[image: ]
Procedure | Canberra Health Services
[bookmark: _Hlk174364598]Canberra Sexual Health Centre 
CHS24/533
[bookmark: _Hlk157074578]
Contents
Purpose	2
Scope	2
Section 1 – Practice Points for All Staff	2
Section 2 – Patient Delivered Partner Therapy (PDPT) - Chlamydia	16
Section 3 – Cryotherapy for Human Papillomavirus and Molluscum Contagiosum	16
Section 4 – HIV Rapid Testing	20
Section 5 – Contact Tracing	22
Section 6 – Registered Nurse Scope of Practice at CSHC	26
Section 7 – RN Initiated Immunisation and Treatment under Medication Standing Orders	30
Section 8 – RN Review of Symptomatic Patients Prior to Consultation with MO or NP	31
Evaluation	31
Related policies, procedures, guidelines and legislation	31
Definitions	32
References	33
Search terms	34



[bookmark: _Toc180056293]Purpose
To outline the processes to assess and manage patients presenting to Canberra Sexual Health Centre (CSHC). 
Back to Contents
[bookmark: _Toc180056294]Scope 
Sections 1-5 in this document are applicable to all Medical Officer, Nurse Practitioner and Registered Nursing staff at CSHC working within their scope of practice, and students under supervision. 
Sections 6-8 in this document are specific to the Registered Nurse scope of practice.
Back to Contents
[bookmark: _Toc180056295]Section 1 – Practice Points for All Staff
Digital Health Record (DHR)
DHR templates (SmartPhrases) are available for CSHC staff to aid in assessment and documentation.  All staff are encouraged to use these templates when possible. Templates form the medical record and are therefore a legal document. When using DHR SmartPhrases delete any irrelevant content and provide additional information where appropriate.
When reviewing a patient, update the Problem List, Allergies/Contraindications and Medications & Orders under the Documentation tab. Review and update the Sexual Health flowsheet (if consult is face-to-face) to reflect vaccination and infection history. Check drug interactions by clicking on “Current Interactions” in the Medication tab before prescribing or administering medications. To add a diagnosis to an encounter with a patient, select “+ ADD DX” and select relevant diagnosis/diagnoses for appointment in accordance with CSHC Visit Diagnoses table.
When signing off an encounter, record all clinicians involved in consult via Conclusion tab or Assign Staff function. This does not include a clinician who simply countersigns for a medication as their involvement is already documented. 
Trauma informed care and consent
Trauma is a set of responses to unsettling or distressing event(s) that can overwhelm a person and impact their ability to cope. Trauma can elicit a sense of fear and helplessness that can present physically, psychologically, emotionally and behaviourally. Complex trauma can develop from experiencing multiple traumatic events, this stress can greatly impact vulnerable people when seeking medical care.
The ACT Position Statement on Trauma Informed Practice for Children and Young People (29 November 2023) provides an overview of the impact of trauma and the foundations of trauma informed practice. Trauma informed practice is the ability to identify, understand and respond to a patient who discloses trauma. Trauma informed care prioritises recognition of prior trauma, promoting safety, sharing power and governance, supporting patient autonomy, evidence-based interventions, integrating care, cultural safety and recovery. CSHC staff should employ a trauma informed approach when consulting with patients. 
Refer to ACT Position Statement on Trauma Informed Practice for Children and Young People from the Office for Mental Health and Wellbeing for more guidance. 
Consent
The Consent for Healthcare Treatment Guideline outlines the professional and legal obligations for all CHS staff in seeking and obtaining informed consent to healthcare treatment from patients and their guardian(s).
Treatments cannot be undertaken at CSHC without informed consent from patients. Consent is voluntary, time specific and decision specific. Consent is to be sought before and throughout procedures and can be withdrawn by the patient at any time. CSHC should always facilitate supported decision-making. At CSHC consent must be verbal, through Augmentative and Alternative Communication Devices, or written.
Offer an interpreter through the Translating and Interpreting Service (TIS) or Auslan if necessary. 
The Aboriginal Liaison Officer (ALO) service should be offered to patients who identify as Aboriginal and/or Torres Strait Islander, to ensure cultural support and safety. An Aboriginal or Torres Strait Islander patient must consent to referral to the ALO service.
Before all procedures and treatments clinicians should do the following to obtain informed consent:
Explain the nature and purpose of the examination
Explain the procedure, equipment used and demonstrate on a pelvic model if necessary
Give the patient time to ask questions
Offer alternatives to the proposed examination, e.g., self collected swabs if examination is declined, or alternative treatments if first line treatment declined  
Offer a witness/chaperone during the procedure and document in the DHR
Document patient response in the DHR.
Refer to Consent for Healthcare Treatment Guideline and Intimate Body Care and/or Examination of Patients/Clients by Health Care Workers Procedure for further advice.

Confidentiality
Discuss with patient CSHC and CHS staff’s commitment to protecting patient privacy and that their health records are only accessed by staff directly involved with their care.
Refer to Health Records (Privacy and Access) Act 1997.
Sexual Health History Taking
Medical officers (MO), Nurse Practitioners (NP), and Registered Nurses (RN) are all responsible for taking a detailed history. Introduce the topic of taking a tailored sexual and risk assessment history to the patient. The following points describe a comprehensive sexual health history and may be adapted according to clinical assessment and a trauma-informed approach to care.
Offer TIS and Auslan services as required. 
