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5: Sexually Transmitted Infections 

Learning Objectives 
Upon completion of the chapter, you will be able to: 

• 1. Define the key terms used in this chapter. 
• 2. Evaluate the spread and control of sexually transmitted infections. 
• 3. Identify risk factors and outline appropriate client education needed in common sexually 

transmitted infections. 
• 4. Describe how contraceptives can play a role in the prevention of sexually transmitted 

infections. 
• 5. Analyze the physiologic and psychological aspects of sexually transmitted infections. 
• 6. Outline the nursing management needed for women with sexually transmitted infections. 

KEY TERMS 
bacterial vaginosis  

genital/vulvovaginal candidiasis 

gonorrhea  

pelvic inflammatory disease (PID)  

sexually transmitted infection (STI)  

syphilis  

trichomoniasis  

 
 
Sexually transmitted infections (STIs) are infections of the reproductive tract caused 
by microorganisms transmitted through vaginal, anal, or oral sexual intercourse (Centers 
for Disease Control and Prevention [CDC], 2011k). STIs pose a serious threat not only to 
women’s sexual health but also to the general health and well-being of millions of people 
worldwide. STIs constitute an epidemic of tremendous magnitude. An estimated 65 million 
people live with an incurable STI, and another 19 million are infected each year (CDC, 
2010a). The incidence of STIs continues to rise and costs the United States $17 billion 
annually (CDC, 2010a). 

STIs are biologically sexist, presenting greater risk and causing more complications among 
women than among men. Women are diagnosed with two thirds of the estimated 19 million 
new cases of STIs annually in the United States. After only a single exposure, women are 
twice as likely as men to acquire infections from pathogens that cause gonorrhea, chlamydia 
infection, hepatitis B, and syphilis (Friedman & Bloodgood, 2011). STIs may contribute to 
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cervical cancer, infertility, ectopic pregnancy, chronic pelvic pain, and death. Certain 
infections can be transmitted in utero to the fetus or during childbirth to the newborn 
(Table 5.1). 

TABLE 5.1: STIs AND EFFECTS ON THE FETUS OR 
NEWBORN 

STI Effects on Fetus or Newborn 

Chlamydia Can be infected during delivery 

Eye infections (neonatal conjunctivitis), pneumonia, low birth weight, 
preterm birth, stillbirth 

Gonorrhea Can be infected during delivery 

Rhinitis, vaginitis, urethritis, inflammation of sites of fetal monitoring, 
chorioamnionitis, preterm birth, IUGR 

Ophthalmia neonatorum can lead to blindness and sepsis (including arthritis 
and meningitis). 

Genital herpes Contamination can occur during birth. 

Intellectual disability, blindness, seizures, premature birth, low birth 
weight, death 

Syphilis Can be passed in utero 

Can result in fetal or infant death 

Congenital syphilis symptoms include skin ulcers, rashes, fever, weakened 
or hoarse cry, swollen liver and spleen, jaundice and anemia, various 
deformations. 

Trichomoniasis Premature rupture of membranes, preterm birth, low birth weight 

Genital warts May develop warts in throat (laryngeal papillomatosis); uncommon but life 
threatening 

Adapted from Follett, T., & Clarke, D. (2011). Resurgence of congenital syphilis: Diagnosis 
and treatment. Neonatal Network, 30(5), 320–328; Gilbert, E. S. (2011). Manual of high risk 
pregnancy (5th ed.). St. Louis, MO: Mosby Elsevier; and Mattson, S., & Smith, J. E. 
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STI Effects on Fetus or Newborn 

(2011). Core curriculum for maternal–newborn nursing (4th ed.). Saint Louis, MO: Saunders 
Elsevier. 

A special section on STIs and adolescents is presented after the next section on the cultural 
and psychological components of STIs. This is followed by discussion of specific STIs 
categorized according to the CDC framework, which groups STIs according to the major 
symptom manifested (Box 5.1). A section on preventing STIs is included at the end of the 
chapter. 

BOX 5.1: CDC CLASSIFICATION OF STIs 
•  Infections characterized by vaginal discharge 

o  Vulvovaginal candidiasis 
o  Trichomoniasis 
o  Bacterial vaginosis 

•  Infections characterized by cervicitis 
o  Chlamydia 
o  Gonorrhea 

•  Infections characterized by genital ulcers 
o  Genital herpes simplex 
o  Syphilis 

•  Pelvic inflammatory disease (PID) 
•  Human immunodeficiency virus (HIV) 
•  Vaccine-preventable STIs 

o  Hepatitis A 
o  Hepatitis B 
o  Human papillomavirus (HPV) 

•  Ectoparasitic infections 
o  Pediculosis pubis 
o  Scabies 

Adapted from Centers for Disease Control and Prevention [CDC]. (2010f). Sexually 
transmitted diseases treatment guidelines 2010. Retrieved 
from http://www.cdc.gov/std/treatment/2010/toc.htm. 

Additional information on therapeutic management of STIs can be found in Chapter 20. 

CULTURAL AND PSYCHOLOGICAL COMPONENTS OF 
SEXUALLY TRANSMITTED INFECTIONS 
Nurses should always address a woman’s psychosocial well-being whenever a diagnosis of any 
STI is given. The woman may be afraid or embarrassed to tell her partner and ask him or her to 
seek treatment. In some instances the woman may be afraid that telling her partner may place her 
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in danger of escalating abuse. The nurse can empathize with the woman’s feelings and suggest 
specific ways of talking with partners that will help decrease her anxiety and assist in efforts to 
control infection (Mittal, Senn, & Carey, 2011). Nurses implementing STI prevention strategies 
must also acknowledge the possible role of violence in increasing women’s risk as a barrier to 
practicing safer sex. Even brief interventions in the health care settings are not only feasible but 
also potentially lifesaving for women experiencing violence in their lives (Laughon, Sutherland, 
& Parker, 2011). 

STIs know no gender, class, racial, ethnic, or social barriers—all individuals are vulnerable if 
exposed to the infectious organism. The problem of STIs has still not been tackled adequately on 
a global scale, and until this is done, numbers worldwide will continue to increase. Nurses 
working with women from diverse cultures need to be cognizant of effective methods of STI 
prevention (see Box 5.2). 

BOX 5.2: SEXUALLY TRANSMITTED INFECTIONS IN 
DIVERSE CULTURES 
Nurses working with women from diverse cultures need to be cognizant of effective methods of 
STI prevention. In a recent CDC study, greater prevention intervention efficacy was observed in 
studies that specifically targeted females of different cultures that used gender- or culture-
specific materials, used female deliverers, addressed empowerment issues, provided skills 
training in condom use and negotiation of safer sex, and used role-playing to teach negotiation 
skills. The incidence of STIs was reduced significantly (Davidson, 2011). To truly maximize the 
impact of behavioral interventions and risk reduction programs, nurses must adjust for social and 
cultural differences within any diverse population group they care for. 

Racial minorities continue to face severe disparities in all reportable STIs, but African 
Americans are the group most impacted. Gonorrhea (discussed later in this chapter) rates among 
African Americans are higher than those for any other racial or ethnic group and 15 times higher 
than that of Caucasians (NIAID, 2011b). Nurses cannot ignore the glaring racial disparities in 
rates of STIs. Research has shown that socioeconomic barriers to quality health care and higher 
overall prevalence of STIs within minority communities contribute to this pervasive threat. It is 
imperative that the health care team work together to improve access to effective STI prevention 
and treatment services in local communities for those who need it the most. 

Given the high value some cultures place on virginity and fidelity, a diagnosis of a STI can be 
devastating to the woman and her family. Even to suggest a test for STIs can appear 
inappropriate or offensive. When a client must be screened for STIs, explaining the need 
carefully and not revealing to other family members that testing has occurred are essential 
(Pequegnat & Bell, 2011). To maximize the impact of behavioral interventions and risk 
reduction programs, the nurse must adjust for social and cultural differences within all diverse 
populations. 

SEXUALLY TRANSMITTED INFECTIONS AND ADOLESCENTS 
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An estimated two thirds of all STIs occur among persons under the age of 25 (Stamm, Miranda, 
& McGregor, 2011). Because of biologic and behavioral factors, adolescents are at particularly 
high risk for acquiring STIs and for the serious, long-term, potentially life-altering sequelae that 
can develop from undiagnosed, untreated infections. Each year 5 million cases of STIs occur 
among teenagers (CDC, 2011k). In the United States, teens who are sexually active experience 
high rates of STIs, and some groups are at higher risk, including African American youths, 
abused youths, homeless youths, young men having sex with men, and gay, lesbian, bisexual, 
and transgendered youths. High-risk factors in adolescents include having multiple or new sexual 
partners and not using condoms for any number of reasons. Inexperience with condoms also can 
lead to more condom accidents, such as breakage caused by storage in a hot environment, 
opening packages with teeth, using long fingernails to put condoms on, slippage if the wrong 
size condom is used, or failure to hold the condom while withdrawing. Furthermore, some 
adolescents are unwilling to disclose their sexual activity. If symptoms of an STI develop, they 
may misperceive them as normal, consequently delaying medical treatment (Stamm et al., 
2011). Healthy People 2020 (U.S. Department of Health & Human Services [USDHHS], 2010) 
provides science-based, 10-year national objectives for improving the health of all Americans. 
For three decades, Healthy People has established benchmarks and monitored progress over 
time. One specific Healthy People 2020 goal that applies to this chapter is to promote healthy 
sexual behaviors, strengthen community capacity, and increase access to quality services to 
prevent STIs and their complications. 

An important feature of Healthy People 2020 is its emphasis on responsibility. People need to 
accept responsibility for their lifestyle choices and behaviors. This personal responsibility is 
especially important for sexually active adolescents because they contract the highest rate of 
STIs as a result of making poor choices (Mattson & Smith, 2011). Objective “Increase the 
proportion of sexually active persons aged 15 to 19 years who use condoms to both effectively 
prevent pregnancy and provide barrier protection against disease,” addresses this personal 
responsibility focus (USDHHS, 2010). 

Healthy People 2020’s emphasis on personal responsibility gives adolescents a role in the 
quality of their lives and the length of healthy life they may have by making the right choices and 
engaging in nonrisky behaviors. 

Biologic and behavioral factors place teenagers at high risk. Female adolescents are more 
susceptible to STIs than males due to their anatomy. During adolescence and young 
adulthood, women’s columnar epithelial cells are especially sensitive to invasion by sexually 
transmitted organisms, such as chlamydia and gonococci, because they extend out over the 
vaginal surface of the cervix, where they are unprotected by cervical mucus; these cells 
recede to a more protected location as women age. Behaviorally, adolescents and young 
adults tend to think they are invincible and deny the risks of their behavior. This risky 
behavior exposes them to STIs and HIV/AIDS. Adolescents frequently have unprotected 
intercourse, they engage in partnerships of limited duration, and they face many obstacles 
that prevent them from using the health care system. 

TABLE 5.2: COMMON STIs 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

Chlamydia 

Curable STI 

Seen 
frequently 
among 
sexually 
active 
adolescents 
and young 
adults 

Sexually 
active 
adolescents 
should be 
screened at 
least 
annually. 

Chlamydia 
trachomatis (b
acteria) 

Vaginal, 
anal, oral 
sex, and 
by 
childbirth 

Culture 
fluid 
from 
urethral 
swabs 
in males 
or 
endocer
vical 
swabs 
for 
females 
and 
conjunct
ival 
secretio
ns in 
neonate
s 

May be 
asymptomatic 

Dysuria 

Vaginal 
discharge 
(mucus or pus) 

Endocervicitis 

May lead to 
pelvic 
inflammatory 
disease, ectopic 
pregnancy, and 
infertility 

Can cause 
inflammation of 
the rectum and 
lining of the 
eye 
(conjunctivitis) 

Can infect the 
throat from oral 
sexual contact 
with an infected 
partner 

May be 
asympto
matic 

Dysuria 

Penile 
discharge 
(mucus or 
pus) 

Urethral 
tingling 

May lead 
to 
epididymi
tis 
(inflamm
ation of 
the 
epididymi
s, the 
tubular 
structure 
that 
connects 
the 
testicle 
with the 
vas 
deferens) 
and 
sterility 

Can cause 
inflammat
ion of the 
rectum 
and lining 
of the eye 

Azithromyci
n 
(Zithromax) 

Doxycycline 
(Vibramycin
) 

Erythromyci
n (EES) 

Ofloxacin 
(Floxin) 

Sexual 
partners need 
evaluation, 
testing, and 
treatment 
also. 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

(conjuncti
vitis) 

Can infect 
the throat 
from oral 
sexual 
contact 
with an 
infected 
partner 

Gonorrhea 

Curable STI 

Client is often 
co-infected 
with Chlamyd
ia 
trachomatis 

Neisseria 
gonorrhoeae (b
acteria) 

Vaginal, 
anal, oral 
sex, and 
by 
childbirth 

Staining 
samples 
directly 
for the 
bacteriu
m, 
detectio
n of 
bacterial 
genes or 
DNA in 
urine, 
and 
growing 
the 
bacteria 
in 
laborato
ry 
cultures 

More 
than one 
test may 
be used. 

May be 
asymptomatic 
or no 
recognizable 
symptoms until 
serious 
complications 
such as pelvic 
inflammatory 
disease 

Dysuria 

Urinary 
frequency 

Vaginal 
discharge 
(yellow, foul) 

Dyspareunia 

Endocervicitis 

Arthritis 

May lead to 
pelvic 
inflammatory 
disease, ectopic 

Most 
produce 
symptoms 
but can be 
asympto
matic 

Dysuria 

Penile 
discharge 
(pus) 

Arthritis 

May lead 
to 
epididymi
tis and 
sterility 

Symptom
s of rectal 
infection 
include 
discharge, 
anal 
itching, 
and 
occasiona
l painful 

Usually a 
single dose 
of one of the 
following: 

Cefixime 
(Suprax) 

Ciprofloxaci
n (Cipro) 

Ceftriaxone 
(Rocephin) 

Ofloxacin 
(Floxin) 
Levofloxacin 
(Levaquin) 

No Floxin 
or Cipro if 
<18 yr or 
pregnant! 

Azithromyci
n 
(Zithromax) 

Doxycycline 
(Vibramycin
) 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

pregnancy, and 
infertility 

Symptoms of 
rectal infection 
include 
discharge, anal 
itching, and 
occasional 
painful bowel 
movements 
with fresh 
blood. 

bowel 
movemen
ts with 
fresh 
blood. 

