dr rrrgntir~o, trflzn, I+, 2+ y3+);lrrrber toririo 
mwins pnrejns sr.r~mlrs drtrnrrtrrl rillirrronn'o; 
~~rrse~rcin tie r r r r  crrello Jritrblr; IJ tertrr trrrrrus 
~ i e  25 nfioj [lr e~ind. Olro fnclor dr. ri~,syu ndi- 
cii~rml rirriurrrrorte ptirn In irrficc~iiirr r.~.rzrisnl 
f~orrorrrtr o drrrrritlinj rrtr el rtrnrrrlrrr~lu lirrcgu 
tie rrlncicrrrrs smmlcs. 1111 rlesnrrp ;~ngirml rru 
t~slrruo si~rrif ic~nliz~nrrrpr~rC r~~l~rciurmtln o t r  In 
irqi*ccicirr. P<rrtr In irqi!cciiirr ~ ~ r n ~ i ~ ~ ~ r l ,  rl Io~rr- 
ritrrro tie riesgo irrclrrsizw n~lnptn~iu lie In OMS 
fire rI I I I ~ I I U S  rxnclu ( r r r r  vnlorpositivo dr prr- 
dic~.iorr tic1 14%). /us lognritrrros rlt riesgo prr- 
rierndos rrsrrltnrurr srr 10s rrrejorrs (rr r r  vnlur 
p~~ i f i?k l  c ~ ~ { J ~ ~ ? c ~ ~ c c ~ ~ I I  dd 23%), ell tflIlf0 </! I t '  

In errtrn~istn wln y In nelrmci6tr ril~iclo dr rirs- 
80fimrr111r paw IIZIIOS rstrctos (it" w~lorpo- 
sitivo dr prrtlir.ciiirr drl 20%). 
Conclusiones: El Liyerilrrro lie ri~~sgu irrclrr- 
sirrr ndnrplnrlo dr hr OMS rro }inr~>ci6 nprupin- 
~ l u  p(rrcr /CIS  trrrrjrres qrre rru prt~sc~rrt~r11~11r sLrr- 
forrars. l o  n~rlrrnt.it5rr rripittr dr ricsyfirr dr 
rrrtisficil ti~lrrrir1istrn~~ii5rr IJ dr rrrejor trivel tie 
/~rr~iir.ciiirr. Laprrrrtms dr~urirr,~ LEDprrrd~rr 
rrsrrItr1r r;tilcs crrnrrdo fro s t  prrt~irrr rrtrlizrrr 
/cis exirrrarrs de~~rlvis .  Pnrrr i~lerrtifiur rrrrjor 
Ins rrrrfjrrts qrrr r~ccrsitrrrr dr corrsrjrrilr y tic 
rrrlryor ntorciorr nredicn o trnlnrrrierrto, otrus 
rrro~irlus tic ~vnlrnrciurr rle 111s ITS-lrre re saor 

Rksum6 
Contexte: Lzs clirriqrrrs tlr plnnrrir~gfnrrril~nl 
yrripri&i:er? lhjofd drprrstntiorrs MST(riin1: .' 
,!dies ~x~rellr~r~rrrl  trnrrsrr~issibles) I? lrrrrs s r -  
vices ~i~vrflirrrl rrrvis~r,qrr dcss flpproclres flrrl- 