Presenting history
Asymptomatic patients:
Ascertain reason for visit
Symptomatic patients:
Ascertain reason for visit
Enquire about the presenting symptoms 
Ascertain the duration and nature of symptoms
Type of symptoms
Notable vulvo-vaginal, pelvic and perianal symptoms:
Abnormal vaginal discharge
Dysuria
Skin irritation
Lumps
Ulcers
Pelvic pain
Dyspareunia
Intermenstrual bleeding
Post-coital bleeding
Menstrual changes
Perianal/anal symptoms
Rashes
Pelvic Inflammatory Disease (PID) symptoms:
Fever
Nausea and/or vomiting
Abnormal vaginal discharge
Pelvic pain
Dyspareunia
Intermenstrual bleeding (IMB)
Post-coital bleeding (PCB)
Menorrhagia
Dysmenorrhea
Notable penile-scrotal, pelvic and perianal symptoms:
Dysuria
Skin irritation
Penile discharge
Ulcers
Lumps
Pelvic pain
Testicular pain and/or swelling
Perianal/anal symptoms
Rashes
Urethritis symptoms:
Urethral discharge
Dysuria
Urinary frequency 
Epididymo-orchitis symptoms:
Scrotal pain
Scrotal swelling
Dysuria
Urethral discharge
Suprapubic pain
Increased urinary frequency
Nocturia 
Urinary Tract Infection (UTI) symptoms:
Dysuria 
Increased urinary frequency
Increased urinary urgency
Urinary retention/difficulty passing urine
Flank pain
Fevers
Medical, Surgical and Dermatological History
Previous or current medical conditions
Previous or proposed surgical procedures or operations
Previous or current mental health conditions
Previous or current dermatological conditions 
Medications
Current treatment for any conditions, including non-prescription medication, topical medications, supplements, and natural therapies
Prescribed or self-initiated medications for presenting issue
Allergies
Known allergies
Gynaecological and reproductive history
Date of last normal menstrual period
Changes in menstruation, i.e., intermenstrual bleeding
Cervical screening history
If relevant to presenting issue; any history of terminations, miscarriages, stillbirths
If relevant to presenting issue; pregnancies and deliveries
Contraceptive history
Conception plans/risk of unwanted pregnancy 
Current method of contraception, if required 
Adherence to contraception
If contraception is indicated, discuss goals, preferences and ascertain barriers to access
Offer Emergency Contraception (EC) if risk of pregnancy from recent unprotected sexual contact
Sexually Transmitted Infection (STI) and Blood Borne Virus (BBV) history
Last Sexually Transmitted Infection (STI)/Blood Borne Virus (BBV) screen
[bookmark: _Int_cTB4UrvC]History of syphilis, Human Immunodeficiency Virus (HIV), Hepatitis B (HBV), Hepatitis C (HCV) and approximate date of diagnosis and/or treatment
BBV risk history
History of Injecting Drug Use (IVDU): last exposure, shared equipment
Non-professional tattoos: overseas, ‘stick and poke’, shared equipment
Non-professional body piercing or acupuncture: overseas, shared equipment
Recipient of blood transfusion or products pre 1992 in Australia or overseas: year and location
Blood or body fluid exposure: type of exposure, date
Incarceration: location, sharing implements that may pose risk
Born in high prevalence region: Africa, Middle East, Mediterranean, Eastern Europe, and South Asia
Travel history and overseas sexual partners 
Unsterile medical procedures, dental procedures, or blood transfusions in high prevalence countries: Africa, Middle East, Mediterranean, Eastern Europe, and South Asia
Vaccination history
Detail vaccination history for vaccines relevant to patient population groups as per the Australian Immunisation Handbook,  such as:
Hepatitis A 
Hepatitis B
Human Papillomavirus
Monkeypox
Influenza
Shingles
Pneumococcal disease
Drug and alcohol history
Current and past smoking
Current alcohol; days per week, standard drinks
History of injecting drug use including most recent use
Use of drugs during sex
Chemsex
Safety concerns and social history
Recent or historical sexual assault
Recent or historical domestic violence, including any current safety concerns
Recent or historical homelessness, including any current safety concerns
Any other social issues such as unemployment, financial stress
General discussion points
After obtaining a comprehensive history, plan and discuss with the patient the next steps, including:
Discuss infections to be tested: natural history, transmission, treatment, prevention
Obtain consent for testing
Discuss contact tracing if positive results
Discuss methods of communicating results with the patient
Preventative health practices, medications or vaccines recommended for the patientsuch as Pre-Exposure Prophylaxis (PrEP), Post-Exposure Prophylaxis (PEP) for people at high risk of HIV.
Genital examination
Genital examination is not usually required for an asymptomatic check up
Genital examination may be offered if the patient has symptoms to be reviewed or if history requires a clinician collected sample
Explain the nature and purpose of the proposed examination prior to seeking patient consent
Explain procedure, equipment used and demonstrate on pelvic model if necessary
Offer self-collected swabs as an alternative when examination is indicated but declined 
Always offer a witness/chaperone during genital examination
Document the name of the witness/chaperone in the patient's clinical record
If a patient requests a witness/chaperone of a particular gender, clinicians should facilitate this to the best of their ability
Patients can decline genital examination; this must be documented in the clinical record.
Genital examination of vulnerable people
As per the Intimate Body Care and/or Examination of Patients/Clients by Health Care Workers Procedure, genital examination of patients under 18 years old should not occur without the presence of a family member/support person and a witness/chaperone. Gillick competency should be ascertained before gaining consent for a genital examination if a young person presents without a parent or support person. Refer to Consent for Healthcare Treatment Guideline for more information.
Other situations requiring a witness/chaperone include but are not limited to:
Patients who are distressed
Patients requiring emotional support
Patients with symptoms of mental illness or impaired/lack of decision-making capacity
Patients who may have cultural needs for gender appropriate witness/chaperone
Clinician discomfort
If the clinician believes the patient or themselves are vulnerable.
Note: Patients may decline a chaperone. If a patient belongs to a vulnerable population group and has declined a witness/chaperone, discuss with Medical Officer (MO), Nurse Practitioner (NP) or Clinical Nurse Consultant (CNC) before proceeding.
Refer to Intimate Body Care and/or Examination of Patients/Clients by Health Care Workers Procedure for further advice.
Infection control during genital examination
In addition to following Infection Prevention and Control Procedure:
Don appropriate Personal Protective Equipment (PPE) including gloves, mask and goggles where indicated. 
Clean trolley and put disposable blue sheet on top of trolley
Avoid touching the light, trolley, or specimens with gloves after the examination
Clean anything that has been contaminated immediately after consultation
If a patient has touched their own genitals during the consultation:
· Clinician should offer to pump Alcohol Based Hand Rub (ABHR) onto the patient’s hands before the patient touches anything in the clinic room, or
· Ask the patient to wash their hands before sitting back down. It is preferable that the clinician turns on the taps for the patient to then wash their hands to avoid contamination.
Examination of vulvo-vaginal and perianal areas 
Responsibility
· MO
· NP 
· RN who has been deemed competent by the CNC of CSHC or their delegate prior to undertaking this task 
Trolley set-up
Clean top of trolley and place disposable sheet
Microscopy Culture and Sensitivity (MCS) swab
Viral swab
PPE
Gloves
Procedure
[bookmark: _Hlk173330874]Explain the nature and purpose of the procedure and seek consent as outlined above
Offer a witness/chaperone during the procedure and document as outlined above
Ensure privacy, request patient remove their clothing from the waist down, inform them about positioning themselves on the bed and provide privacy drape 
Expose genitalia only when examining
Don PPE and perform hand hygiene as per Infection Prevention and Control Procedure
Palpate inguinal lymph nodes
Examine skin and pubic hair
Inspect the vulva, introitus, perineum and if indicated, perianal area for irregularities
Swab any lesions, rashes or skin changes using MCS and viral swabs as needed, after warning patient of possible discomfort 
Remove gloves and PPE, perform hand hygiene
If patient has touched their own genitals during examination offer ABHR or ask them to wash their hands 
Order pathology investigations on DHR
After examination and investigations are attended by an RN, consult with MO or NP to determine probable cause and appropriate management. The MO or NP may also want to examine the patient. Ask the patient to remain on the bed until management has been agreed
Document all findings in the DHR.
Speculum examination
[bookmark: _Hlk173331158]If a clinician has identified a patient as having abnormal vaginal discharge or PID symptoms a speculum examination may be indicated
Responsibility
· MO
· NP 
· RN who has been deemed competent by the CNC of CSHC or their delegate prior to undertaking this task 
RN to consider involving NP or MO prior to examination to determine appropriate testing/examination if patient presents with treatment failure/symptom persistence or if symptoms are suggestive of PID.