Usually will 
be treated for 
co-infection 
with 
chlamydia, 
so a 
combination 
is given 
(e.g., 
ceftriaxone 
and 
doxycycline)
. 

Sexual 
partners need 
evaluation, 
testing, and 
treatment 
also. 

Genital 
Herpes 

Lifelong 
recurrent viral 
disease 

Most people 
have not been 
diagnosed. 

There is no 
cure. 

Herpes simplex 
virus II (HSV 
II) 

Having 
sexual 
contact 
(vaginal, 
oral, or 
anal) 
with 
someone 
who is 
shedding 
the 
herpes 
virus 
either 
during an 
outbreak 
or during 
a period 
with no 

Visual 
inspecti
on and 
sympto
ms or 
culture 

Virologi
c and 
type-
specific 
serologi
c tests 
can tell 
if 
herpes 
simplex 
virus II 
is 
present 

Blister-like 
genital lesions 

Dysuria 

Fever, 
headache, 
muscle aches 

Blister-
like 
genital 
lesions 

Dysuria 

Fever, 
headache, 
muscle 
aches 

Acyclovir 
(Zovirax) 

Other 
antivirals 

DOES NOT 
CURE, just 
controls 
symptoms 

Sexual 
partners 
benefit from 
evaluation 
and 
counseling. 
If 
symptomatic
, they need 
treatment. If 



ESSENTIALS of Maternity, Newborn, & Women’s Health 
Nursing - THIRD EDITION       Susan Scott Ricci, ARNP, MSN, MEd 

Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

symptom
s 

Can be 
transmitt
ed 
through 
close 
skin-to-
skin 
contact 

but does 
not 
confirm 
genital 
herpes, 
though 
most 
provider
s will 
assume 
a 
positive 
HSV II 
means 
genital 
herpes. 

asymptomati
c, offer 
testing and 
education. 

Syphilis Treponema 
pallidum (spiro
chete bacteria) 

Sexual 
contact 
with an 
infected 
person 

Blood 
tests 

Venerea
l 
Disease 
Researc
h 
Laborat
ory 
(VDRL)
, Rapid 
Plasma 
Reagin 
(RPR), 
and 
trepone
mal 
tests 
(e.g., 
fluoresc
ent 
trepone

Disease is 
divided into 
four stages: 

Primary 
infection 

•  Chancre 
on place of 
entrance of 
bacteria 
(usually 
vulva or 
vagina but 
can develop 
in other 
parts of the 
body) 

Secondary 
infection 

•  Maculopap
ular rash 
(hands & 
feet) 

Disease is 
divided 
into four 
stages: 

Primary 
infection 

•  Chan
cre on 
place 
of 
entran
ce of 
bacteri
a 
(usuall
y on 
penis 
but 
can 
develo
p in 
other 

Penicillin G 
inj. (if 
penicillin 
allergy, 
doxycycline 
or 
erythromyci
n) 

Sexual 
partners need 
evaluation 
and testing. 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

mal 
antibod
y 
absorbe
d [FTA-
ABS]) 
can lead 
to a 
presump
tive 
diagnosi
s. 

Dark-
field 
examina
tion and 
direct 
fluoresc
ent 
antibod
y tests 
of 
lesion 
exudate 
or tissue 
provide 
definitiv
e 
diagnosi
s of 
early 
syphilis. 

•  Sore throat 
•  Lymphade

nopathy 
•  Flu-like 

symptoms 
Latent infection 

•  No 
symptoms 

•  No longer 
contagious 

•  Many 
people if not 
treated will 
suffer no 
further signs 
and 
symptoms. 

Some people 
will go on to 
develop tertiary 
or late syphilis. 

Tertiary 
infections 

•  Tumors of 
skin, bones 
& liver 

•  CNS 
symptoms 

•  CV 
symptoms 

•  Usually 
not 
reversible at 
this stage 

parts 
of the 
body) 

Secondar
y, latent, 
and 
tertiary 
infections 

All 
similar to 
female 
symptoms 

Trichomonia
sis 

Trichomonas 
vaginalis (prot
ozoan) 

Vaginal 
intercour
se with 
an 

Microsc
opic 
evaluati
on of 

Many women 
have symptoms 
but some may 

Most 
infected 
men are 

Metronidazo
le (Flagyl) 

Sexual 
partners need 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

infected 
partner 

vaginal 
secretio
ns or 
culture 

be 
asymptomatic. 

asympto
matic. 

Dysuria 

Penile 
discharge 
(watery, 
white) 

evaluation, 
testing, and 
treatment 
also. 

    May be 
picked up 
from 
direct 
genital 
contact 
with 
damp or 
moist 
objects, 
such as 
towels, 
wet 
clothing, 
or a toilet 
seat 

  Dysuria 

Urinary 
frequency 

Vaginal 
discharge 
(yellow, green, 
or gray & foul 
odor) 

Dyspareunia 

Irritation or 
itching of 
genital area 

    

Genital 
Warts (condy
lomata 
acuminata) 

One of the 
most common 
STIs in the 
United States 

Could lead to 
cancers of the 
cervix, vulva, 

Human 
papillomavirus 

Vaginal, 
anal, or 
oral sex 
with an 
infected 
partner 

Visual 
inspecti
on 

Abnorm
al Pap 
smear 
may 
indicate 
cervical 
infectio
n of 
HPV. 

Wart-like 
lesions that are 
soft, moist, or 
flesh colored 
and appear on 
the vulva and 
cervix and 
inside and 
surrounding the 
vagina and anus 

Sometimes 
appear in 
clusters that 

Wart-like 
lesions 
that are 
soft, 
moist, or 
flesh 
colored 
and 
appear on 
the 
scrotum 
or penis 

May 
disappear 
without 
treatment 

Treatment is 
aimed at 
removing the 
lesions rather 
than HPV 
itself 

No optimal 
treatment has 
been 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

vagina, anus, 
or penis 

No cure; 
warts can be 
removed but 
virus remains 

resemble 
cauliflower-like 
bumps, and are 
either raised or 
flat, small or 
large 

Sometime
s appear 
in clusters 
that 
resemble 
cauliflow
er-like 
bumps, 
and are 
either 
raised or 
flat, small 
or large 

identified, 
but there are 
several ways 
to treat them 
depending 
on size and 
location. 
Most 
methods rely 
on chemical 
or physical 
destruction 
of the lesion: 

Imiquimod 
cream 20% 

Podophyllin 
antimitotic 
solution 
0.5% 

Podofilox 
solution 5% 

5-
fluorouracil 
cream 
Trichloroace
tic acid 
(TCA) 

Small warts 
can be 
removed by: 

•  Freezin
g 
(cryosurg
ery) 

•  Burning 
(electroca
utery) 
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Disease 
Causative 
Organism 

Transmi
ssion 
Mode 

Diagnos
tic 
Testing 

Female 
Symptoms 

Male 
Symptom
s Treatment 

•  Laser 
treatment 

Large warts 
that have not 
responded to 
treatment 
may be 
removed 
surgically. 

Adapted from Centers for Disease Control and Prevention [CDC]. (2010f). Sexually 
transmitted diseases treatment guidelines 2010. Retrieved 
from http://www.cdc.gov/std/treatment/2010/toc.htm; and King, T. L., & Brucker, M. C. 
(2011). Pharmacology for Women’s health. Sudbury, MA: jones & Bartlett. 

Nursing Management 
Prevention of STIs among adolescents is critical. Health care providers have a unique 
opportunity to provide counseling and education to their clients. Nurses working with 
adolescents need to convey their willingness to discuss sexual habits, and any interactions with 
clients need to be direct and nonjudgmental. 

5-2: HEALTHY PEOPLE 2020 

Healthy People 2020 

STIs & Adolescents Nursing Significance 

STD-1 Reduce the proportion of adolescents 
with Chlamydia trachomatis infections. 

STD-3 Increase the proportion of sexually active 
adolescents enrolled in Medicaid plans that are 
screened for genital Chlamydia infections during the 
measurement year. 

STD-4 Increase the proportion of adolescents 
enrolled in commercial health insurance plans that 

Educate adolescents that abstinence is 
the only way to completely avoid 
contracting sexually transmitted 
infections. 

Encourage adolescents to postpone 
initiation of sexual intercourse for as 
long as possible. For teens who have 
already had sexual intercourse, 
encourage abstinence at this point. 

http://www.cdc.gov/std/treatment/2010/toc.htm
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Healthy People 2020 

STIs & Adolescents Nursing Significance 

are screened for genital Chlamydia infections during 
the measurement year. 

STD-5 Reduce the proportion of adolescents who 
have ever required treatment for pelvic inflammatory 
disease (PID). 

Encourage adolescents to minimize their 
lifetime number of sexual partners. 

Encourage adolescents always to use 
condoms if participating in any sexual 
act. 

Provide an open and confidential 
environment so adolescents will report 
symptoms and seek treatment earlier. 

Healthy People objectives based on data from http://www.healthypeople.gov. 

Nurses can provide effective guidance and promote sexual health so that primary or repeat 
infections can be avoided. Adolescents bear disproportionate burdens when it comes to STIs, so 
education is needed to help them protect their reproductive futures. Specific actions to take 
include the following: 

•  Encourage the client to complete antibiotic prescriptions (specific management for each 
type of STI is discussed below). 

•  Adapt the style and content of any message to the client’s developmental level. 
•  Identify risk factors and risk behaviors and guide the client to develop specific 

individualized actions of prevention. 
•  Encourage adolescents to postpone initiation of sexual intercourse for as long as possible, 

but if they choose to have sexual intercourse, explain the necessity of using barrier methods, 
such as male and female condoms (Teaching Guidelines 5.1). For teens who have already 
had sexual intercourse, the clinician can encourage abstinence at this point. If adolescents 
are sexually active, they should be directed to teen clinics and contraceptive options should 
be explained. In areas where specialized teen clinics are not available, nurses should feel 
comfortable discussing sexuality, safety, and contraception with teens. Encourage 
adolescents to minimize their lifetime number of sexual partners, to use barrier methods 
consistently and correctly, and to be aware of the connection between drug and alcohol use 
and the incorrect use of barrier methods. Table 5.3 discusses barriers to condom use and 
means to overcome them. 

 

Teaching Guidelines 5.1: PROPER CONDOM USE 
•  Use latex condoms. 
•  Use a new condom with each act of sexual intercourse. Never reuse a condom. 
•  Handle condoms with care to prevent damage from sharp objects such as fingernails and 

teeth. 

http://www.healthypeople.gov/
https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid11937
https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid11998
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•  Ensure condom has been stored in a cool, dry place away from direct sunlight. Do not store 

condoms in wallet or automobile or anywhere they would be exposed to extreme 
temperatures. 

•  Do not use a condom if it appears brittle, sticky, or discolored. These are signs of aging. 
•  Put condom on before any genital contact. 
•  Put condom on when penis is erect. Ensure it is placed so it will readily unroll. 
•  Hold the tip of the condom while unrolling. Ensure there is a space at the tip for semen to 

collect, but make sure no air is trapped in the tip. 
•  Ensure adequate lubrication during intercourse. If external lubricants are used, use only 

water-based lubricants such as KY jelly with latex condoms. Oil-based or petroleum-based 
lubricants, such as body lotion, massage oil, or cooking oil, can weaken latex condoms. 

•  Withdraw while penis is still erect, and hold condom firmly against base of penis. 
Adapted from Pickering, L. K. (Ed.). (2009). Red book: AAP report of the Committee on 
Infectious Diseases (29th ed.). Elk Grove Village, IL: American Academy of Pediatrics; and 
Public Health Agency of Canada (2010). Canadian guidelines on sexually transmitted 
infections. Retrieved from http://www.phac-aspc.gc.ca/std-mts/sti-its/pdf/401mts-
prisencharge-eng.pdf. 

TABLE 5.3: BARRIERS TO CONDOM USE AND MEANS TO 
OVERCOME THEM 

Perceived Barrier Intervention Strategy 

Decreases sexual pleasure 
(sensation) Note: Often 
perceived by those who have 
never used a condom. 

•  Encourage client to try. 
•  Put a drop of water-based lubricant or saliva inside the 

tip of the condom or on the glans of the penis before 
putting on the condom. 

•  Try a thinner latex condom or a different brand or more 
lubrication. 

Decreases spontaneity of sexual 
activity 

•  Incorporate condom use into foreplay. 
•  Remind client that peace of mind may enhance pleasure 

for self and partner. 

Embarrassing, juvenile, 
“unmanly” 

•  Remind client that it is “manly” to protect himself and 
others. 

Poor fit (too small or too big, 
slips off, uncomfortable) 

•  Smaller and larger condoms are available. 

Requires prompt withdrawal 
after ejaculation 

•  Reinforce the protective nature of prompt withdrawal 
and suggest substituting other postcoital sexual activities. 

http://www.phac-aspc.gc.ca/std-mts/sti-its/pdf/401mts-prisencharge-eng.pdf
http://www.phac-aspc.gc.ca/std-mts/sti-its/pdf/401mts-prisencharge-eng.pdf
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Perceived Barrier Intervention Strategy 

Fear of breakage may lead to 
less vigorous sexual activity. 

•  With prolonged intercourse, lubricant wears off and the 
condom begins to rub. Have a water-soluble lubricant 
available to reapply. 

Nonpenetrative sexual activity •  Condoms have been advocated for use during fellatio; 
unlubricated condoms may prove best for this purpose due 
to the taste of the lubricant. 

•  Other barriers, such as dental dams or an unlubricated 
condom, can be cut down the middle to form a barrier; 
these have been advocated for use during certain forms of 
nonpenetrative sexual activity (e.g., cunnilingus and 
anolingual sex). 

Allergy to latex •  Polyurethane male and female condoms are available. 
•  A natural skin condom can be used together with a latex 

condom to protect the man or woman from contact with 
latex. 

Adapted from Public Health Agency of Canada. (2010). Canadian guidelines on sexually transmitted 
infections. Retrieved from http://www.phac-aspc.gc.ca/std-mts/sti-its/pdf/401mts-prisencharge-
eng.pdf. 

Think back to Sandy, who was introduced at the beginning of the chapter. How should the nurse handle 
Sandy’s anxious state? What specific questions should the nurse ask Sandy to determine the source of 
the possible infection in her genital area? 

INFECTIONS CHARACTERIZED BY VAGINAL DISCHARGE 
Vaginitis is a generic term that means inflammation and infection of the vagina. Vaginitis 
has hundreds of causes, but more often than not the cause is infection by one of three 
organisms: 

•  Candida, a fungus 
•  Trichomonas, a protozoan 
•  Gardnerella, a bacterium 
The complex balance of microbiologic organisms in the vagina is a key element in the 
maintenance of health. Subtle shifts in the vaginal environment may allow organisms with 
pathologic potential to proliferate, causing infectious symptoms. 