~ ~ I ~ ~ r r ~ r i r r ~ f n ~ ~ r i I i ~ r I  dc Kirrgslurr, cprr /nrrr~ri?lrrr, 
r r  ~'lr'sorrrrrisfl ilrs errlrcvrresrl morrors, nvrc 
cullrcte 11r sp&%rrrtrs or urrrtlr In d6tcslio11 drs 
~orrurrlrr'rs, clrlrrrrry~lin rt lriclrorrra~ns, et nnn- 
I!/jrsiriqrrr tirdilfr~tiu~r dr In syplrilis. Lrs nro- 
tli.lrs dicisiorrrrels rlr clnssificnliorr iirs Jr,rrrrres 
~rltrirrt~!siir MSTorrt elicorrrpnrisrrr Jorrctior~ 
~lr' criti.rrs clirrir~rres t t  stntisliqrrrs. Crs nro- 
~1>1~~s irr~~l~mirrrt In clt~ssifinrliorr tics MST or 
/i~rr~~tiorr dr 111 sor11111rpo1rdirir ties Jnctrrrrs dr 
r1sq11' MST, d ~ ,  111 prisrrlcr d'nrr rrroirrs rlrrrx 
\cr~.lc~rrrs irierrt#& cltrrrs I t  cntlrr d'rrrrr ctrlrc- 
CWL,, 011 tl'rfrrr crrlr~vrrt. ~IVLT nr~nlysr d'rrrirrr 
( ~ ~ ~ u r r  t'urrlrmtiurr rnpiilr drr risque). Crs 1110- 
t121~s urrt LifP corrrpnris ?I rrrr  nlgorillrrrrr drl~rp- 
t~;tlel'OMS (origirrnlrr~rrrrl tlrslirrt!nrr.r clirrr- 
l~,s MSTj, yricr'linrrrrrr~rt vnlidi dnrrs celte 
~~~il~rrl~rfiutr drr plnrrrri~rg Jnrrrilinl. 
Ilesultats: Lrs Jlrctcrrrs nssociis n I'irrfrcliorr 

Jecliorr luzsie srrr la co~rcerrlrntiorr d'nrzyrrres 
lr~rcucytoirrs, selorl I'iclrrllr -nignti/. trace, 
1 +, 2+ rl 3+=), 10 rrrrdliplicitidts yurlemirts 
srxrrels d~rrflrrl les 12 der~rirrrirrs nrois, Ir col nti- 
rirrJrinble d I'igr irfirie~rra 25 nrrs. Les sni- 
grroterrtertts Jaisnr~t srritenru rnpprls sex~rels 
reprkerrlniettt ignlmlort u?le/acacr de riqrre 
d'infeciio~t c e r u i ~ l r  seulrmrnt (gononhie ou 
clrlnsrydia). La diclarntion de lerrcorrlrie Ire 
s'rsl pas rh.ilLie sig~rifrntiveirrort nssofiie a 
I'i~fccliorr. Porrr I'irfecliorr ceruicnle, iblgo- 
ritlrrrrc irrclrisifde I'OMS s'rsl overt rrroirrs 
~ ~ r i c i s  ivnlrrrr pridiclivr psitiur tie 1.1%); Its 
~rlgorifkrrrrs porrdiris sr sorrt r h i l i s  les 
rrrrillerrrs ivnlrnr pr6dictiur pojilivede 23%J, 
lnrrdis qrrr l'er~trmrrr%?rrIrrl l'rrrlrmrrrnvrc 
hal~mliorl rnpidrdrt risqrreilnierrt ligkrenre?rl 
rnoins precises (unlerrr pridictiur positivr de 
20%). 
Conclusions: L'nlgoritlr~~re i~rclrrsifadnpti 
de I'OMS serrrble brnppropriiprrr lesfp~~rnres 
nsyr~rptonmtiqrres. L'halrmlioa rnpi~ir drr 
risque est plrrs sirrrple el plus pridic6ue. 
Les nrmlysrs d'lrrirrr perrwrrt d r r  rrtiles lors- 
qrr'rrrr exnnrar drr Onssirl n'est p ~ i b l e .  Les 
rrrod.?Ies d'hhmlio~r riej MS'C nrdresqrrerfll- 
gorillrrrrr tic /'OMS, dmrnirrrl 2lrriarIrr& err 
rrrilirrrx serrri-urbnirrs rt rrrmrrx, nr /nrrmii]rfe 
conrsre darrs d'arrfres rrrilie~rx ti prri.nlrrrce 
MST Plrz~ie, oo ooir les p~lirrrtrs surrl pert 
srrscrptibles de cJrerclrer n obtsrir e ~ t r  h h a -  
liorr npprofoi~die, nfin de rnierrx identifier lrs 
frrrrsres priserrtnrrt 1111 besoir~ d'nssisfnrrce 
corrsrrllntive, d'ri.alunIiorr npproforrdir orc dr 
l r f l i ta~re~~t .  
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