Trolley set-up
Clean top of trolley and place disposable sheet
Speculum
Water-based lubricant
pH Indicator sticks
Potassium hydroxide 20% solution 
Pipette
MCS swab
Chlamydia and gonorrhoea polymerase chain reaction (PCR) swab
Viral swab for mycoplasma genitalium or trichomonas if presenting as a contact or has postcoital bleeding, intermenstrual bleeding or other PID symptoms
Large cotton swab
Superfrost slide(s) and pencil
Slide cover and 5 mL 0.9% sodium chloride if wet prep for trichomonas required
PPE
Gloves
Procedure
Explain the nature and purpose of the procedure and seek consent as outlined above
Offer a witness/chaperone during the procedure and document as outlined above
Provide the patient with the opportunity to empty their bladder prior to examination
Ensure privacy, request patient remove their clothing from the waist down, inform them about positioning themselves on the bed and provide privacy drape
Expose genitalia only when examining
Don PPE and perform hand hygiene as per Infection Prevention and Control Procedure
Palpate inguinal lymph nodes
Examine skin and pubic hair 
Inspect the vulva, introitus, perineum and if indicated perianal area for irregularities
Select appropriately sized speculum and apply a small amount of water-based lubricant to the blades
Ask the patient to relax their pelvic floor muscles before speculum insertion
Use the thumb and forefinger to part labia minora and insert closed speculum into the vagina guided by the posterior vaginal wall
Gently open the blades to locate and visualise the cervix
Note: If the cervix is difficult to locate, remove the speculum. With the patient’s permission, insert one finger into the vagina to feel for the position of the cervix. Reinsert the speculum in the direction of the located cervix. Alternatively place a rolled sheet under the patient’s buttocks to tilt their pelvis.
When the cervix is visualised with the speculum blades positioned in the anterior and posterior fornices, secure the speculum ratchet to stabilise the speculum in the vagina
Inspect the cervix and vaginal walls
Collect specimens as follows:
· Chlamydia +/- gonorrhoea high vaginal/endocervical PCR swab 
· Mycoplasma genitalium +/- trichomonas PCR high vaginal swabs if cervicitis, PID or if presenting as a contact
· MCS vaginal and/or endocervical swab
· Collect additional sample of discharge for Gram stain, pH, and whiff test
Remove the speculum by releasing the ratchet and withdraw slightly and gently from the fornices to avoid catching the cervix, then close the blades and completely remove the speculum using slight downward traction
Remove gloves and PPE, perform hand hygiene
If patient has touched their own genitals during examination offer ABHR or ask them to wash their hands
Order pathology investigations on DHR
If  examination and investigations were attended by an RN, RN to consult with MO or NP to determine probable cause and appropriate management. The MO or NP may also want to examine the patient. Ask the patient to remain on the bed until management has been agreed
Document all findings in DHR.
Note: Consent is obtained and re-obtained throughout treatments and procedures. Consent should be re-obtained whenever a clinician exposes, examines or collects samples from an area of a patient's body. E.g., asking before exposing genital area and asking before proceeding to palpate inguinal region.


Whiff test
Responsibility
· MO
· NP 
· RN who has been deemed competent by the CNC of CSHC or their delegate prior to undertaking this task 
Method
[bookmark: _Toc554338151][bookmark: _Toc167248350][bookmark: _Toc1471998463][bookmark: _Toc1345436488][bookmark: _Toc2126399286][bookmark: _Toc1957303492][bookmark: _Toc1227586577][bookmark: _Toc172630244][bookmark: _Toc172635975]Using a pipette, apply potassium hydroxide 20% to a sample of discharge that is not being sent to the laboratory. Assess if positive for amines by sniffing the swab. A strong odour will be present if positive.
Examination of the penile-scrotal and perianal area
Responsibility
· MO
· NP 
· RN who has been deemed competent by the CNC of CSHC or their delegate prior to undertaking this task 
[bookmark: _Toc172630245][bookmark: _Toc172635976]Trolley set-up
Clean top of trolley and place disposable sheet
MCS swab
Viral swab
PPE
Gloves
Procedure
Explain the nature and purpose of the examination and seek consent as outlined above
Offer a witness/chaperone during the procedure and document as outlined above
When possible, genital examination should be carried out prior to collection of urine
Ensure privacy, request patient remove their clothing from the waist down, inform them about positioning themselves on the bed and provide privacy drape
Expose genitalia only when examining
Don PPE and perform hand hygiene as per Infection Prevention and Control Procedure
Palpate inguinal lymph nodes
Examine skin and pubic hair
Inspect and palpate scrotal skin
Palpate scrotal contents 
· Palpate testes, noting presence of pain, swelling, lumps, hardened areas
· Palpate epididymides, noting lumps, tenderness



Note: Scrotal examination may be more accurate with the patient in a standing position – if abnormalities are suggested by history or examination, consider examination when standing after completion of initial anogenital examination. Reconsent the patient for this additional examination.
Inspect penis from base to tip, noting dorsal and ventral aspects
If foreskin present, retract and inspect the sub-preputial area
Inspect external urinary meatus
Swab any lesions, rashes or skin changes using MCS and viral swabs as needed
[bookmark: _Int_kyEeZPLm]Collect additional sample of discharge for Gram stain
Remove gloves and PPE, perform hand hygiene
If patient has touched their own genitals during examination offer ABHR or ask them to wash their hands
Order pathology investigations on DHR
After examination and investigations are attended by an RN, consult with MO or NP to determine probable cause and appropriate management. The MO or NP may also want to examine the patient. Ask the patient to remain on the bed until management has been agreed
Document all findings in DHR.
Note: Consent is obtained and re-obtained throughout treatments and procedures. Consent should be re-obtained whenever a clinician exposes, examines or collects samples from an area of a patient's body. E.g., asking before exposing genital area and asking before proceeding to palpate inguinal region.
Note: If the patient has an erection during the examination, use the drape sheet to cover the genital area. Explain that erections are common in clinical situations. Ask the patient if they wish to complete the examination immediately or would prefer to wait until the erection has subsided. Clinicians are not obliged to continue the examination and should seek support of a second clinician/chaperone as required. 
Assessment of Urethral Discharge
Responsibility
· MO
· NP 
· RN who has been deemed competent by the CNC of CSHC or their delegate prior to undertaking this task 
Trolley set-up
Clean top of trolley and place disposable sheet
Chlamydia and gonorrhoea PCR swab
MCS swab
Viral swab for mycoplasma genitalium or trichomonas if presenting as a contact 
Super frost slide(s) and pencil
Slide cover and 5 mL 0.9% sodium chloride if wet prep required
PPE
Gloves
Procedure
Explain the nature and purpose of the examination and seek consent as outlined above
Offer a witness/chaperone during the procedure and document as outlined above
When possible, genital examination should be carried out prior to collection of urine
Ensure privacy, request patient remove their clothing from the waist down, inform them about positioning themselves on the bed and provide privacy drape
Expose genitalia only when examining
Don PPE and perform hand hygiene as per Infection Prevention and Control Procedure
Palpate inguinal lymph nodes
Examine skin and pubic hair
Inspect and palpate scrotal skin
· Palpate scrotal contents 
· Palpate testes, noting presence of pain, swelling, lumps, hardened areas
Palpate epididymides, noting lumps, tenderness
If no obvious urethral discharge, ask patient to gently squeeze the penis to elicit discharge
Collect sample of discharge on MCS and viral swab
Collect additional sample of discharge for Gram stain
Remove gloves and PPE, perform hand hygiene
If patient has touched their own genitals during examination offer ABHR or ask them to wash their hands
Order pathology investigations on DHR
After examination and investigations are attended by an RN, consult with MO or NP to determine probable cause and appropriate management. The MO or NP may also want to examine the patient. Ask the patient to remain on the bed until management has been agreed
Document all findings in the DHR. 