 
The nurse’s role in managing vaginitis is one of primary prevention and education to limit 
recurrences of these infections. Primary prevention begins with changing the sexual 
behaviors that place women at risk for infection. In addition to assessing women for the 
common signs and symptoms and risk factors, the nurse can help women to avoid vaginitis 

http://www.phac-aspc.gc.ca/std-mts/sti-its/pdf/401mts-prisencharge-eng.pdf
http://www.phac-aspc.gc.ca/std-mts/sti-its/pdf/401mts-prisencharge-eng.pdf
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or to prevent a recurrence by teaching them to take the precautions highlighted 
in Teaching Guidelines 5.2. 

 Teaching Guidelines 5.2: PREVENTING VAGINITIS 
•  Avoid douching to prevent altering the vaginal environment. 
•  Use condoms to avoid spreading the organism. 
•  Avoid tights, nylon underpants, and tight clothes. 
•  Wipe from front to back after using the toilet. 
•  Avoid powders, bubble baths, and perfumed vaginal sprays. 
•  Wear clean cotton underpants. 
•  Change out of wet bathing suits as soon as possible. 
•  Become familiar with the signs and symptoms of vaginitis. 
•  Choose to lead a healthy lifestyle. 

GENITAL/VULVOVAGINAL CANDIDIASIS (VVC) 
Genital/vulvovaginal candidiasis is one of the most common causes of vaginal discharge. It is also 
referred to as yeast, monilia, and a fungal infection. It is not considered an STI because Candida is a 
normal constituent in the vagina and becomes pathologic only when the vaginal environment becomes 
altered. An estimated 75% of women will have at least one episode of vulvovaginal candidiasis, and 40% 
to 50% will have two or more episodes in their lifetime (CDC, 2010c). 

Therapeutic Management 
Treatment of candidiasis includes one of the following medications: 

•  Miconazole (Monistat) cream or suppository 
•  Clotrimazole (Mycelex) tablet or cream 
•  Terconazole (Terazol) cream or intravaginal suppository 
•  Fluconazole (Diflucan) oral tablet (CDC, 2010f) 
Most of the above medications are used intravaginally in the form of a cream, tablet, or suppositories 
used for 3 to 7 days. If fluconazole (Diflucan) is prescribed, a 150-mg oral tablet is taken as a single dose. 

Topical azole preparations are effective in the treatment of vulvovaginal candidiasis, relieving symptoms 
and producing negative cultures in 80% to 90% of women who complete therapy (CDC, 2010f). If 
vulvovaginal candidiasis is not treated effectively during pregnancy, the newborn can develop an oral 
infection known as thrush during the birth process; that infection must be treated with a local azole 
preparation after birth. 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid12164
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Nursing Assessment 
Assess the client’s health history for predisposing factors for vulvovaginal candidiasis, which include: 

•  Pregnancy 
•  Use of oral contraceptives with high estrogen content 
•  Use of broad-spectrum antibiotics 
•  Diabetes mellitus 
•  Obesity 
•  Use of steroid and immunosuppressive drugs 
•  HIV infection 
•  Wearing tight, restrictive clothes and nylon underpants 
•  Trauma to vaginal mucosa from chemical irritants or douching 
Assess the client for clinical manifestations of genital/vulvovaginal candidiasis. Typical symptoms, which 
can worsen just before menses, include: 

•  Pruritus 
•  Vaginal discharge (thick, white, curd-like) 
•  Vaginal soreness 
•  Vulvar burning 
•  Erythema in the vulvovaginal area 
•  Dyspareunia 
•  External dysuria 
 

Figure 5.1 shows the typical appearance of vulvovaginal candidiasis. 

FIGURE 5.1 
Vulvovaginal candidiasis. (Asset 
provided by Anatomical Chart Co.) 
Speculum examination will 
reveal white plaques on the 
vaginal walls. The vaginal pH 
remains within normal range. 
Definitive diagnosis is made by a 
wet smear, which reveals the 
filamentous hyphae and spores 
characteristic of a fungus when 
viewed under a microscope. 

Nursing Management 
Teach the following preventive measures to women with frequent vulvovaginal candidiasis infections: 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid12334
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•  Reduce dietary intake of simple sugars and soda. 
•  Wear white, 100% cotton underpants. 
•  Avoid wearing tight pants or exercise clothes with spandex. 
•  Shower rather than taking tub baths. 
•  Wash with a mild, unscented soap and dry the genitals gently. 
•  Avoid the use of bubble baths or scented bath products. 
•  Wash underwear in unscented laundry detergent and hot water. 
•  Dry underwear in a hot dryer to kill the yeast that clings to the fabric. 
•  Remove wet bathing suits promptly. 
•  Practice good body hygiene. 
•  Avoid vaginal sprays/deodorants. 
•  Avoid wearing pantyhose (or cut out the crotch to allow air circulation). 
•  Use white, unscented toilet paper and wipe from front to back. 
•  Avoid douching (which washes away protective vaginal mucus). 
•  Avoid the use of superabsorbent tampons (use pads instead). 

TRICHOMONIASIS 
Trichomoniasis is another common vaginal infection that causes a discharge. The woman may be 
markedly symptomatic or asymptomatic. Men are asymptomatic carriers. Although this infection is 
localized, there is increasing evidence of preterm birth, premature rupture of membranes, low-birth-
weight infants, postpartum endometritis, and infertility in women with this vaginitis (CDC, 
2010h). Trichomonas vaginalis is an ovoid, single-cell protozoan parasite that can be observed under the 
microscope making a jerky swaying motion. In the United States, an estimated 3.7 million people have 
the infection, but only about 30% develop any symptoms of trichomoniasis. Infection is more common 
in women than in men, and older women are more likely than younger women to have been infected 
(CDC, 2010h). 

Therapeutic Management 
A single 2-g dose of oral metronidazole (Flagyl) or tinidazole (Tindamax) for both partners is a common 
treatment for this infection. Sex partners of women with trichomoniasis should be treated to avoid 
recurrence of infection. 

Nursing Assessment 
Assess the client for clinical manifestations of trichomoniasis, which include: 

•  A heavy yellow/green or gray frothy or bubbly discharge 
•  Vaginal pruritus and vulvar soreness 
•  Dyspareunia 
•  A cervix that may bleed on contact 
•  Dysuria 

o  Vaginal odor, described as foul 
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o  Vaginal or vulvar erythema 

•  Petechiae on the cervix 
Figure 5.2 shows the typical appearance of trichomoniasis. 

 
FIGURE 5.2 

Trichomoniasis. (Asset provided by Anatomical Chart Co.) 
 
The diagnosis is confirmed when a motile flagellated trichomonad is visualized under the 
microscope. In addition, a vaginal pH of greater than 4.5 is a typical finding. U.S. Food and 
Drug Administration (FDA)–approved tests for trichomoniasis in women include the OSOM 
Trichomonas Rapid Test (Genzyme Diagnostics, Cambridge, MA), an 
immunochromatographic capillary flow dipstick technology, and the Affirm VPIII (Becton 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid12475
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Dickinson, San Jose, CA), a nucleic acid probe test that evaluates for T. vaginalis, G. 
vaginalis, and C. albicans. Each of these tests, which are performed on vaginal secretions, 
has a sensitivity of >83% and a specificity of >97%. Both tests are considered point-of-care 
diagnostics (CDC, 2010f). 

Bacterial Vaginosis 
A third common infection of the vagina is bacterial vaginosis, caused by the gram-
negative bacillus Gardnerella vaginalis. It is the most prevalent cause of vaginal discharge 
or malodor, but up to 50% of women are asymptomatic. Bacterial vaginosis is a sexually 
associated infection characterized by alterations in vaginal flora in which lactobacilli in the 
vagina are replaced with high concentrations of anaerobic bacteria. The cause of the 
microbial alteration is not fully understood but is associated with having multiple sex 
partners, douching, and lack of vaginal lactobacilli (CDC, 2010b). Research suggests that 
bacterial vaginosis is associated with preterm labor, premature rupture of membranes, 
chorioamnionitis, postpartum endometritis, and pelvic inflammatory disease (PID)] (CDC, 
2010b). 

Therapeutic Management 
Treatment for bacterial vaginosis includes oral metronidazole (Flagyl) or clindamycin (Cleocin) 
cream. Treatment of the male partner has not been beneficial in preventing recurrence because 
sexual transmission of bacterial vaginosis has not been proven (CDC, 2010f). 

Nursing Assessment 
Assess the client for clinical manifestations of bacterial vaginosis. Primary symptoms are a thin, 
white homogeneous vaginal discharge and a characteristic “stale fish” odor. Figure 5.3 shows 
the typical appearance of bacterial vaginosis. 

 
FIGURE 5.3 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid12519
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Bacterial vaginosis. (Illustration provided by Anatomical Chart Co. Photograph from Sweet, R. L., & Gibbs, R. S. 
[2005]. Atlas of infectious diseases of the female genital tract. Philadelphia, PA: Lippincott Williams & Wilkins.) 
 

To diagnose bacterial vaginosis, three of the following four criteria must be met: 

•  Thin, grayish white homogeneous vaginal discharge 
•  Vaginal pH > 4.5 
•  Positive “whiff test” (secretion is mixed with a drop of 10% potassium hydroxide on a 

slide, producing a characteristic stale fishy odor) 
•  The presence of clue cells on wet-mount examination (CDC, 2010b) 
 

 
INFECTIONS CHARACTERIZED BY CERVICITIS 
Cervicitis is a catchall term that implies the presence of inflammation or infection of the 
cervix. It is used to describe everything from symptomless erosions to an inflamed cervix 
that bleeds on contact and produces quantities of purulent discharge containing organisms 
not ordinarily found in the vagina. Cervicitis is usually caused by gonorrhea or chlamydia, as 
well as almost any pathogenic bacterial agent and a number of viruses. The treatment of 
cervicitis involves the appropriate therapy for the specific organism that has caused it. 

CHLAMYDIA 
Chlamydia is the most common bacterial STI in the United States. The CDC (2011a) estimates that 2.8 
million new cases occur each year; the highest predictor for the infection is age. The highest rates of 
infection are among those aged 15 to 19, mainly because their sexual relations are often unplanned and 
are sometimes the result of pressure or force, and typically happen before they have the experience and 
skills to protect themselves. The rates are highest among this group regardless of demographics or 
location (CDC, 2011a). The young have the most to lose from acquiring STIs, because they will suffer the 
consequences the longest and might not reach their full reproductive potential. The most common risk 
factors associated with chlamydia are age <25 years, recent change in sexual partner or multiple sexual 
partners, poor socioeconomic conditions, single status, and lack of use of barrier contraception (Struble, 
2011). 

Asymptomatic infection is common among both men (50%) and women (70%). Men primarily develop 
urethritis. In women, chlamydia is linked with cervicitis, acute urethral syndrome, salpingitis, chronic 
pelvic pain, dysuria, ectopic pregnancy, PID, and infertility (Star, 2011). Chlamydia causes half of the 1 
million recognized cases of PID in the United States each year, and treatment costs run over $701 million 
yearly. The CDC recommends yearly chlamydia testing of all sexually active women aged 25 or younger, 
older women with risk factors for chlamydial infections (those who have a new sex partner or multiple 
sex partners), and all pregnant women (CDC, 2011a). 
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Chlamydia trachomatis is the bacterium that causes chlamydia. It is an intracellular parasite that cannot 
produce its own energy and depends on the host for survival. It is often difficult to detect, and this can 
pose problems for women due to the long-term consequences of untreated infection. Untreated 
chlamydia has been linked to increased incidence and severity of sequelae, such as PID and infertility in 
women. After a single chlamydial infection, the risk of developing PID is estimated to be approximately 
20% to 30%, and the risk of developing tubal infertility is estimated to be approximately 10% to 20% 
(Stamm et al., 2011). Moreover, lack of treatment provides more opportunity for the infection to be 
transmitted to sexual partners. Newborns delivered to infected mothers may develop conjunctivitis, 
which occurs in 1% to 12% of all newborns. Ophthalmia neonatorum is an acute mucopurulent 
conjunctivitis occurring in the first month of birth. It is essentially an infection acquired during vaginal 
delivery. The most frequent infectious agents involved in are Chlamydia trachomatis and Neisseria 
gonorrhoeae (Zuppa, D’Andrea, Catenazzi, Scorrano, & Romagnoli, 2011). 

Therapeutic Management 
Antibiotics are usually used in treating this STI. The CDC treatment options for chlamydia include 
doxycycline (Vibramycin) 100 mg orally twice a day for 7 days or azithromycin (Zithromax) 1 g orally in a 
single dose. Because of the common co-infection of chlamydia and gonorrhea, a combination regimen of 
ceftriaxone (Rocephin) with doxycycline or azithromycin is prescribed frequently (CDC, 2010f). 
Additional CDC guidelines for client management include annual screening of all sexually active women 
aged 20 to 25 years old, screening of all high-risk people, and treatment with antibiotics effective 
against both gonorrhea and chlamydia for anyone diagnosed with a gonococcal infection (CDC, 2010f). 

Except in pregnant women, test-of-cure (repeat testing 3 to 4 weeks after completing therapy) is not 
recommended for women treated with the recommended or alterative regimens, unless therapeutic 
compliance is in question, symptoms persist, or reinfection is suspected (CDC, 2010f). 

Nursing Assessment 
Assess the health history for significant risk factors for chlamydia, which may include: 

•  Being an adolescent 
•  Having multiple sex partners 
•  Having a new sex partner 
•  Engaging in sex without using a barrier contraceptive (condom) 
•  Using oral contraceptives 
•  Being pregnant 
•  Having a history of another STI (Star, 2011) 
Assess the client for clinical manifestations of chlamydia. The majority of women (70%) are 
asymptomatic (CDC Grand Rounds, 2011). If the client is symptomatic, clinical manifestations include: 

•  Mucopurulent vaginal discharge 
•  Urethritis 
•  Bartholinitis 
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•  Endometritis 
•  Salpingitis 
•  Dysfunctional uterine bleeding 
The diagnosis can be made by urine testing or swab specimens collected from the endocervix or vagina. 
Culture, direct immunofluorescence, enzyme immunoassay (EIA), or nucleic acid amplification methods 
by polymerase chain reaction or ligase chain reaction (DNA probe, such as GenProbe or Pace2) are 
highly sensitive and specific when used on urethral and cervicovaginal swabs. They can also be used with 
good sensitivity and specificity on first-void urine specimens (Struble, 2011). The chain reaction tests are 
the most sensitive and cost effective. The CDC (2010f) strongly recommends screening of asymptomatic 
women at high risk in whom infection would otherwise go undetected. 