Note: Consent is obtained and re-obtained throughout treatments and procedures. Consent should be re-obtained whenever a clinician exposes, examines or collects samples from an area of a patient's body. E.g., asking before exposing genital area and asking before proceeding to palpate inguinal region.


Bimanual examination
Responsibility
· MO
· NP 
Procedure
[bookmark: _Int_Z8xvPqM6]Explain procedure, equipment used and demonstrate on pelvic model if necessary 
Offer a witness/chaperone during the procedure and document patient wishes in the DHR
Provide the patient with the opportunity to empty their bladder prior to examination
Ensure privacy, request patient remove their clothing from the waist down, inform them about positioning themselves on the bed and provide privacy drape 
Expose genitalia only when examining 
Don PPE and perform hand hygiene as per Infection Prevention and Control Procedure
Palpate inguinal lymph nodes 
Examine skin and pubic hair 
Inspect the vulva, introitus, perineum and if indicated perianal area for irregularities
Explain you are about to examine inside the vagina, and reconfirm consent
Remind patient that you will stop the examination if they want you to stop
Apply lubricant to the gloved fingers that will be palpating the vagina
Use the thumb and forefinger of the other hand to part the labia
Gently insert the lubricated forefinger and middle finger into the vagina and follow the posterior vaginal wall until the cervix is palpable
Turn your vaginal hand, palm upwards and palpate the cervix, noting position, size, and consistency of the cervix and cervical os
Check for cervical pain or tenderness through displacing the cervix laterally by placing a finger each side and rocking gently
Place your other hand mid-position above the symphysis pubis and press down to stabilise the pelvic organs. With the fingers of the vaginal hand elevate the cervix and palpate the uterus to assess size and for tenderness
Palpate the adnexae by moving the external hand and vaginal fingers to the relevant lateral fornix and palpate the area by gentle pressure between your fingers. Note and assess any masses or tenderness
With fingers in the posterior fornix, palpate the Pouch of Douglas for masses or tenderness
Remove fingers from the vagina
Remove gloves and PPE, perform hand hygiene
Assist patient to sit up, offer tissues to wipe residual lubricant and allow to redress
If patient has touched their own genitals during examination offer ABHR or ask them to wash their hands
Document all findings in the DHR.
Note: Consent is obtained and re-obtained throughout treatments and procedures. Consent should be re-obtained whenever a clinician exposes, examines or collects samples from an area of a patient's body. E.g., asking before exposing genital area and asking before proceeding to palpate inguinal region.
[bookmark: _Toc180056296]Section 2 – Patient Delivered Partner Therapy (PDPT) - Chlamydia
PDPT is a partner treatment method whereby antibiotic treatment is prescribed or supplied for the sexual partner/s of a patient diagnosed with chlamydia infection (index). The index patient delivers the prescription or treatment to their partner(s).
Doctors and nurse practitioners at CSHC may provide PDPT with the following parameters:
PDPT is only indicated for:
· presumptive treatment of uncomplicated anogenital chlamydia infection in heterosexual partner(s) of people who are not at higher risk of other STI, and
· those partners unable to attend or are deemed unlikely to attend promptly for presumptive treatment at CSHC, their GP or other service provider
PDPT is to be provided only after a phone consultation with the partner. Partners need to be willing to register on the DHR or for the consult to be recorded in their own clinical record
Partners should be encouraged to attend ACT Pathology or a Walk-in-Centre for chlamydia testing.
Phone consultation must include: 
Explanation of the purpose of PDPT and consent for phone consultation if they would accept medication delivered to them by the patient
Explanation that phone consultation will be documented in the DHR.
Back to Contents
[bookmark: _Toc180056297]Section 3 – Cryotherapy for Human Papillomavirus and Molluscum Contagiosum
Cryotherapy is offered as a treatment option for patients with Human Papillomavirus (HPV) and Molluscum Contagiosum (MC).
Responsibility
RN who has been deemed competent by the CNC of CSHC or their delegate prior to undertaking this task 
Diagnosis must be confirmed by MO or NP prior to first cryotherapy treatment and after every 6 cycles of treatment
If there is doubt during the six cycles of treatment about whether a lesion is HPV, discuss with the patient. RN to offer an MO or NP review to reconfirm the diagnosis and need for treatment
If a patient represents with a recurrence of HPV after the initial diagnosis, it must again be confirmed by MO or NP.
Pre-treatment discussion
More than one treatment is usually required for anogenital warts 
Effects of treatment: pain during and immediately post procedure, mild swelling, blister formation with subsequent erosion/ulceration; scabbing is common on keratinized skin
Risks of treatment: ulceration, hyper and hypo pigmentation may occur
Alternative treatment options available
Gardasil vaccination 
Trolley set-up
Clean top of trolley and place disposable sheet
Liquid nitrogen canister and spray tip
PPE
Gloves
Goggles, mask, face shield, gown as per clinician preference and size and sites of lesion(s)
Procedure
If initial presentation to RN, confirm diagnosis with MO or NP
Explain procedure, equipment used and demonstrate cryospray onto a bluey if necessary
Seek consent from the patient
Offer a witness/chaperone during the procedure and document patient response in DHR 
Offer use of topical EMLA (lignocaine) cream applied 5-10 minutes prior to treatment
Ensure privacy, request patient remove their clothing from the waist down, inform them about positioning themselves on the bed and provide privacy drape  
Expose genitalia only when examining 
Ensure canister is adequately filled and spray nozzle is patent
Don PPE and perform hand hygiene as per Infection Prevention and Control Procedure
Prepare client for the potential pain, negotiate breaks in treatment
Identify lesion(s) for treatment, ensure skin is dry and intact before commencing spraying. If patient’s lesions appear to have healing delays, consult with NP or MO
Remove gloves and PPE, perform hand hygiene
If patient has touched their own genitals during examination offer ABHR or ask them to wash their hands
Document all findings in the DHR.


Note: Consent is obtained and re-obtained throughout treatments and procedures. Consent should be re-obtained whenever a clinician exposes, examines or collects samples from an area of a patient's body. E.g., asking before exposing genital area and asking before proceeding to palpate inguinal region.
[bookmark: _Toc1254908534][bookmark: _Toc767296289][bookmark: _Toc446316788][bookmark: _Toc1014918138][bookmark: _Toc1358482786][bookmark: _Toc1537472658][bookmark: _Toc740690550][bookmark: _Toc172630251][bookmark: _Toc172635982][bookmark: _Toc173333031]Spraying method for Human Papillomavirus
[bookmark: _Int_fCSB8g9a]Position nozzle approximately 1cm from wart
Apply liquid nitrogen spray until a ‘halo’ of freezing has been established 2-3mm around the wart
Use an intermittent spraying technique to hold the wart frozen for 10-30 seconds, depending on size
Wait for the wart to thaw before reapplying the spray
Minimise direct spraying of surrounding skin
Repeat weekly or fortnightly until resolved
Remove spray tip and clean as per instructions in CSHC laboratory. Wipe the canister clean with detergent wipes
Discuss aftercare.