Chlamydia is an important preventable cause of infertility and other adverse reproductive health 
outcomes. Effective prevention interventions are available to reduce the burden of chlamydia and its 
sequelae, but they are underutilized. Although many prevention programs are available, improvements 
can be made in raising awareness about chlamydia, increasing screening coverage, and enhancing 
partner services. In addition, nurses can focus their efforts on reaching disproportionately affected 
racial/ethnic groups. To break the cycle of chlamydia transmission in the United States, health care 
providers should encourage annual chlamydia screening for all sexually active females less than 25 years 
old, maximize use of effective partner treatment services, and rescreen infected females and males 3 
months after treatment (CDC Grand Rounds, 2011). 

GONORRHEA 
Gonorrhea is a serious and potentially very severe bacterial infection. It is the second most commonly 
reported infection in the United States. Gonorrhea is highly contagious and is a reportable infection to 
the health department authorities. Gonorrhea increases the risk for PID, infertility, ectopic pregnancy, 
and HIV acquisition and transmission (CDC, 2011g). It is rapidly becoming more and more resistant to 
cure. In the United States, over 700,000 new gonorrhea infections occur annually (CDC, 2011g). In 
common with all other STIs, it is an equal-opportunity infection—no one is immune to it, regardless of 
race, creed, gender, age, or sexual preference. 

The cause of gonorrhea is an aerobic gram-negative intracellular diplococcus, Neisseria gonorrhoeae. 
The site of infection is the columnar epithelium of the endocervix. Gonorrhea is almost exclusively 
transmitted by sexual activity. In pregnant women, gonorrhea is associated with chorioamnionitis, 
premature labor, premature rupture of membranes, and postpartum endometritis (Johnson, Ghanem, 
Zenilman, & Erbelding, 2011). It can also be transmitted to the newborn in the form of ophthalmia 
neonatorum during birth by direct contact with gonococcal organisms in the cervix. Ophthalmia 
neonatorum is highly contagious and if untreated leads to blindness in the newborn. 

Therapeutic Management 
The treatment of choice for uncomplicated gonococcal infections is cefixime (Suprax) 400 mg orally in a 
single dose or ceftriaxone (Rocephin) 250 mg intramuscularly in a single dose. Azithromycin (Zithromax) 
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1 g orally as a single dose or doxycycline (Vibramycin) 100 mg orally twice daily for 7 days should 
accompany all gonococcal treatment regimens if chlamydial infection is not ruled out (CDC, 2010f). 
Pregnant women should not be treated with quinolones or tetracyclines. Pregnant women with a 
positive test for gonorrhea should be treated with the same recommended single dose of ceftriaxone 
with either azithromycin or amoxicillin (CDC, 2010f). To prevent gonococcal ophthalmia neonatorum, a 
prophylactic agent should be instilled into the eyes of all newborns; this procedure is required by law in 
most states. Erythromycin or tetracycline ophthalmic ointment in a single application is recommended 
(CDC, 2010f). 

With use of recommended treatment, follow-up testing to document eradication of gonorrhea is no 
longer recommended. Instead, rescreening in 2 to 3 months to identify reinfection is suggested (CDC, 
2010f). 

Nursing Assessment 
Assess the client’s health history for risk factors, which may include low socioeconomic status, living in 
an urban area, single status, inconsistent use of barrier contraceptives, age under 20 years old, and 
multiple sex partners. Assess the client for clinical manifestations of gonorrhea, keeping in mind that 
70% of women infected with gonorrhea are totally symptom-free (Star, 2011). Because women are so 
frequently asymptomatic, they are regarded as a major factor in the spread of gonorrhea. If symptoms 
are present, they might include: 

•  Abnormal vaginal discharge 
•  Dysuria 
•  Cervicitis 
•  Abnormal vaginal bleeding 
•  Bartholin’s abscess 
•  PID 
•  Neonatal conjunctivitis in newborns 
•  Mild sore throat (for pharyngeal gonorrhea) 
•  Rectal infection (asymptomatic) 
•  Perihepatitis (Stamm et al., 2011) 
Sometimes a local gonorrhea infection is self-limiting (there is no further spread), but usually the 
organism ascends upward through the endocervical canal to the endometrium of the uterus, further on 
to the fallopian tubes, and out into the peritoneal cavity. When the peritoneum and the ovaries become 
involved, the condition is known as PID (discussed later in this chapter). The scarring to the fallopian 
tubes is permanent. This damage is a major cause of infertility and is a possible contributing factor in 
ectopic pregnancy (Behrman, 2011). 

If gonorrhea remains untreated, it can enter the bloodstream and produce a disseminated gonococcal 
infection. This severe form of infection can invade the joints (arthritis), the heart (endocarditis), the 
brain (meningitis), and the liver (toxic hepatitis). Figure 5.4 shows the typical appearance of gonorrhea. 

 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid12708
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FIGURE 5.4 
Gonorrhea. (From Gorbach, S. L., et al. [2004]. Infectious diseases. 
Philadelphia, PA: Lippincott Williams & Wilkins.) 
 

The CDC recommends screening for all women at risk for 
gonorrhea. Pregnant women should be screened at the first 
prenatal visit and again at 36 weeks of gestation. Nucleic acid 
hybridization tests (GenProbe) are used for diagnosis. Any 
woman suspected of having gonorrhea should be tested for 
chlamydia also because co-infection (45%) is extremely 
common (CDC, 2011a). 

Nursing Management of Chlamydia 
and Gonorrhea 
The prevalence of chlamydia and gonorrhea is increasing dramatically, and these infections can have 
long-term effects on people’s lives. Sexual health is an important part of a person’s physical and mental 
health, and nurses have a professional obligation to address it. Be particularly sensitive when addressing 
STIs because women are often embarrassed, feel guilty or angry, or may even be fearful of outcomes 
related to telling partners about the diagnosis (see earlier section on the cultural and psychological 
impacts of STI diagnosis). There is still a social stigma attached to STIs, so women need to be reassured 
about confidentiality. 

The nurse’s knowledge about chlamydia and gonorrhea should include treatment strategies, referral 
sources, and preventive measures. The nurse should be skilled at client education and counseling and be 
comfortable talking with, and advising, women diagnosed with these infections. Provide education 
about risk factors for these infections. High-risk groups include single women, women younger than 25 
years old, African American women, women with a history of STIs, those with new or multiple sex 
partners, those with inconsistent use of barrier contraception, and women living in communities with 
high infection rates (Bennett & Domachowske, 2011). Assessment involves taking a health history that 
includes a comprehensive sexual history. Ask about the number of sex partners and the use of safer sex 
techniques. Review previous and current symptoms. Emphasize the importance of seeking treatment 
and informing sex partners. The four-level P-LI-SS-IT model (Box 5.3) can be used to determine 
interventions for various women because it can be adapted to the nurse’s level of knowledge, skill, and 
experience. Of utmost importance is the willingness to listen and show interest and respect in a 
nonjudgmental manner. 

BOX 5.3: THE P-LI-SS-IT MODEL 
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• P Permission—gives the woman permission to talk about her experience 
• LI Limited Information—information given to the woman about STIs 
•  Factual information to dispel myths about STIs 
•  Specific measures to prevent transmission 
•  Ways to reveal information to her partners 
•  Physical consequences if the infections are untreated 
• SS Specific Suggestions—an attempt to help women change their behavior to prevent 

recurrence and prevent further transmission of the STI 
• IT Intensive Therapy—involves referring the woman or couple for appropriate treatment 

elsewhere based on their life circumstances 
Adapted from Annon, J. S. (1976). The PLISSIT model: A proposed conceptual scheme for the behavioral 
treatment of sexual problems. Journal of Sex Education Therapy, 2, 1–15. 

In addition to meeting the health needs of women with chlamydia and gonorrhea, the nurse is 
responsible for educating the public about the increasing incidence of these infections. This 
information should include high-risk behaviors associated with these infections, signs and 
symptoms, and the treatment modalities available. Stress that both of these STIs can lead to 
infertility and long-term sequelae. Teach safer sex practices to people in nonmonogamous 
relationships. Know the physical and psychosocial responses to these STIs to prevent 
transmission and the disabling consequences. Nurses must also inform their pregnant clients that 
they should avoid quinolones or tetracyclines to prevent risks associated with malformation of 
teeth, bones, and joints in the fetus and possible hepatotoxicity and pancreatitis in the mother 
(Walker & Sweet, 2011). 

INFECTIONS CHARACTERIZED BY GENITAL ULCERS 
In the United States, the majority of young, sexually active clients who have genital ulcers have 
genital herpes, syphilis, or chancroid. The frequency of each condition differs by geographic area 
and client population; however, genital herpes is the most prevalent of these diseases (CDC 
2010f). More than one of these diseases can be present in a client who has genital ulcers. All 
three of these diseases have been associated with an increased risk for HIV infection. Not all 
genital ulcers are caused by STIs. 

GENITAL HERPES SIMPLEX 
Genital herpes is a recurrent, lifelong viral infection. The CDC (2010d) estimates that 50 million 
Americans have genital herpes simplex virus (HSV) infection, with a half million new cases 
annually. 

Genital herpes is more common among females (1 out of 4) than males (1 out of 8). Two 
serotypes of HSV have been identified: HSV-1 (usually not sexually transmitted) and HSV-2 
(sexually transmitted). Today, approximately 10% of genital herpes infections are thought to be 
caused by HSV-1 and 90% by HSV-2. Approximately 80% of individuals infected with genital 
herpes are asymptomatic and unaware of being infected with the virus (Matteucci & Grose, 
2011). HSV-1 causes the familiar fever blisters or cold sores on the lips, eyes, and face. HSV-2 
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invades the mucous membranes of the genital tract and is known as herpes genitalis. Most 
persons infected with HSV-2 have not been diagnosed. 

The herpes simplex virus is transmitted by contact of mucous membranes or breaks in the skin 
with visible or nonvisible lesions. Most genital herpes infections are transmitted by individuals 
unaware that they have an infection. Many have mild or unrecognized infections but still shed 
the herpes virus intermittently. HSV is transmitted primarily by direct contact with an infected 
individual who is shedding the virus. Kissing, sexual contact, and vaginal delivery are means of 
transmission. 

Having sex with an infected partner places the individual at risk for contracting HSV. After the 
primary outbreak, the virus remains dormant in the nerve cells for life, resulting in periodic 
recurrent outbreaks. Recurrent genital herpes outbreaks are triggered by precipitating factors 
such as emotional stress, menses, ultraviolet light exposure, illness, surgery, fatigue, genital 
trauma, immunosuppression and sexual intercourse, but more than half of recurrences occur 
without a precipitating cause. Immunocompromised women have more frequent and more severe 
recurrent outbreaks than normal hosts. A genital herpes infection during pregnancy can cause a 
spontaneous abortion, preterm labor, microcephaly, low-birth-weight infant, chorioretinitis, 
and/or neonatal HSV infection (Snow, 2011). 

Living with genital herpes can be difficult due to the erratic, recurrent nature of the infection, the 
location of the lesions, the unknown causes of the recurrences, and the lack of a cure. Upon 
diagnosis, clients have important concerns related not to the physical nature of the disease but to 
the social consequences, including transmission and the impact on their sex life. Further, the 
stigma associated with this infection may affect the individual’s feelings about herself and her 
interaction with partners. Potential psychosocial consequences may include emotional distress, 
isolation, fear of rejection by a partner, fear of transmission of the disease, loss of confidence, 
and altered interpersonal relationships (Alexander, LaRosa, Bader, & Garfield, 2010). 

Along with the increase in the incidence of genital herpes has been an increase in neonatal HSV 
infections, which are associated with a high incidence of mortality and morbidity. The risk of 
neonatal infection with a primary maternal outbreak is between 30% and 50%; it is less than 1% 
with a recurrent maternal infection (CDC, 2010d). 

Therapeutic Management 
No cure exists, but antiviral drug therapy helps to reduce or suppress symptoms, shedding, and 
recurrent episodes. Advances in treatment with acyclovir (Zovirax) 400 mg orally three times 
daily for 7 to 10 days, famciclovir (Famvir) 250 mg orally three times daily for 7 to 10 days, or 
valacyclovir (Valtrex) 1 g orally twice daily for 7 to 10 days have resulted in an improved 
quality of life for those infected with HSV. However, these drugs neither eradicate latent virus 
nor affect the risk, frequency, or severity of recurrences after the drug is discontinued (CDC, 
2010f). Suppressive therapy is recommended for individuals with six or more recurrences per 
year. The natural course of the disease is for recurrences to be less frequent over time. 

The management of genital herpes includes antiviral therapy. The safety of antiviral therapy has 
not been established during pregnancy. 
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Therapeutic management also includes counseling regarding the natural history of the disease, 
the risk of sexual and perinatal transmission, and the use of methods to prevent further spread. 
The following guidelines can help the nurse when delivering information in a time-limited 
environment: (1) Use all available client reading materials; (2) have another knowledgeable staff 
member in the office who can spend extra time with women who need it; (3) refer clients to good 
and accurate websites such as the American Social Health Association website (refer 

to  for additional information); (4) know the phone numbers of herpes support 
groups in your area; (5) educate the client to abstain from all sexual activity until HSV lesions 
resolve; (6) use good handwashing technique to prevent spread; (7) educate that there is no cure, 
and that practicing safer sex (using condoms) with every sex act is essential to prevent 
transmission; and (8) encourage all clients to inform their current sex partners that they have 
genital herpes and to inform future partners before initiating a sexual relationship. Finally, many 
experts recommend a sympathetic, nonjudgmental approach. The nurse can state in clear terms 
that having herpes does not change the core of the person or make the person less worthwhile 
(Barnack-Tavlaris, Reddy, & Ports, 2011). 

Nursing Assessment 
Assess the woman for risk factors, which may include having unprotected sexual intercourse, 
multiple sexual partners, lower socioeconomic status, a history of STI, and increasing age 
(Snow, 2011). Assess the client for clinical manifestations of HSV. Clinical manifestations can 
be divided into the primary episode and recurrent infections. The first or primary episode is 
usually the most severe, with a prolonged period of viral shedding. Primary HSV is a systemic 
disease characterized by multiple painful vesicular lesions, mucopurulent discharge, 
superinfection with candida, fever, chills, malaise, dysuria, headache, genital irritation, inguinal 
tenderness, and lymphadenopathy. The lesions in the primary herpes episode are frequently 
located on the vulva, vagina, and perineal areas. The vesicles will open and weep and finally 
crust over, dry, and disappear without scar formation (Fig. 5.5). This viral shedding process 
usually takes up to 2 weeks to complete. 
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FIGURE 5.5 

Genital herpes simplex. (Illustration provided by Anatomical Chart Co. Photograph courtesy of Stephen Ludwig, MD.) 
Recurrent infection episodes may occur five to eight times per year and are usually much milder 
with fewer lesions and shorter in duration than the primary one. Tingling, itching, pain, unilateral 
genital lesions, and a more rapid resolution of lesions are characteristics of recurrent infections. 
Recurrent herpes is a localized disease characterized by typical HSV lesions at the site of initial 
viral entry. Recurrent herpes lesions are fewer in number and less painful and resolve more 
rapidly (Gardella, 2011). 

Diagnosis of HSV is often based on clinical signs and symptoms and is confirmed by viral 
culture of fluid from the vesicle. Papanicolaou (Pap) smears are an insensitive and nonspecific 
diagnostic test for HSV and should not be relied on for diagnosis. 

SYPHILIS 
Syphilis is a complex, curable bacterial infection caused by the spirochete Treponema pallidum. 
It is a serious systemic disease that can lead to disability and death if untreated. About 2.1 
million pregnant women have active syphilis every year. Without screening and treatment, 69% 
of these women will have an adverse outcome to their pregnancy (Hawkes, Matin, Broutet, & 
Low, 2011). Rates of syphilis in the United States are increasing, especially among young adults 
and African Americans in urban areas and in the South (CDC, 2010g). The World Health 
Organization (WHO) (2011c) estimates that the rates of maternal syphilis and subsequent 
neonatal mortality and morbidity easily exceed that of other neonatal infections, especially 
among lower socioeconomic classes, aboriginal and black cultures, and sex trade workers. It 
continues to be one of the most important STIs both because of its biologic effect on HIV 
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acquisition and transmission and because of its impact on infant health (Follett & Clarke, 2011). 
Following a systematic review of evidence in 2009, the U.S. Preventive Services Task Force 
(USPSTF) (2010) reaffirmed its recommendation that clinicians screen all pregnant women for 
syphilis infection at their first prenatal visit. For women in high-risk groups, repeat serology 
testing may be necessary in the third trimester and at birth (USPSTF, 2010). 

The syphilis spirochete rapidly penetrates intact mucous membranes or microscopic lesions in 
the skin and within hours enters the lymphatic system and bloodstream to produce a systemic 
infection long before the appearance of a primary lesion. The site of entry may be vaginal, rectal, 
or oral (Follett & Clarke, 2011). The syphilis spirochete can cross the placenta at any time during 
pregnancy. One out of every 10,000 infants born in the United States has congenital syphilis 
(CDC, 2010g). Maternal infection consequences for the newborn include spontaneous abortion, 
prematurity, stillbirth, and multisystem failure of the heart, lungs, spleen, liver, and pancreas, as 
well as structural bone damage, nervous system involvement, and intellectual disability (Hawkes 
et al., 2011). 

Therapeutic Management 
Fortunately, an effective treatment is available for syphilis. Penicillin G, administered by either 
the intramuscular or intravenous route, is the preferred drug for all stages of syphilis. For 
pregnant or nonpregnant women with syphilis of less than 1 year’s duration, the CDC (2010f) 
recommends 2.4 million units of benzathine penicillin G intramuscularly in a single dose. If the 
syphilis is of longer duration (more than 1 year) or of unknown duration, a dose of 2.4 million 
units of benzathine penicillin G is given intramuscularly once a week for 3 weeks. The 
preparations used, the dosage, and the length of treatment depend on the stage and clinical 
manifestations of disease (CDC, 2010f). Other medications, such as doxycycline, are available if 
the client is allergic to penicillin. 

Women should be reevaluated at 6 and 12 months after treatment for primary or secondary 
syphilis with additional serologic testing. Women with latent syphilis should be followed 
clinically and serologically at 6, 12, and 24 months (Euerle, Chandrasekar, & Diaz, 2011). 

Nursing Assessment 
Assess the client for any clinical manifestations of syphilis. If untreated, syphilis is a lifelong 
infection progressing in orderly staging. The five stages of syphilis infection are (1) primary, (2) 
secondary, (3) early latent, (4) late latent, and (5) tertiary. The primary, secondary, and early 
latent stages are considered the most infectious: the estimated risk of per person transmission is 
60%. Furthermore, in these stages the fetus is at higher risk of acquiring maternal infections 
(WHO, 2011c). Primary syphilis is characterized by a chancre (painless ulcer) at the site of 
bacterial entry that will disappear within 1 to 6 weeks without intervention (Fig. 5.6). Motile 
spirochetes are present on dark-field examination of ulcer exudate. In addition, painless bilateral 
adenopathy is present during this highly infectious period. If left untreated, the infection 
progresses to the secondary stage. Secondary syphilis appears 2 to 6 months after the initial 
exposure and is manifested by flu-like symptoms and a maculopapular rash of the trunk, palms, 
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and soles. Alopecia and adenopathy are both common during this stage. In addition to rashes, 
secondary syphilis may present with symptoms of fever, pharyngitis, weight loss, and fatigue 
(Follett & Clarke, 2011). The secondary stage of syphilis lasts about 2 years. Once the secondary 
stage subsides, the latency periods (early and late) begin. These stages are characterized by the 
absence of any clinical manifestations of disease, although the serology is positive. This stage 
can last as long as 20 years. If not treated, tertiary or late syphilis occurs, with life-threatening 
heart disease and neurologic disease that slowly destroys the heart, with inflammation of the 
aorta, eyes, brain, central nervous system, and skin. 

 
FIGURE 5.6 

Chancre of primary syphilis. (From Sweet, R. L., & Gibbs, R. S. [2005]. Atlas of infectious diseases of 
the female genital tract. Philadelphia, PA: Lippincott Williams & Wilkins.) 

Clients with a diagnosis of HIV or another STI should be screened for syphilis, and all pregnant women 
should be screened at their first prenatal visit. Serologic testing for syphilis is evaluated by using both 
nontreponemal and treponemal tests. Nontreponemal tests measure immunoglobulin M (IgM) and 
immunoglobulin G (IgG). Although these tests are less specific, they are commonly used for primary 
screening because they are rapid to perform and inexpensive. The most commonly used nontreponemal 
tests are the rapid plasma regain (RPR) and the Venereal Disease Research Laboratory (VDRL) tests. 
Treponemal tests detect treponema-specific immunoglobulin A (IgA), IgM, and IgG antibodies giving 
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these tests greater accuracy. Current treponemal tests include the EIA, fluorescent treponemal antibody 
absorption (FTA-ABS), T. pallidum agglutination assay (TPPA), and T. pallidum hemagglutination assay 
(TPHA) (Follett & Clarke, 2011). 

A presumptive diagnosis can be made by using two serologic tests: 

•  Nontreponemal tests (VDRL and RPR) 
•  Treponemal tests (FTA-ABS and TP-PA). Dark-field microscopic examinations and direct 

fluorescent antibody tests of lesion exudate or tissue are the definitive methods for 
diagnosing early syphilis (CDC, 2010g). 

Nursing Management of Herpes and Syphilis 
Genital ulcers from either herpes or syphilis can be devastating to women, and the nurse can be 
instrumental in helping her through this difficult time. Referral to a support group may be helpful. 
Address the psychosocial aspects of these STIs with women by discussing appropriate coping skills, 
acceptance of the lifelong nature of the condition (herpes), and options for treatment and 
rehabilitation. Nurses can help to ameliorate the misery, morbidity, and mortality associated with STIs 
through safe, accurate, sensitive, and supportive care. Teaching Guidelines 5.3 highlights appropriate 
teaching points for the client with genital ulcers. 

 Teaching Guidelines 5.3: CARING FOR GENITAL 
ULCERS 
•  Abstain from intercourse during the prodromal period and when lesions are present. 
•  Wash hands with soap and water after touching lesions to avoid autoinoculation. 
•  Use comfort measures such as wearing nonconstricting clothes, wearing cotton 

underwear, urinating in water if urination is painful, taking lukewarm sitz baths, and air-
drying lesions with a hair dryer on low heat. 

•  Avoid extremes of temperature such as ice packs or hot pads to the genital area as well as 
application of steroid creams, sprays, or gels. 

•  Use condoms with all new or noninfected partners. 
•  Inform health care professionals of your condition. 

Pelvic Inflammatory Disease 
Pelvic inflammatory disease (PID) refers to an inflammatory state of the upper female genital tract and 
nearby structures. The fallopian tubes, ovaries, or peritoneum may be involved and endometriosis may 
also be present. PID results from an ascending polymicrobial infection of the upper female reproductive 
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tract, frequently caused by untreated chlamydia or gonorrhea (Fig. 5.7). Annually in the United States, 
the CDC (2011i) estimates that more than 750,000 women experience an episode of acute PID. Up to 
10% to 15% of these women may become infertile as a result of PID. A large proportion of the ectopic 
pregnancies occurring every year are due to the consequences of PID (CDC, 2011i). It is a serious health 
problem in the United States, costing an estimated $10 billion annually in terms of hospitalizations and 
surgical procedures (Sontheimer, 2011). All sexually active women are at risk of PID, but common risk 
factors include age less than 25 years old, residence in an inner city, multiple sexual partners, sex with a 
new partner, insertion of an intrauterine contraceptive (IUC) within the past 6 weeks, vaginal douching, 
history of STI in the woman or her partner, lack of barrier contraceptive use, and a previous episode of 
PID. Women of African or African Caribbean ethnicity also have a higher reported prevalence of the 
condition (Harrison, 2011). Complications include fibrosis, scarring, loss of tubal function, ectopic 
pregnancy, pelvic abscess, infertility, recurrent or chronic episodes of the disease, chronic abdominal 
pain, pelvic adhesions, and depression (Satterwhite et al., 2011). Because of the seriousness of the 
complications of PID, an accurate diagnosis is critical. 

 
FIGURE 5.7 
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Pelvic inflammatory disease. Chlamydia or gonorrhea spreads up the vagina into the uterus and then to the fallopian 
tubes and ovaries. 

Therapeutic Management 
Broad-spectrum antibiotic therapy is generally required to cover chlamydia, gonorrhea, and/or any 
anaerobic infection. Parenteral cephalosporin in a single injection with doxycycline 100 mg twice a day 
for 14 days is the current CDC recommendation (Campos-Outcalt, 2011). PID in pregnancy is uncommon, 
but a combination of cefotaxime, azithromycin, and metronidazole for 14 days may be used. 
Tetracyclines and quinolones should be avoided (Harrison, 2011). The client is treated on an ambulatory 
basis with a single-dose injectable antibiotic or is hospitalized and given antibiotics intravenously. The 
decision to hospitalize a woman is based on clinical judgment and the severity of her symptoms (e.g., 
severely ill with high fever, a tubo-ovarian abscess is suspected, woman is immunocompromised or 
presents with protracted vomiting). Treatment then includes intravenous antibiotics, increased oral 
fluids to improve hydration, bed rest, and pain management. Follow-up is needed to validate that the 
infectious process is gone to prevent the development of chronic pelvic pain. 

Nursing Assessment 
Nursing assessment of the woman with PID involves a complete health history and assessment of clinical 
manifestations, physical examination, and laboratory and diagnostic testing. 

Health History and Clinical Manifestations 
Explore the client’s current and past medical health history for risk factors for PID, which may include: 

•  Adolescence or young adulthood 
•  Nonwhite female 
•  Having multiple sex partners 
•  Early onset of sexual activity 
•  History of PID or STI 
•  Sexual intercourse at an early age 
•  Alcohol or drug use 
•  Having intercourse with a partner who has untreated urethritis 
•  Recent insertion of an IUC 
•  Nulliparity 
•  Cigarette smoking 
•  Recent termination of pregnancy 
•  Lack of consistent condom use 
•  Lack of contraceptive use 
•  Douching 
•  Prostitution 
Assess the client for clinical manifestations of PID, keeping in mind that, because of the wide variety of 
clinical manifestations of PID, clinical diagnosis can be challenging. To reduce the risk of missed 
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diagnosis, the CDC has established criteria for the diagnosis of PID. Minimal criteria (all must be present) 
are lower abdominal tenderness, adnexal tenderness, and cervical motion tenderness. Additional 
supportive criteria that support a diagnosis of PID are: 

•  Abnormal cervical or vaginal mucopurulent discharge 
•  Oral temperature above 101° F (38.3° C) 
•  Elevated erythrocyte sedimentation rate (inflammatory process) 
•  Elevated C-reactive protein level (inflammatory process) 
•  N. gonorrhoeae or C. trachomatis infection documented (causative bacterial organism) 
•  White blood cells on saline vaginal smear 
•  Prolonged or increased menstrual bleeding 
•  Dysmenorrhea 
•  Dysuria 
•  Painful sexual intercourse 
•  Nausea 
•  Vomiting (CDC, 2011e) 

Physical Examination and Laboratory and Diagnostic Tests 
Inspect the client for presence of fever (usually over 101° F [38.3° C]) or vaginal discharge. Palpate the 
abdomen, noting tenderness over the uterus or ovaries. Laparoscopy is the current criterion standard 
for the diagnosis of PID. No single test is highly specific or sensitive for the disease, but certain 
laboratory studies that can be used to support the diagnosis include the erythrocyte sedimentation rate, 
C-reactive protein, and chlamydial and gonococcal DNA probes and cultures (Shepherd, 2011). 

Nursing Management 
If the woman with PID is hospitalized, maintain hydration via intravenous fluids if necessary and 
administer analgesics as needed for pain. Semi-Fowler’s positioning facilitates pelvic drainage. A key 
element to treatment of PID is education to prevent recurrence. Depending on the clinical setting 
(hospital or community clinic) where the nurse encounters the woman diagnosed with PID, a risk 
assessment should be done to ascertain what interventions are appropriate to prevent a recurrence. To 
gain the woman’s cooperation, explain the various diagnostic tests needed. Discuss the implications of 
PID and the risk factors for the infection; her sexual partner should be included if possible. Sexual 
counseling should include practicing safer sex, limiting the number of sexual partners, using barrier 
contraceptives consistently, avoiding vaginal douching, considering another contraceptive method if she 
has an IUC and has multiple sexual partners, and completing the course of antibiotics prescribed 
(Shepherd, 2011). Review the serious sequelae that may occur if the condition is not treated or if the 
woman does not comply with the treatment plan. Ask the woman to have her partner go for evaluation 
and treatment to prevent a repeat infection. Provide nonjudgmental support while stressing the 
importance of barrier contraceptive methods and follow-up care. Teaching Guidelines 5.4 gives further 
information related to PID prevention. 
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Teaching Guidelines 5.4: PREVENTING PELVIC 
INFLAMMATORY DISEASE 
•  Advise sexually active girls and women to insist their partners use condoms. 
•  Discourage routine vaginal douching, as this may lead to bacterial overgrowth. 
•  Encourage regular STI screening. 
•  Emphasize the importance of having each sexual partner receive antibiotic treatment. 
 