Spraying method for Molluscum Contagiosum
[bookmark: _Int_hixAl36M]Position nozzle approximately 1cm from lesion
Apply liquid nitrogen spray as a short single freeze until the lesion is frozen (no need for surrounding halo)
Minimise direct spraying of surrounding skin
Remove spray tip and clean as per instructions in CSHC laboratory. Wipe the canister clean with detergent wipes then dry with paper towel
Discuss aftercare.
Aftercare instructions for any lesions with cryotherapy
Inform patient that healing process occurs over 1-2 weeks
Remind them of the possibility of ulceration, weeping and scab formation
Advise patient to keep skin clean and dry, and avoid soap (substitute moisturising skin wash)
Avoid sexual contact until lesions have resolved
Avoid waxing, shaving, scratching until wart sites heal
Avoid tea tree oil, antiseptics
Avoid covering lesions with bandage
If further cryotherapy is advised, return for treatment at 7-14 days (about 2 weeks) and when lesions are healed to maximise benefits.



[bookmark: _Toc1902194937][bookmark: _Toc1835442003][bookmark: _Toc839274975][bookmark: _Toc845637779][bookmark: _Toc1976068747][bookmark: _Toc781641122][bookmark: _Toc593557507][bookmark: _Toc172630252][bookmark: _Toc172635983][bookmark: _Toc173333032]Refilling Liquid Nitrogen Canisters 
Any person handling liquid nitrogen must be trained by the CSHC CNC or delegate. They must have an awareness of potential hazards and emergency treatments. They must follow the procedure below. 
All staff using this equipment must be familiar with the Refrigerated Liquid Nitrogen risk assessments and Material Safety Data Sheet, BOC Gases Warning and Cryospray canister information sheets located in CSHC laboratory.
Equipment
Ladle or withdrawal tube
Liquid nitrogen canisters
Liquid nitrogen supply in Dewar (vacuum storage cannister)
PPE
Cryogenic leather gloves
Leather apron
Face shield/goggles
Procedure
Don PPE, remove jewellery and watches
Remove lids from cryospray canisters
 There are 2 methods of filling the canisters:
 Method 1 - Ladle
Lift the lid of the Dewar by removing the collar stopper
Carefully insert the ladle into the insulated container to fill the ladle
Carefully lift the ladle to pour liquid nitrogen into cryospray canister. Caution should be exercised in this operation. Stand clear of bubbling and splashing liquid
Return the collar stopper
 Method 2 - Withdrawal Tube
Position the canister under the filter end of the withdrawal tube ensuring the filter is below the neck of the canister
Insert the tube into the Dewar until a seal is made at the neck. Maintain a slight downward pressure on the tube using the handle, as soon as the seal is made nitrogen will flow. If nitrogen does not flow, remove the tube, and check the filter for debris
To stop the flow of nitrogen, simply remove the withdrawal tube from the Dewar
Store the withdrawal tube in a clean, dry safe in an upright position
Cryospray canisters should be filled to 50%-75% of their capacity, secure lid tightly ensuring the pressure stopper on flask is functioning by flicking the trigger handle
Replace collar stopper to Dewar.
Note: If it is difficult to maintain a nitrogen flow with the withdrawal tube, complete the process by using Method 1 above.
[bookmark: _Toc717356523][bookmark: _Toc660177660][bookmark: _Toc858052308][bookmark: _Toc344031580][bookmark: _Toc1001978181][bookmark: _Toc1709221026][bookmark: _Toc1298392717][bookmark: _Toc172630253][bookmark: _Toc172635984][bookmark: _Toc173333033]First aid and emergency procedures for liquid nitrogen
Eye Splash
If liquid nitrogen is splashed into the eyes, immediately flush with copious quantities of tepid water or eye irrigation station in the CSHC laboratory
Attend Emergency Department (ED) for further assessment 
Inform manager and complete staff incident report (or your manager can complete on your behalf).
Cryogenic burns
Irrigate affected area with tepid water for 15-30 minutes
Apply sterile dry dressing
Attend ED if skin is broken or pain persists after irrigation with tepid water
Inform manager and complete staff incident report.
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[bookmark: _Toc180056298]Section 4 – HIV Rapid Testing
HIV rapid testing is not routinely offered at CSHC due to the time required to complete the test and the fast turnaround of HIV serology through ACT Pathology. Discuss with MO, NP, or CNC if a patient is strongly requesting HIV rapid testing.
Eligibility
Rapid Testing is considered a screening test only and should not be offered where there is a high suspicion of acute HIV infection
Should only be offered where the patient is able to complete appropriate further investigations and follow-up in the case of a reactive test
[bookmark: _Int_yEECIKZO]Should be offered with a full STI screen as indicated by the patient’s history
Should only be offered to patients who fall into an identified at-risk group: 
· MSM or
· Patients not known to be HIV positive themselves whose sexual partner is HIV positive.
Note: Only MO, NP and RNs who have been trained in Atomo rapid testing may provide this test.
Equipment
HIV rapid testing kit
Digital timer
Sharps disposal bin as appropriate
PPE
Gloves
Goggles
Pre-test discussion
Obtain history from the patient:
Date of last HIV test
Recent sexual history including date of last unprotected anal and/or vaginal sex, injecting drug use, tattooing, piercing or other possible blood exposures
Discuss:
Test limitations
Need for follow up testing if result reactive
Obtain consent for HIV rapid testing
Prepare HIV rapid test equipment
Guide  patient to collect specimen and perform HIV rapid testing according to Atomo product information instructions
Document consultation and findings (reactive/non-reactive test result) in the patient’s clinical record
[bookmark: _Hlk179884006]Note: If the patient is suspected to be seroconverting, consultation with a MO or NP is required and HIV serology should be offered.
Responsibilities of MO, NP and RN when providing invalid test results, non-reactive and reactive test results to the patients
Non-reactive test results
Explain non-reactive tests within the context of the patient history with reiteration of the window period and appropriate recommendations for follow up tests
Document all non-reactive tests in the patient’s clinical record.
Invalid test results
Explain invalid test results to the patient and offer either a repeat HIV rapid test or standard HIV serology 
Document all invalid tests in the patient’s clinical record 
RN to also consult with MO or NP about results.
Reactive test results
Provide immediate support to the patient
Explain to the patient that standard HIV serology is required to confirm or exclude HIV infection
Offer serological testing as soon as possible, preferably immediately
Assess patient supports and arrange a face-to-face appointment to discuss the results of HIV serology.
Document all reactive tests in the patient’s clinical record 
RN to also consult with MO or NP about results
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In the ACT contact tracing for notifiable conditions is covered under the Public Health Act 1997. Under the Act an organisation and individual clinicians are required to minimise the adverse public health effects of onward transmission to others; this should be done in a supportive and encouraging environment. The principles below follow the requirements covered under the Act.