VACCINE-PREVENTABLE STIs 
Some STIs can be effectively prevented through preexposure vaccination. Vaccines are 
under development or are undergoing clinical trials for certain STIs, including HIV and 
HSV. However, the only vaccines currently available are for prevention of hepatitis A, 
hepatitis B, and human papillomavirus infection. Vaccination efforts focus largely on 
integrating the use of these available vaccines into STI prevention and treatment activities 
(CDC, 2011l). 

Human Papillomavirus 
Human papillomavirus (HPV) is the most common viral infection in the United States, affecting 
more than 6.2 million individuals each year (CDC, 2011h). Genital warts or condylomata (Greek 
for “warts”) are caused by HPV. Conservative estimates suggest that in the United States, 
approximately 20 million people have productive HPV infection, and 5.5 million Americans 
acquire it annually (CDC, 2011h). Clinical studies have confirmed that HPV is the cause of 
essentially all cases of cervical cancer, which is the fourth most common cancer in women in the 
United States, following lung, breast, and colorectal cancer. Every year in the United States, 
about 12,000 women are diagnosed with cervical cancer, and about 4,000 women die from this 
disease. About 1% of sexually active U.S. men and women have genital warts at any given time 
(American Cancer Society [ACS], 2011). HPV-mediated oncogenesis is responsible for up to 
95% of cervical squamous cell carcinomas and nearly all preinvasive cervical neoplasms (CDC, 
2011h). More than 40 types of HPV can infect the genital tract. Types 16, 18, 31, and 35 are 
associated with cervical dysplasia and may contribute to the development of anal, cervical, 
penile, and cancers (ACS, 2011). HPV is most prevalent in young women between the ages of 20 
and 24 years old, followed closely by the 15- to 19-year-old age group (Gearhart, Randall, & 
Buckley, 2011). 

Nursing Assessment 
Nursing assessment of the woman with HPV involves a complete health history and 
assessment of clinical manifestations, physical examination, and laboratory and diagnostic 
testing. 
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Health History and Clinical Manifestations 
Assess the client’s health history for risk factors for HPV, which include having multiple sex 
partners, age (15 to 25 years), sex with a male who has had multiple sexual partners, and first 
intercourse at age 16 or younger (Dailey, 2011). Risk factors contributing to the development of 
cervical cancer include smoking, few or no screenings for cervical cancer, multiple sex partners, 
immunosuppressed state, long-term contraceptive use (more than 2 years), co-infection with 
another STI, pregnancy, nutritional deficiencies, and early onset of sexual activity (Gearhart et 
al., 2011). 

Assess the client for clinical manifestations of HPV. Most HPV infections are asymptomatic, 
unrecognized, or subclinical. Visible genital warts usually are caused by HPV types 6 or 11. In 
addition to the external genitalia, genital warts can occur on the cervix and in the vagina, urethra, 
anus, and mouth. Depending on the size and location, genital warts can be painful, friable, and 
pruritic, although most are typically asymptomatic (Fig. 5.8). The strains of HPV associated with 
genital warts are considered low risk for development of cervical cancer, but other HPV types 
(16, 18, 31, 33, and 35) have been strongly associated with cervical cancer (CDC, 2011h) 
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 FIGURE 5.8 

Genital warts. (Illustration provided by Anatomical Chart Co. Photograph from Gorbach, S. L., et al. 
[2004]. Infectious diseases. Philadelphia, PA: Lippincott Williams & Wilkins.) 



ESSENTIALS of Maternity, Newborn, & Women’s Health 
Nursing - THIRD EDITION       Susan Scott Ricci, ARNP, MSN, MEd 
 

Physical Examination and Laboratory and Diagnostic Tests 
Clinically, visible warts are diagnosed by inspection. The warts are fleshy papules with a warty, granular 
surface. Lesions can grow very large during pregnancy, affecting urination, defecation, mobility, and 
descent of the fetus (CDC, 2011h). Large lesions, which may resemble cauliflowers, exist in coalesced 
clusters and bleed easily. 

Serial Pap smears are performed for low-risk women. These regular Pap smears will detect the cellular 
changes associated with HPV. The FDA has recently approved an HPV test as a follow-up for women who 
have an ambiguous Pap test. In addition, this HPV test may be a helpful addition to the Pap test for 
general screening of women aged 30 and over. The HPV test is a diagnostic test that can determine the 
specific HPV strain, which is useful in discriminating between low-risk and high-risk HPV types. A 
specimen for testing can be obtained with a fluid-phase collection system such as Thin Prep. The HPV 
test can identify 13 of the high-risk types of HPV associated with the development of cervical cancer and 
can detect high-risk types of HPV even before there are any conclusive visible changes to the cervical 
cells. If the test is positive for the high-risk types of HPV, the woman should be referred for colposcopy 
(Cadman, 2011). 

Upon physical examination, it is determined that Sandy has genital warts. The nurse finds out that Sandy 
engaged in high-risk behavior with a stranger she “hooked up” with recently at college. She couldn’t 
imagine that he would give her a STI because “he looked so clean-cut.” She wonders how she could 
possibly have genital warts. What information should be given to Sandy about STIs in general? What 
specific information about HPV should be stressed? 

Therapeutic Management 
There is currently no medical treatment or cure for HPV. Instead, therapeutic management focuses 
heavily on prevention through the use of the HPV vaccine and education and on the treatment of lesions 
and warts caused by HPV. The FDA has approved two HPV vaccines to prevent cervical cancer: Cervarix 
and Gardasil. The CDC’s Advisory Committee on Immunization Practices (ACIP) has recommended the 
vaccine for routine administration to 11- and 12-year-old girls and boys. The ACIP also endorsed the use 
of a HPV vaccine for girls and boys as young as age 9 and recommended that women between the ages 
of 13 and 26 receive the vaccination series, which consists of three injections over 6 months. Both are 
prophylactic HPV vaccines designed primarily for cervical cancer prevention. Cervarix is effective against 
HPV-16, -18, -31, -33, and -45, the five most common cancer-causing types, including most causes of 
adenocarcinoma for which we cannot screen adequately. Gardasil is effective against HPV-16, -18 and -
31, three common squamous cell cancer-causing types. In addition, Gardasil is effective against HPV-6 
and -11, causes of genital warts and respiratory papillomatosis. The most important determinant of 
vaccine impact to reduce cervical cancer is its duration of efficacy. To date, Cervarix’s efficacy is proven 
for 6.4 years and Gardasil’s for 5 years (CDC, 2011g). Prophylactic HPV vaccines are safe, well tolerated, 
and highly efficacious in preventing persistent infections and cervical diseases associated with vaccine-



ESSENTIALS of Maternity, Newborn, & Women’s Health 
Nursing - THIRD EDITION       Susan Scott Ricci, ARNP, MSN, MEd 
HPV types among young females. However, long-term efficacy and safety need to be addressed in the 
future (Beibel, Kumar, Castellsaguéé, & Giuliano, 2011). 

The vaccine is administered intramuscularly in three separate 0.5-mL doses. The first dose may be given 
to any individual 9 to 26 years old prior to infection with HPV. The second dose is administered 2 
months after the first, and the third dose is given 6 months after the initial dose. The deltoid region of 
the upper arm or anterolateral area of the thigh may be used. The most common vaccine side effects 
include pain, fainting, redness, and swelling at the injection site; fatigue; headache; muscle and joint 
aches; and gastrointestinal distress. Serious adverse events reported to the CDC include blood clots 
occurring in the heart, lungs, or legs, Guillain-Barréé syndrome, and less than 30 deaths (CDC, 2011g). 
Most client profiles had risk factors that may have attributed to these adverse events and not to the 
vaccine alone (CDC, 2011g). 

If the woman does not receive primary prevention with the vaccine, then secondary prevention would 
focus on education about the importance of receiving regular Pap smears and, for women over age 30, 
including an HPV test to determine whether the woman has a latent high-risk virus that could lead to 
precancerous cervical changes. Finally, treatment options for precancerous cervical lesions or genital 
warts caused by HPV are numerous and may include: 

•  Topical trichloroacetic acid (TCA) 80% to 90% 
•  Liquid nitrogen cryotherapy 
•  Topical imiquimod 5% cream (Aldara) 
•  Topical podophyllin 10% to 25% 
•  Laser carbon dioxide vaporization 
•  Client-applied Podofilox 0.5% solution or gel 
•  Simple surgical excision 
•  Loop electrosurgical excisional procedure (LEEP) 
•  Intralesional interferon therapy (National Institute of Allergy and Infectious Diseases 

[NIAID], 2011c) 
The goal of treating genital warts is to remove the warts and induce wart-free periods for the client. 
Treatment of genital warts should be guided by the preference of the client and available resources. No 
single treatment has been found to be ideal for all clients, and most treatment modalities appear to 
have comparable efficacy. Because genital warts can proliferate and become friable during pregnancy, 
they should be removed using a local agent. A cesarean birth is not indicated solely to prevent 
transmission of HPV infection to the newborn, unless the pelvic outlet is obstructed by warts (Gearhart 
et al., 2011). 

Nursing Management 
An HPV infection has many implications for the woman’s health, but most women are unaware of HPV 
and its role in cervical cancer. The average age of sexual debut is in early adolescence; therefore, it is 
important to target this population for use of the HPV/cervical cancer vaccine. 

Key nursing roles are teaching about prevention of HPV infection and promotion of vaccines and 
screening tests in order to reduce the morbidity and mortality associated with cervical cancer caused by 
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HPV infection. Teach all women that the only way to prevent HPV is to refrain from any genital contact 
with another individual. Although the effect of condoms in preventing HPV infection is unknown, latex 
condom use has been associated with a lower rate of cervical cancer. Teach women about the link 
between HPV and cervical cancer. Explain that, in most cases, there are no signs or symptoms of 
infection with HPV. Strongly encourage all young women between the ages of 9 and 26 to consider 
receiving the vaccine against HPV. For all women, promote the importance of obtaining regular Pap 
smears and, for women over age 30, suggest an HPV test to rule out the presence of a latent high-risk 
strain of HPV. 

Education and counseling are important aspects of managing women with genital warts. Teach the 
woman that: 

•  Even after genital warts are removed, HPV still remains and viral shedding will continue. 
•  The likelihood of transmission to future partners and the duration of infectivity after 

treatment for genital warts are unknown. 
•  The recurrence of genital warts within the first few months after treatment is common and 

usually indicates recurrence rather than reinfection (CDC, 2011g). 
Sandy is being treated for HPV and is anxious for her “things” to disappear and never return. What 
education is needed to prevent further transmission from Sandy to any future sexual partners? 

Hepatitis A and B 
Hepatitis is an acute, systemic, viral infection that can be transmitted sexually. The viruses associated 
with hepatitis or inflammation of the liver are hepatitis A, B, C, D, E, and G. Hepatitis A virus (HAV) is 
spread via the gastrointestinal tract. It can be acquired by drinking polluted water, by eating uncooked 
shellfish from sewage-contaminated waters or food handled by a hepatitis carrier with poor hygiene, 
and from oral/anal sexual contact. Person-to-person transmission through the fecal–oral route (i.e., 
ingestion of something that has been contaminated with the feces of an infected person) is the primary 
means of HAV transmission in the United States (CDC, 2011c). Most infections result from close personal 
contact with an infected household member or sex partner. A HAV infection produces a self-limited 
disease that does not result in chronic infection or chronic liver disease, but it can be easily passed on to 
others within the same household. 

The hepatitis B virus (HBV) is transmitted through saliva, blood serum, semen, menstrual blood, and 
vaginal secretions. HBV is transmitted through activities that involve percutaneous (i.e., puncture 
through the skin) or mucosal contact with infectious blood or body fluids (e.g., semen, saliva), including 
sex with an infected partner; injection drug use that involves sharing needles, syringes, or drug-
preparation equipment; birth to an infected mother; contact with the blood or open sores of an infected 
person; needlesticks or sharp instrument exposures; or sharing items such as razors or toothbrushes 
with an infected person. HBV is not spread through food or water, sharing eating utensils, breast-
feeding, skin-to-skin contact, coughing, or sneezing (CDC, 2011d). 

The WHO (2011a) estimates that globally about 2 billion people have been infected with HBV and that 
more than 350 million have chronic (long-term) liver infections as a result. Worldwide, hepatitis B has 
the highest death rate of any STI except HIV (WHO, 2011a). Risk factors for infection include having 
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multiple sex partners, engaging in unprotected receptive anal intercourse, and having a history of other 
STIs (CDC, 2011d). The most effective means to prevent the transmission of hepatitis A or B is 
preexposure immunization. Vaccines are available for the prevention of HAV and HBV, both of which can 
be transmitted sexually. Every person seeking treatment for an STI should be considered a candidate for 
HBV vaccination, and some individuals (e.g., men who have sex with men, and injection-drug users) 
should be considered for HAV vaccination (CDC, 2011d). 

Therapeutic Management 
Unlike other STIs, HAV and HBV are preventable through immunization. HAV is usually self-limiting and 
does not result in chronic infection. HBV can result in serious, permanent liver damage. Treatment is 
generally supportive. No specific treatment for acute HBV infection exists. 

Nursing Assessment 
Assess the client for clinical manifestations of hepatitis A and B. Hepatitis A produces flu-like 
symptoms with malaise, fatigue, anorexia, nausea, pruritus, fever, and upper right quadrant pain. 
Symptoms of hepatitis B are similar to those of hepatitis A, but with less fever and skin 
involvement. The diagnosis of hepatitis A cannot be made based on clinical manifestations alone 
and requires serologic testing. The presence of IgM antibody to HAV is diagnostic of acute HAV 
infection. Hepatitis B is detected by a blood test that looks for antibodies and proteins produced 
by the virus and is positively diagnosed by the presence of hepatitis B surface antigen (HBsAg) 
(Pyrsopoulos & Reddy, 2011). 