According to the Public Health Act 1997 (section 108), if a person with a transmissible, notifiable condition refuses to inform their sexual contacts and refuses consent for their health care worker or delegate to do so, the health care worker may inform the ACT Chief Health Officer. The Chief Health Officer may take any reasonable steps to inform the contact of their potential exposure to the transmissible notifiable condition
Principles for contact tracing for STI/BBV 
Contact tracing should first be discussed with the patient as a part of pre-test discussions
After receiving a confirmed diagnosis of an STI/BBV, discuss the aims and reasons for contact tracing with the patient:
· Interrupt the ongoing transmission of infection
· Identify people with an infection who may benefit from treatment or medication management to minimise complications
· Prevent re-infection from an untreated partner (if applicable)
· To help limit the prevalence of infection in the population
Establish ‘trace back’ period according to the positive diagnosis:
· Refer to: Australasian Contact Tracing Guidelines https://contacttracing.ashm.org.au/
· Start with recent contacts until the whole ‘trace-back’ period is accounted for
Establish whether contact tracing is to be undertaken by the patient or CSHC clinician, or a combination of both and document the decision of the patient in the clinical record.
Some STI/BBV require more comprehensive contact tracing due to not being endemic in the population or having significant health impacts if transmitted. These STI/BBV are of public health significance. These may change depending on the epidemiological landscape of STI/BBV over time. For example: HIV, antimicrobial resistant gonorrhoea, syphilis or mpox may require more comprehensive contact tracing. 
· For comprehensive contact tracing also:
· Obtain a first name, approximate date of contact, state of residence and method of contacting that person for all contacts
· Advise patients that they may receive a follow up phone call or review at next clinic visit to determine if the patient was able to inform each partner
[bookmark: _Toc561035233][bookmark: _Toc448208055][bookmark: _Toc621791155][bookmark: _Toc1127416993][bookmark: _Toc78902530][bookmark: _Toc1132626949][bookmark: _Toc1575498223][bookmark: _Toc172630257][bookmark: _Toc172635988][bookmark: _Toc173333037]Patient led contact tracing for STI/BBV 
Discuss the information they will need to provide to their contacts:
· STI/BBV diagnosed
· Asymptomatic nature of many STIs/BBVs
· Possible consequences of untreated infection
· Treatments or medication management
· Where to access testing and treatment or medication management
· The importance of explaining that they are a contact of a specific STI/BBV when they attend for testing 
Additional information that may assist patient with contact tracing:
· Provide specific STI information – websites to assist with contact tracing including:
· https://letthemknow.org.au/
· https://www.thedramadownunder.info/ for MSM
· https://www.bettertoknow.org.au/ for Aboriginal and Torres Strait Islander people
· Explore with the patient how a partner might respond and collaborate with the patient to find solutions. 
· Inform the patient if they cannot contact partners they can call CSHC to assist with contact tracing
For HIV contact tracing and other STI/BBV requiring more comprehensive contact tracing, book patients for a follow up phone call or review at clinic to determine if the patient was able to inform each partner. 
Document the discussion points and resources provided to the patient in the DHR 
[bookmark: _Toc849197538][bookmark: _Toc580373043][bookmark: _Toc650311097][bookmark: _Toc844597130][bookmark: _Toc497535891][bookmark: _Toc1616788793][bookmark: _Toc857233721][bookmark: _Toc172630258][bookmark: _Toc172635989][bookmark: _Toc173333038]CSHC initiated contact tracing for STI/BBV 
Use the CSHC contact tracing template
Gain consent from the patient for CSHC to notify partners
· Ensure the patient is aware that whilst we do not disclose a patient’s name or other details, notifying partners of STI/BBV risk may make them suspect that the patient is the source of infection
Discuss and document the patient’s preference in relation to CSHC informing partners that they are a contact of a specific infection(s) versus a contact of a non-specified STI/BBV 
· If a specified STI or BBV, the clinician can inform partners of the infection that they need testing for, as well as advising testing for all other STI and BBV
· If a non-specified BBV, the clinician will need to inform partners that they need testing for all STIs and BBVs including syphilis, HIV, Hepatitis B and Hepatitis C
Obtain partners contact details and record name, phone number, state and approximate time of contact on contact tracing template
Work out a broad timeframe for each contact in case this is required during calls to contact; avoid being specific to protect privacy of index e.g. last 12 months
Contact partners as soon as possible with initial (introduction) SMS then follow up phone call or just by phone call
During each phone call, the following information should be given:
· Introduce yourself as Sexual Health RN, MO or NP and reason for call
· STI/BBV to be specifically mentioned (unless agreed not to when patient gave consent for contact tracing) with advice to also get screened for all STIs and BBVs
· Do not specify an exact time point at which the person may have been exposed as this may identify the index. If pressed, give a broad time period as above
· Location/s of nearest testing facility, and try to ascertain where they might attend
· If individual nominates CSHC, explore when they may wish to attend and book the appointment
· Ensure outcomes of provided initiated contact tracing are documented 
· For script example see below.
If unable to contact the partner, and STI/BBV is not of public health significance, consider website notification using: 
· https://letthemknow.org.au/
· https://www.thedramadownunder.info/ for MSM
· https://www.bettertoknow.org.au/ for Aboriginal and Torres Strait Islander people
If unable to contact the partner, and STI/BBV is of public health significance, refer to the public health unit of the appropriate jurisdiction to assist with contact tracing
Ensure outcomes of provider initiated contact tracing are documented.
[bookmark: _Toc495680334][bookmark: _Toc1475961139][bookmark: _Toc1028019412][bookmark: _Toc2085108666][bookmark: _Toc293923533][bookmark: _Toc768125376][bookmark: _Toc312003175][bookmark: _Toc172630260][bookmark: _Toc172635991][bookmark: _Toc173333040]Contact tracing script examples
Make calls in the morning so contacts can access testing that day.  
1. If Index has given permission to state specifically that contacts may have been exposed to STI/BBV
[bookmark: _Int_MAbAe6vX]“My name is ……….. and I am a sexual health nurse/MO/NP. I am calling to discuss an important health matter with you. Are you somewhere where we can talk? 
My job is to phone people that may have come in contact with a sexually transmitted infection or BBV. I am calling you because you have been named as a contact of someone who has been diagnosed with >>insert STI/BBV name here<<. I realise this call is probably unexpected. We phone so that people who are contacts can get tested for >>insert STI/BBV name here<<, as well as other STIs.”
Await response and questions…
“If you can tell me where you live, I can recommend a clinic where you can access free testing and information, or you might prefer to see your GP.” 
If the contact lives in Canberra, and nominates to attend CSHC, advise them of booked clinic times and if preferred, offer to call them back with an appointment for testing. 
For infections of public health significance, aim to book an appointment, or if declined, book a follow-up phone call, or if also declined, advise that they will receive a follow-up call 
 “Thank you for taking this call. Please remember to use condoms with all partners until you have been tested”  
2. If Index has NOT given permission to state specifically that contacts may have been exposed to STI/BBV
“My name is ………... and I am a sexual health nurse/MO/NP. I am calling to discuss an important health matter with you. Are you somewhere where we can talk? 
My job is to phone people that may have come in contact with a sexually transmitted infection. I am calling you because you have been named as a contact of someone with a sexually transmitted infection. I realise this call is unexpected. We phone so that people who are contacts can get tested, with both swab or urine and blood tests.” 
Await response and questions…
“If you can tell me where you live, I can recommend a clinic where you can access free testing and information, or you might prefer to see your GP.”
If the contact lives in Canberra, and nominates to attend CSHC, advise them of booked clinic times and if preferred, offer to call them back with an appointment for testing. 
If the person does not intend to come to CSHC, remind them again that they need both swab or urine tests and a blood test. 
For infections of public health significance, aim to book an appointment, or if declined, book a follow-up phone call, or if also declined, advise that they will receive a follow-up call 
“Thank you for taking this call. Please use condoms with all partners until you have been tested. Please remember that you need full testing including blood tests.” 
3. If the person questions the validity of the call, or becomes verbally aggressive or threatening, offer the name of the organisation you are from and supervisors’ details
”I understand this phone call is unexpected. To help you check and confirm the information I am giving you, my name is …………… and I work at a Sexual Health Centre. My supervisor’s name is ……………... If you hold the line, I can see if my supervisor is available to talk to you directly or call you back.”
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[bookmark: _Toc180056300]Section 6 – Registered Nurse Scope of Practice at CSHC
[bookmark: _Toc71947655][bookmark: _Toc1154618431][bookmark: _Toc980350901][bookmark: _Toc978880083][bookmark: _Toc915727018][bookmark: _Toc172630262][bookmark: _Toc172635993][bookmark: _Toc173333042][bookmark: _Toc1390944272][bookmark: _Toc436011866][bookmark: _Toc439714457][bookmark: _Toc1828111986][bookmark: _Toc1175664951][bookmark: _Toc1508454760][bookmark: _Toc796610527]This section outlines the RN scope of practice at CSHC for ordering pathology tests. This section is not relevant for MOs and NPs. 
RN Initiated Pathology Testing 
RNs at CSHC can initiate testing for STI, BBV and related sexual health conditions. 
CSHC provides routine testing in accordance with Australian STI Management Guidelines www.sti.guidelines.org.au/ and Australian Society for HIV Medicine (ASHM) Testing Portal  https://testingportal.ashm.org.au/ 
Additional pathology testing needs to be tailored to the patient presentation and identified risk factors.  Seek MO or NP advice if additional risk factors or symptoms are identified in clinical history.
[bookmark: _Toc647313764][bookmark: _Toc709741241][bookmark: _Toc1196919170][bookmark: _Toc645475871][bookmark: _Toc1973809021][bookmark: _Toc35278610][bookmark: _Toc543905657][bookmark: _Toc172630263][bookmark: _Toc172635994][bookmark: _Toc173333043]Asymptomatic pathology testing
Pathology tests that registered nurses can order at CSHC in the following situations are:
[bookmark: _Toc1772176078][bookmark: _Toc1771079045][bookmark: _Toc1030227889][bookmark: _Toc298721986][bookmark: _Toc295774641]People assigned male at birth (AMAB) exclusively having sex with people assigned female at birth (AFAB) presenting for routine STI screen:
First pass urine PCR for chlamydia
Urethral PCR swab for chlamydia if unable to pass urine and patient consents based on a preference for immediate testing
HIV antigen/antibody. Arrange retest after higher risk exposures at 6 and 12 weeks (about 3 months), and lower risk exposures at 12 weeks
Syphilis enzyme immunoassay (EIA) and rapid plasma reagin (RPR) if prior history of syphilis. If recent exposure, and not treating repeat at 12 weeks
Hepatitis B (HBV) surface antibody, surface antigen and core antibody according to immunisation history and risk factors. If recent exposure, repeat at 12 weeks
Hepatitis C antibody if identified HCV risk. If recent exposure, repeat at 12 weeks
Pharyngeal swab PCR for chlamydia and/or gonorrhoea if presents as a contact of chlamydia and/or gonorrhoea with oral sex and/or kissing exposure.

Note: People who grew up in Australia and were born after 1987 can assume to have been vaccinated against HBV due to universal infant and adolescent immunisation programs provided their parents consented. These people do not require HBV immunity testing, unless they belong to a high-risk group.
Men who have sex with men (MSM) presenting for routine STI screen:
First pass urine PCR for chlamydia
Urethral PCR swab for chlamydia if unable to pass urine and patient consents based on a preference for immediate testing
Anorectal swab PCR for chlamydia and gonorrhoea
Pharyngeal swab PCR for gonorrhoea
HIV antigen/antibody. Arrange retest after higher risk exposures at 6 and 12 weeks (about 3 months), and lower risk exposures at 12 weeks
Syphilis EIA and RPR if prior history of syphilis
Hepatitis B surface antibody, surface antigen and core antibody if no documented immunity. If recent exposure, repeat at 12 weeks
Hepatitis A total antibody if not vaccinated or vaccination uncertain
Hepatitis C antibody annually if on HIV PrEP, if living with HIV or if identified HCV risk. If recent exposure, repeat at 12 weeks.
Additional tests for patients for HIV PrEP
Electrolytes urea and creatinine (EUC)
Urine protein creatinine ratio (uPCR)
Additional tests for HIV PrEP patients requiring renal review
Urinalysis (UA)
Urine albumin creatinine ratio (uACR)
uPCR
Serum phosphate
EUC
Current weight
Blood pressure
Other management as per prescriber request
Additional tests for patients for HIV PEP
As per ASHM PEP Guidelines https://pep.guidelines.org.au/
AFAB people presenting for routine screen
Vaginal or endocervical PCR swab for chlamydia
Rectal PCR swab for chlamydia if history of anal sex
First void urine PCR for chlamydia if vaginal or endocervical swabs declined (not as sensitive as self-collected vaginal swab)
HIV antigen/antibody. Arrange retest after higher risk exposures at 6 and 12 weeks (about 3 months), and lower risk exposures at 12 weeks
Syphilis EIA and RPR if prior history of syphilis. If recent exposure, repeat at 12 weeks
Hepatitis B surface antibody, surface antigen and core antibody according to immunisation history and risk factors. If recent exposure, repeat at 12 weeks
Hepatitis C antibody if identified HCV risk. If recent exposure, repeat at 12 weeks
Pharyngeal swab PCR for chlamydia and/or gonorrhoea if presents as a contact of CT and NG with oral sex and/or kissing exposure
Urine pregnancy/β-HCG (see indications for serum pregnancy testing) test if delayed menstruation.
Note: People who grew up in Australia and were born after 1987 can assume to have been vaccinated against HBV due to universal infant and adolescent immunisation programs provided their parents consented. These people do not require HBV immunity testing, but it should still be carried out for those in high-risk groups.
Trans and gender diverse people presenting for routine STI screen
Offer trauma informed and gender affirming care, guided by the terms a patient is most comfortable to use for their body.  Provide anatomy-relevant sexual history-based screening using any of the above tests as appropriate. Include HIV PrEP related tests if indicated.  Seek MO or NP input as needed. 
Sex Workers presenting for routine STI screen
Routine testing as per above depending on patient’s sex, the sex of clients and partners outside of work
Pharyngeal PCR gonorrhoea (in addition to routine screening)
Syphilis EIA and RPR if prior history of syphilis
Hepatitis B surface antibody, surface antigen and core antibody if no documented immunity. If recent exposure, repeat at 12 weeks
Hepatitis A total antibody if not vaccinated or vaccination uncertain
Hepatitis C antibody annually on HIV PrEP, if living with HIV or if identified HCV risk. If recent exposure, repeat at 12 weeks
Cervical Screening Tests according to National Cervical Screening Guidelines
Clinical collected HPV PCR or co-test for people with a cervix
Self-collected HPV PCR. Where possible decant swab in ThinPrep vial for processing locally at ACT Pathology.