Nursing Management 
Nurses should encourage all women to be screened for hepatitis when they have their annual Pap 
smear, or sooner if high-risk behavior is identified. Nurses should also encourage women to 
undergo HBV screening at their first prenatal visit and repeat screening in the last trimester for 
women with high-risk behaviors to comply with USPSTF (2010) recommendations. Nurses can 
also explain that hepatitis B vaccine is given to all infants after birth in most hospitals. The 
vaccination consists of a series of three injections given within 6 months. The vaccine has been 
shown to be safe and well tolerated by most recipients (CDC, 2011d). Hepatitis A vaccine is 
strongly encouraged for children between 12 and 23 months of age; persons 1 year of age and 
older traveling to countries with a high prevalence of hepatitis A, such as Central or South 
America, Mexico, Asia, Africa, and eastern Europe; men who have sex with men; persons who 
use street drugs; and persons with chronic liver disease (CDC, 2011c). For others, hepatitis A 
vaccine series (two doses 6 months apart) may be started whenever a person is at risk of 
infection. 

Hepatitis C 
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Although hepatitis C virus (HCV) is not transmitted sexually, it deserves a brief mention here 
because injection-drug use by women places them at risk for it. Women at high risk include 
those with a history of injection-drug use and those with a history of blood transfusion before 
1992 (CDC, 2011e). The prevalence of HCV infection in pregnant women is approximately 1%. 
The majority of infected women are not aware they have HCV because they are not clinically ill. 
Perinatal transmission of HCV is relatively rare, except in women who are immunocompromised 
(e.g., have HIV/AIDS) (Mattson & Smith, 2011). 

ECTOPARASITIC INFECTIONS 
Ectoparasites are a common cause of skin rash and pruritus throughout the world, affecting 
persons of all ages, races, and socioeconomic groups. Overcrowding, delayed diagnosis and 
treatment, and poor public education contribute to the prevalence of ectoparasites in both 
industrial and nonindustrial nations. Approximately 300 million ectoparasitic cases are reported 
worldwide each year (CDC, 2011b). These infections include infestations of scabies and pubic 
lice. Because these parasites are easily passed from one person to another during sexual 
intimacy, clients should be assessed for them when receiving care for other STIs. Scabies is an 
intensely pruritic dermatitis caused by a mite. The female mite burrows under the skin and 
deposits eggs, which hatch. The lesions start as a small papule that reddens, erodes, and 
sometimes crusts. Diagnosis is based on history and appearance of burrows in the webs of the 
fingers and the genitalia (McCroskey & Rosh, 2011). Aggressive infestation can occur in 
immunodeficient, debilitated, or malnourished people, but healthy people do not usually suffer 
sequelae. 

Clients with pediculosis pubis (pubic lice) usually seek treatment because of the pruritus, 
because of a rash brought on by skin irritation from scratching, or because they notice lice or nits 
in their pubic hair, axillary hair, abdominal and thigh hair, and sometimes in the eyebrows, 
eyelashes, and beards. Infestation is usually asymptomatic until after a week or so, when bites 
cause pruritus and secondary infections from scratching (Fig. 5.9). Diagnosis is based on history 
and the presence of nits (small, shiny, yellow, oval, dewdrop-like eggs) affixed to hair shafts or 
lice (a yellowish, oval, wingless insect) (Guenther, Maguiness, & Austin, 2011). 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid13216
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 FIGURE 5.9 

Pubic lice. A small brown living crab louse is seen at the base of hairs (arrow). (From Goodheart, H. 
[2009]. Goodheart’s photoguide of common skin disorders. Philadelphia, PA: Lippincott Williams & 
Wilkins.) Treatment is directed at the infested area, using permethrin cream or lindane shampoo (CDC, 
2011b). Bedding and clothing should be washed in hot water to decontaminate it. Sexual partners 
should be treated also, as well as family members who live in close contact with the infected person. 

Nursing care of a woman infested with lice or scabies involves a three-tiered approach: eradicating the 
infestation with medication, removing nits, and preventing spread or recurrence by managing the 
environment. Over-the-counter products containing pyrethrins (RID, Triple X, Pronto, and Kwell) are safe 
for use and kill the active lice or mites. Nurses should provide education about these products (Teaching 
Guidelines 5.5). The nurse can follow these same guidelines to prevent the health care facility from 
becoming infested. 

 Teaching Guidelines 5.5: TREATING AND 
MINIMIZING THE SPREAD OF SCABIES AND PUBIC LICE 
•  Use the medication according to the manufacturer’s instructions. 
•  Remove nits with a fine-toothed nit comb. 
•  Do not share any personal items with others or accept items from others. 
•  Treat objects, clothing, and bedding and wash them in hot water. 
•  Meticulously vacuum carpets to prevent a recurrence of infestation. 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid13227
https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid13227
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HUMAN IMMUNODEFICIENCY VIRUS (HIV) 
The year 2011 marked the 30th anniversary of the first report of HIV, which came from the United 
States, where cases of an unusual disease were seen among young gay men. Thirty years later, the 
location and pace of the epidemic has changed dramatically. Globally, an estimated 33.3 million people 
are infected or living with HIV, of which 22.5 million are in sub-Saharan Africa. In addition, of the 2.5 
million children in the world estimated to be living with HIV, 2.3 million are in sub-Saharan Africa 
(Ijumba, 2011). 

In the United States an estimated 1.1 million people currently live with HIV and an estimated 50,000 
new HIV infections occur annually (CDC, 2011f). In terms of epidemiology, fatality rate, and its social, 
legal, ethical, and political aspects, HIV/AIDS has become a public health crisis and has generated more 
concern than any other infectious disease in modern medical history. The CDC (2011f) estimates that 
more than 250,000 people are not aware that they are HIV positive. The course of HIV infection is 
characterized primarily by latency. Unfortunately, profound immune suppression eventually develops 
and the illness is lethal. More than 500,000 people have died of AIDS in the United States since the 
1980s (Bennett & Gilroy, 2011). 

HIV/AIDS continues to outpace the science, financing, prevention, and treatment efforts of the past 
quarter century. The economic impact of HIV/AIDS presents huge challenges. While the causality 
between poverty and HIV is not clear, it is certain that HIV pushes households and individuals into 
poverty. While many illnesses create catastrophic expenditures that can result in poverty, HIV/AIDS is 
among the worst because its victims are ill for a prolonged period of time before they die, and many are 
the chief household income earners (Ijumba, 2011). To date, there is no cure for this fatal viral infection. 

The HIV virus is transmitted by intimate sexual contact; by sharing needles for intravenous drug use; 
from mother to fetus during pregnancy or breast-feeding; and by transfusion of blood or blood 
products. Men who have sex with men represent the largest proportion of new infections, followed by 
men and women infected through heterosexual sex (CDC, 2011f). Among U.S. racial/ethnic groups, 
blacks are at the highest risk of acquiring HIV/AIDS. The black community continues to be ravished by 
HIV/AIDS infection despite the marked expenditures utilized to reduce incidence among this cohort. 
Efforts to produce culturally appropriate programs that work continue to elude officials and HIV/AIDS 
has become pandemic within this racial/ethnic group (Davidson, 2011). 

The number of women with HIV infection and AIDS has been increasing steadily worldwide. The WHO 
estimates that over 25 million women are living with HIV/AIDS worldwide, accounting for approximately 
50% of the 40 million adults living with HIV/AIDS (NIAID, 2011b). HIV disproportionately affects African 
American and Hispanic women: together they represent less than 25% of all U.S. women, yet they 
account for more than 82% of AIDS cases in women (CDC, 2011f). Black women in this country suffer 
disproportionately from the HIV/AIDS epidemic, as they acquire new HIV infections at nearly 15 times 
the rate of White women (NIAID, 2011b). Worldwide, more than 90% of all HIV infections have resulted 
from heterosexual intercourse. Women are particularly vulnerable to heterosexual transmission of HIV 
due to substantial mucosal exposure to seminal fluids. This biologic fact amplifies the risk of HIV 
transmission when coupled with the high prevalence of nonconsensual sex, sex without condoms, and 
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the unknown and/or high-risk behaviors of their partners (NIAID, 2011a). Therefore, the face of 
HIV/AIDS is becoming the face of young women. That shift will ultimately exacerbate the incidence of 
HIV because women spread it not only through sex, but also through nursing and childbirth. 

AIDS is a breakdown in the immune function caused by HIV, a retrovirus. The infected person develops 
opportunistic infections or malignancies that become fatal. Progression from HIV infection to AIDS 
occurs a median of 11 years after infection (Bennett & Gilroy, 2011). 

Thirty years have passed since HIV/AIDS began to affect our society. Since then, 50 million people have 
been infected by the virus, with AIDS being the fourth leading cause of death globally (CDC, 2011f). The 
morbidity and mortality of HIV continue to hold the attention of the medical community. While there 
has been a dramatic improvement in both morbidity and mortality with the use of highly active 
antiretroviral therapy, the incidence of HIV infection continues to rise. 

The fetal and neonatal effects of acquiring HIV through perinatal transmission are 
devastating and eventually fatal. An infected mother can transmit HIV infection to her 
newborn before or during birth and through breast-feeding. Most cases of mother-to-child 
HIV transmission, the cause of more than 90% of pediatric-acquired infections worldwide, 
occur late in pregnancy or during delivery. Transmission rates vary from 25% in untreated 
non–breast-feeding populations in industrialized countries to about 40% among untreated 
breast-feeding populations in developing countries (NIAID, 2011b). Despite the dramatic 
reduction in perinatal transmission, hundreds of infants will be born infected with HIV. 

HIV and Adolescents 
The effects of HIV and AIDS on adolescents and young adults is of increasing concern, but it is difficult to 
get accurate data due to the varying ways in which this population seeks health care services. Some 
adolescents continue to receive care through pediatricians and adult services, but many do not have 
access to health care. HIV infections are increasing in adolescents and young adults aged 13 to 24 years. 
Approximately 25% of cases of STIs reported in the United States each year are among teenagers. This is 
particularly significant because the risk of HIV transmission increases substantially if either partner is 
infected with an STI (Benton, 2011). At least one adolescent in the United States is infected with HIV 
each hour. Since it takes an average of 11 years for AIDS symptoms to appear when HIV is left untreated, 
it is obvious that many adults with AIDS were infected as adolescents. 

Nurses can play a key role in preventing and controlling HIV infection by promoting risk reduction 
counseling and offering routine HIV testing to adolescents. Most sexually active youth do not feel that 
they are at risk of contracting HIV and have never been tested. Obtaining a sexual history and creating 
an atmosphere that promotes nonjudgmental risk counseling is a key component of the adolescent visit. 
In light of increasing numbers of people with HIV/AIDS and missed opportunities for HIV testing, the CDC 
(2010f) recommends universal and routine HIV testing for all clients seen in health care settings who are 
13 to 64 years of age. 

Clinical Manifestations 
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HIV infection undergoes three distinct phases: acute seroconversion, asymptomatic infection, and then 
progression to AIDS. When a person is initially infected with HIV, he or she goes through an acute 
primary infection period for about 3 weeks. The HIV viral load drops rapidly because the host’s immune 
system works well to fight this initial infection. The onset of the acute primary infection occurs 2 to 6 
weeks after exposure. Symptoms include fever, pharyngitis, rash, and myalgia. Most people do not 
associate this flu-like condition with HIV infection. After initial exposure, there is a period of 3 to 12 
months before seroconversion. The person is considered infectious during this time. 

After the acute phase, the infected person becomes asymptomatic, but the HIV virus begins to replicate. 
Even though there are no symptoms, the immune system runs down. A normal person has a CD4 T-cell 
count of 450 to 1,200 cells per microliter. When the CD4 T-cell count reaches 200 or less, the person is 
considered to have AIDS. The immune system begins a constant battle to fight this viral invasion, but 
over time it falls behind. A viral reservoir occurs in T cells that can store various stages of the virus. The 
onset and severity of the disease correlate directly with the viral load: the more HIV virus that is present, 
the worse the person will feel. 

As profound immunosuppression begins to occur, an opportunistic infection will occur, qualifying the 
person for the diagnosis of AIDS. As of now, AIDS will eventually develop in everyone who is HIV 
positive. 

The WHO (2011b) now recommends earlier initiation of antiretroviral therapy (ART) for adults and 
adolescents, the delivery of more client-friendly antiretroviral drugs (ARVs), and prolonged use of ARVs 
to reduce the risk of mother-to-child transmission of HIV. ART should be started when the CD4 counts 
reaches the 350 to 500 range. Also, for the first time, WHO recommends that HIV-positive mothers or 
their infants take ARVs while breast-feeding to prevent HIV transmission for up to 12 months after birth 
(WHO, 2011b). 

Diagnosis 
Two categories of screening methods are currently used: rapid HIV tests and confirmatory tests. The 
rapid tests allow for screening at the point of care and quick results. The three rapid HIV tests that are 
FDA approved are Ora-Quick Advance HIV tests (whole blood used); Uni-Gold Recombigen HIV test 
(whole blood used); and Reveal Rapid HIV Antibody test (serum or plasma used). A positive result is 
followed up with one of two confirmatory tests: Western blot (WB) or immunofluorescence (IFA) (Bayer 
& Oppenheimer, 2011). 

Quick tests for HIV produce results in 20 minutes and also lower the health care worker’s risk of 
occupational exposure by eliminating the need to draw blood. The CDC’s Advancing HIV Prevention 
initiative, launched in 2003, has made increased testing a national priority. The initiative calls for testing 
to be incorporated into all routine medical care and to be delivered in more nontraditional settings. 

Fewer than half of adults between the ages of 18 and 64 have ever had an HIV test, according to the 
CDC. The agency estimates that one fourth of the million HIV-infected people in the United States do not 
know they are infected. This means they are not receiving treatment that can prolong their lives, and 
they may be unknowingly infecting others. In addition, even when people do get tested, one in three fail 
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to return to the testing site to learn their results when there is a 2-week wait. The CDC hopes that the 
new “one-stop” approach to HIV testing will change that pattern. 

People who are infected with HIV but not aware of it are not able to take advantage of the therapies 
that can keep them healthy and extend their lives, nor do they have the knowledge to protect their sex 
or drug-use partners from becoming infected. Knowing whether one is positive or negative for HIV 
confers great benefits in healthy decision making. 

Rapid point-of-service HIV tests are becoming powerful screening tools in various health care settings 
because they offer the opportunity to not only screen for HIV, but also to educate the person regarding 
risk factors, and discuss their test results—all in one clinical visit. Most use a fingerstick drop of blood or 
a swab of saliva taken from the mouth. Results are typically ready within 15 to 20 minutes. 