[bookmark: _Toc1158814466][bookmark: _Toc83200073][bookmark: _Toc1004359608][bookmark: _Toc398905077][bookmark: _Toc1702762100][bookmark: _Toc414004319][bookmark: _Toc1686288397][bookmark: _Toc172630264][bookmark: _Toc172635995][bookmark: _Toc173333044]Symptomatic pathology testing
Serum β-HCG in the following situations
Urine β-HCG equivocal
Patient is unable to void and has a delayed menses of ≥ 7 days
Urine β-HCG negative and delayed menses of ≥ 2 weeks
Urine β-HCG negative with signs and symptoms of pregnancy
Missed period, sore breasts, nausea, and/or vomiting.
Patients with pelvic pain or PID
Vaginal swab MCS
Endocervical swab MCS if speculum exam of cervix 
Vaginal or endocervical swab chlamydia and gonorrhoea PCR
Vaginal swab mycoplasma genitalium +/- trichomonas PCR if cervicitis
Consult with MO or NP for immediate management
Patients with abnormal vaginal discharge
Vaginal swab MCS
Vaginal swab chlamydia and gonorrhoea PCR
Vaginal swab mycoplasma genitalium +/- trichomonas PCR if cervicitis
Consult with MO or NP for immediate management
Patients with urethritis
Urethral swab MCS 
Urethral swab chlamydia +/- gonorrhoea PCR
UA 
Swab mycoplasma genitalium +/- trichomonas PCR if presenting as a contact  
Swab mycoplasma genitalium +/- trichomonas PCR if persistent symptoms and negative chlamydia and gonorrhoea tests
Consult with MO or NP for immediate management
Patients with genital ulceration
Swab HSV +/- syphilis PCR depending on risk history 
Serology for syphilis and HIV
Consult with MO or NP for immediate management
All patients prior to treatment of gonorrhoea
Collect MCS prior to treatment for gonorrhoea unless antibiotic sensitivity results are already available:
· MCS swab of all sites identified on PCR or 
· If the patient presents as a contact or has symptoms suggestive of gonorrhoea, and empiric treatment is indicated, MCS of all sites tested by PCR
Note: Remember, “No cef without culture” – remember to use MCS swab on all relevant sites before treating with intramuscular Ceftriaxone. 
All patients prior to treatment of symptomatic anogenital Neisseria meningitides
MCS swab of all relevant sites prior to treatment.
Pathology testing for treatment, Test of Cure (TOC), Test of asymptomatic contacts
Test of cure, test of reinfection and asymptomatic contacts
Site(s) for testing are determined by site of infection or type of sexual contact
Swab or urine for chlamydia PCR
Swab or urine for gonorrhoea PCR
Swab or urine for mycoplasma genitalium or trichomonas.
[bookmark: _Toc172630266][bookmark: _Toc172635997][bookmark: _Toc173333046][bookmark: _Toc837321467][bookmark: _Toc895054794][bookmark: _Toc1322797437][bookmark: _Toc479441435][bookmark: _Toc1291804869][bookmark: _Toc1645996584][bookmark: _Toc1750369932]Tests that can be ordered in consultation with NP or MO
Discussion with MO or NP is required prior to ordering the following tests:
HCV PCR if history of resolved HCV and requiring PCR screening for reinfection, or indicated as follow-up after HCV occupational or non-occupational exposure
Urine MCS 
HIV viral load
Mpox PCR swab
Gender care order set - Testosterone, estradiol, prolactin, luteinizing hormone
Full Blood Count (FBC), EUC, LFT unless EUC is ordered as part of PrEP care.

Results
Discuss possibility of indeterminate results before testing. If a patient has an indeterminate result retest as soon as feasible (consider window periods, patient’s emotional state, risk factors)
Encourage patients to access their results on MyDHR
Advise patients they will be called during business from a blocked number if they have a positive result. Treatment will be organised via a telehealth consultation or a clinic appointment
It is preferable a positive HIV or hep B/C result is given in person by an experienced clinician or a junior clinician with an experienced clinician.
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This section outlines the RN scope of practice at CSHC for ordering medications and immunisations. This section is not relevant for MOs and NPs. 
RNs who are not qualified nurse immunisers are able to provide immunisation and treatment under Medication Standing Orders (MSO) under the following conditions:
RNs must have completed the CSHC standing orders learning package and competency quiz and be deemed competent by the CNC of CSHC or their delegate prior to immunisation or medication administration under an MSO
MSO for stat medication administration and vaccinations can be found on the CHS Policy and Guidance Documents Register.
MSO are available for:
Azithromycin
Ceftriaxone
Levonorgestrel 
Gardasil
Hepatitis A 
Hepatitis B
Influenza
RNs can work to additional MSO that may be approved in the lifetime of this document.
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This section outlines the procedure for RNs at CSHC for reviewing symptomatic patients prior to consultation with MO or NP. This section should be read in conjunction with relevant points in Section 1 – Practice Points for All Staff. This section is not relevant for MOs and NPs. 
Take sexual history, see Practice Points
Discuss recommended investigations, need for contact tracing if the results include a notifiable or other STI or BBV, and obtain the patient’s consent for testing
Complete documentation
If the RN has completed RN Symptomatic training and the patient is presenting with vaginal discharge, urethral discharge, or genital ulceration, assess, examine, and collect specimens as aforementioned
Using ISBAR format, as documented in Clinical Handover Procedure, including patient age and epidemiological risk factors, discuss further management with MO or NP
Aim to complete the consultation in conjunction with the MO or NP
If MO or NP are unavailable during the allocated consultation time, continue with consultation including STI and BBV screen as appropriate, then advise patient to return to waiting room pending MO or NP review
It may be appropriate to offer the patient a timely booked appointment for review if MO or NP are unavailable
Document NP or MO review and advice in the clinical record. MO or NP may also make their own clinical record entry.
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[bookmark: _Hlk170467190][bookmark: _Hlk170467240]Outcome
Patients presenting for assessment and treatment at Canberra Sexual Health Centre are managed as per this procedure.
Measures
Review incident reports related to treatment at CSHC.
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Dysmenorrhea: Pain during menstruation. 

Dyspareunia: Pain with sex.

Dysuria: pain with urination.
Gillick competence: When a clinician determines whether an older child or young person who is under 18 years old is capable of providing consent. If a clinician assesses a minor as ‘Gillick competent’ (also known as a Mature Minor) then the consent of the parent will not be required. 
Intermenstrual bleeding (IMB): Vaginal bleeding between periods.

Menorrhagia: Heavy menstrual periods.

Post-coital bleeding (PCB): Vaginal bleeding after sex.

Trace back period: The time period before positive result that the person needs to contact trace. For example, someone diagnosed with chlamydia should tell any partners they had in the 6 months prior to diagnosis to go and get tested. This time periods varies depending on STI/BBV and previous negative testing. 
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