If the confirmation test (WB or IFA) is positive, the person is infected with HIV and is capable of 
transmitting the virus to others. HIV antibody is detectable in at least 95% of people within 3 months 
after infection (CDC, 2011j). 

Therapeutic Management 
The goals of HIV drug therapy are as follows: 

•  Decrease the HIV viral load below the level of detection. 
•  Restore the body’s ability to fight off pathogens. 
•  Improve the client’s quality of life. 
•  Reduce HIV morbidity and mortality (Bennett & Gilroy, 2011). 
Highly active antiretroviral therapy (HAART), which combines at least three antiretroviral drugs, has 
dramatically improved the prognosis of HIV/AIDS. Often treatment begins with combination HAART at 
the time of the first infection, when the person’s immune system is still intact. The current HAART 
standard is a triple combination therapy, but some clients may be given a fourth or fifth agent. 

Current therapy to prevent the transmission of HIV to the newborn includes a three-part regimen: (1) 
The mother takes an oral antiretroviral agent at 14 to 34 weeks of gestation; it is continued throughout 
pregnancy. (2) During labor, an antiretroviral agent is administered intravenously until delivery. (3) An 
antiretroviral syrup is administered to the infant within 12 hours after birth. 

Dramatic new treatment advances with antiretroviral medications have turned a disease that used to be 
a death sentence into a chronic, manageable one for individuals who live in countries where 
antiretroviral therapy is available. Despite these advances in treatment, however, only a minority of HIV-
positive Americans who take antiretroviral medications are receiving the full benefits because they are 
not adhering to the prescribed regimen. Successful antiretroviral therapy requires nearly perfect 
adherence to a complex medication regimen; less-than-perfect adherence leads to drug resistance 
(Gilbert, 2011). 

Adherence is difficult because of the complexity of the regimen and the lifelong duration of treatment. A 
typical antiretroviral regimen may consist of three or more medications taken twice daily. Adherence is 
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made even more difficult because of the unpleasant side effects, such as nausea and diarrhea. Women 
in early pregnancy already experience these, and the antiretroviral medication only exacerbates them. 

Nursing Management 
Nurses can play a major role in caring for the HIV-positive woman by helping her accept the possibility of 
a shortened life span, cope with others’ reactions to a stigmatizing illness, and develop strategies to 
maintain her physical and emotional health. Educate the woman about changes she can make in her 
behavior to prevent spreading HIV to others, and refer her to appropriate community resources such as 
HIV medical care services, substance abuse, mental health services, and social services. See Nursing 
Care Plan 5.1: Overview of the Woman Who Is HIV Positive. 

NURSING CARE PLAN 5.1: Overview of the Woman Who is 
HIV Positive 
Annie, a 28-year-old African American woman, is HIV-positive. She acquired HIV through unprotected 
sexual contact. She has been inconsistent in taking her antiretroviral medications and presents today 
stating she is tired and doesn’t feel well. 

NURSING DIAGNOSIS: Risk for infection related to positive HIV status and inconsistent compliance with 
antiretroviral therapy 

Outcome Identification and Evaluation 
The client will remain free of opportunistic infections as evidenced by temperature within acceptable 
parameters and absence of signs and symptoms of opportunistic infections. 

Interventions: Minimizing the Risk of Opportunistic Infections 
•  Assess CD4 count and viral loads to determine disease progression (CD4 counts <500/L and 

viral loads >10,000 copies/L = increased risk for opportunistic infections). 
•  Assess complete blood count to identify presence of infection (>10,000 cells/mm3 may 

indicate infection). 
•  Assess oral cavity and mucous membranes for painful white patches in mouth to evaluate 

for possible fungal infection. 
•  Teach client to monitor for general signs and symptoms of infections, such as fever, 

weakness, and fatigue, to ensure early identification. 
•  Provide information explaining the importance of avoiding people with infections when 

possible to minimize risk of exposure to infections. 
•  Teach importance of keeping appointments so her CD4 count and viral load can be 

monitored to alert the health care provider about her immune system status. 
•  Instruct her to reduce her exposure to infections via: 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid13325
https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid13325


ESSENTIALS of Maternity, Newborn, & Women’s Health 
Nursing - THIRD EDITION       Susan Scott Ricci, ARNP, MSN, MEd 
o  Meticulous handwashing 
o  Thorough cooking of meats, eggs, and vegetables 
o  Wearing shoes at all times, especially when outdoors 

•  Encourage a balance of rest with activity throughout the day to prevent overexertion. 
•  Stress importance of maintaining prescribed antiretroviral drug therapies to prevent 

disease progression and resistance. 
•  If necessary, refer Annie to a nutritionist to help her understand what constitutes a well-

balanced diet with supplements to promote health and ward off infection. 
NURSING DIAGNOSIS: Knowledge deficit related to HIV infection and possible complications 

Outcome Identification and Evaluation 
The client will demonstrate increased understanding of HIV infection as evidenced by verbalizing 
appropriate health care practices and adhering to measures to comply with therapy and reduce her risk 
of further exposure and reduce risk of disease progression. 

Interventions: Providing Client Education 
•  Assess her understanding of HIV and its treatment to provide a baseline for teaching. 
•  Establish trust and be honest with Annie; encourage her to talk about her fears and the 

impact of the disease to provide an outlet for her concerns. Encourage her to discuss reasons 
for her noncompliance. 

•  Provide a nonjudgmental, accessible, confidential, and culturally sensitive approach to 
promote Annie’s self-esteem and allow her to feel that she is a priority. 

•  Explain measures, including safer sex practices and birth control options, to prevent 
disease transmission; determine her willingness to practice safer sex to protect others to 
determine further teaching needs. 

•  Discuss the signs and symptoms of disease progression and potential opportunistic 
infections to promote early detection for prompt intervention. 

•  Outline with the client the availability of community resources and make appropriate 
referrals as needed to provide additional education and support. 

•  Encourage Annie to keep scheduled appointments to ensure follow-up and allow early 
detection of potential problems. 

Providing Education About Drug Therapy 
The goal of antiretroviral therapy is to suppress viral replication so that the viral load becomes 
undetectable (below 400). This is done to preserve immune function and delay disease progression but 
is a challenge because of the side effects of nausea and vomiting, diarrhea, altered taste, anorexia, 
flatulence, constipation, headaches, anemia, and fatigue. Although not everyone experiences all of the 
side effects, the majority do have some of them. Current research has not documented the long-term 
safety of exposure of the fetus to antiretroviral agents during pregnancy, but collection of data is 
ongoing. 
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Help to reduce the development of drug resistance and thus treatment failure by identifying the barriers 
to adherence; identifying these barriers can help the woman to overcome them. Some of the common 
barriers exist because the woman: 

•  Does not understand the link between drug resistance and nonadherence 
•  Fears revealing her HIV status by being seen taking medication 
•  Has not adjusted emotionally to the HIV diagnosis 
•  Does not understand the dosing regimen or schedule 
•  Experiences unpleasant side effects frequently 
•  Feels anxious or depressed (Dubin, 2011) 
Educate the woman about the prescribed drug therapy and stress that it is very important to take the 
regimen as prescribed. Offer suggestions about how to cope with anorexia, nausea, and vomiting by: 

•  Separating the intake of food and fluids 
•  Eating dry crackers upon arising 
•  Eating six small meals daily 
•  Using high-protein supplements (Boost, Ensure) to provide quick and easy protein and 

calories 
•  Eating “comfort foods,” which may appeal when other foods do not 

Promoting Compliance 
Remaining compliant with drug therapy is a huge challenge for many HIV-infected people. Compliance 
becomes difficult when the same pills that are supposed to thwart the disease are making the person 
sick. Nausea and diarrhea are just two of the possible side effects. It is often difficult to increase the 
client’s quality of life when so much oral medication is required. The combination medication therapy is 
challenging for many people, and staying compliant over a period of years is extremely difficult. Stress 
the importance of taking the prescribed antiretroviral drug therapies by explaining that they help 
prevent replication of the retroviruses and subsequent progression of the disease and also decrease the 
risk of perinatal transmission of HIV. In addition, provide written materials describing diet, exercise, 
medications, and signs and symptoms of complications and opportunistic infections. Reinforce this 
information at each visit. 

Preventing HIV Infection 
The lack of information about HIV infection and AIDS causes great anxiety and fear of the unknown. It is 
vital to take a leadership role in educating the public about risky behaviors in the fight to control this 
disease. The core of HIV prevention is to reduce the number of sexual contacts and to use condoms. This 
is all good advice for many women, but some simply do not have the economic and social power or 
choices or control over their lives to put that advice into practice. Recognize that fact, and address the 
factors that will give women more control over their lives by providing anticipatory guidance, giving 
ample opportunities to practice negotiation techniques and refusal skills in a safe environment, and 
encouraging the use of female condoms to protect against this deadly virus. Prevention is the key to 
reversing the current infection trends. 
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TABLE 5.4: MATERNAL AND FETAL EFFECTS FROM STIs 

STI Maternal Effects Fetal Effects 

Candidiasis Resistant to treatment during pregnancy; 
uncomfortable localized genital itching 
and discharge 

Can acquire thrush in the mouth 
during birthing process if mother 
infected 

Trichomoniasis Has been implicated in causing the 
premature rupture of membranes 
(PROM) and preterm births 

Risk of prematurity 

Bacterial vaginosis Increases risk for spontaneous abortion, 
PROM, chorioamnionitis, postpartum 
endometritis, and preterm labor 

Risk of neonatal sepsis 

Chlamydia Postpartum endometritis, PROM, and 
preterm birth 

Conjunctivitis, which can lead to 
blindness; low birth weight; and 
pneumonitis 

Gonorrhea Chorioamnionitis, preterm birth, PROM, 
intrauterine growth restriction (IUGR), 
and postpartum sepsis 

Eye infection (gonococcal ophthalmia), 
which can cause blindness 

Genital herpes Spontaneous abortion, intrauterine 
infection, preterm labor, PROM, and 
IUGR 

Birth anomalies and transplacental 
infection 

Syphilis Spontaneous abortion, preterm birth, 
and stillbirth 

Congenital syphilis, leading to 
multisystem organ failure and 
structural damage, and intellectual 
disability 

Human 
papillomavirus 
(HPV) 

May cause dystocia if large lesions None known 

Hepatitis B May cause preterm birth; can be 
transmitted to fetus if active in last 
trimester 

Can become chronic carrier of 
hepatitis B, which may lead to liver 
cancer or cirrhosis 
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STI Maternal Effects Fetal Effects 

HIV Fatigue, nausea, and weight loss Transmission can occur 
transplacentally, during childbirth or 
through breast milk 

Adapted from Gardner, S. L., Carter, B. S., Enzman-Hines, M., & Hernandez, J. A. (2011). Merenstein & 
Gardner’s handbook of neonatal intensive care (7th ed.). St. Louis, MO: Mosby Elsevier; Gilbert, E. S. 
(2011). Manual of high-risk pregnancy and delik pregnancy and delivery (5th ed.). St. Louis, MO: Mosby 
Elsevier; and King, T. L., & Brucker, M. C. (2011). Pharmacology for women’s health. Sudbury, MA: 
Jones & Bartlett; and Mattson, S., & Smith, J. E. (2011). Core curriculum for maternal-newborn 
nursing (4th ed.). St. Louis, MO: Saunders Elsevier. 

PREVENTING SEXUALLY TRANSMITTED INFECTIONS 
Education about safer sex practices—and the resulting increase in the use of condoms—can play a vital 
role in reducing STI rates all over the world. Clearly, knowledge and prevention are the best defenses 
against STIs. The prevention and control of STIs is based on the following concepts (Marrazzo & Cates, 
2011): 

• 1. Education and counseling of persons at risk about safer sexual behavior 
• 2. Identification of asymptomatic infected individuals and of symptomatic individuals 

unlikely to seek diagnosis and treatment 
• 3. Effective diagnosis and treatment of infected individuals 
• 4. Evaluation, treatment, and counseling of sex partners of people who are infected with a 

STI 
• 5. Preexposure vaccination of people at risk for vaccine-preventable STIs 
Nurses play an integral role in identifying and preventing STIs. They have a unique opportunity to 
educate the public about this serious public health issue by communicating the methods of transmission 
and symptoms associated with each condition, tracking the updated CDC treatment guidelines, and 
offering clients strategic preventive measures to reduce the spread of STIs. 

It is not easy to discuss STI prevention when globally we are failing at it. Knowledge exists on how to 
prevent every single route of transmission, but the incidence of STIs continues to climb. Challenges to 
prevention of STIs include lack of resources and difficulty in changing the behaviors that contribute to 
their spread. Regardless of the challenging factors involved, nurses must continue to educate and to 
meet the needs of all women to promote their sexual health. Successful treatment and prevention of 
STIs is impossible without education. Successful teaching approaches include giving clear, accurate 
messages that are age appropriate and culturally sensitive. 

Primary prevention strategies include education of all women, especially adolescents, regarding the risk 
of early sexual activity, the number of sexual partners, and STIs. Sexual abstinence is ideal but often not 
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practiced; therefore, the use of barrier contraception (condoms) should be encouraged (see Teaching 
Guidelines 5.1). 

Secondary prevention involves the need for annual pelvic examinations with Pap smears for all sexually 
active women, regardless of age. Many women with STIs are asymptomatic, so regular screening 
examinations are paramount for early detection. Understanding the relationship between poor 
socioeconomic conditions and poor patterns of sexual and reproductive self-care is significant in disease 
prevention and health promotion strategies. 

Every successful form of prevention requires a change in behavior. The nursing role in teaching and 
rendering quality health care is invaluable evidence that the key to reducing the spread of STIs is 
through behavioral change. Nurses working in these specialty areas have a responsibility to educate 
themselves, their clients, their families, and the community about STIs and to provide compassionate 
and supportive care to clients. Some strategies nurses can use to prevent the spread of STIs are detailed 
in Box 5.4. 

BOX 5.4: SELECTED NURSING STRATEGIES TO PREVENT 
THE SPREAD OF STIs 
•  Provide basic information about STI transmission. 
•  Outline safer sexual behaviors for people at risk for STIs. 
•  Refer clients to appropriate community resources to reduce risk. 
•  Screen asymptomatic persons with STIs. 
•  Identify barriers to STI testing and remove them. 
•  Offer pre-exposure immunizations for vaccine-preventable STIs. 
•  Respond honestly about testing results and options available. 
•  Counsel and treat sexual partners of persons with STIs. 
•  Educate school administrators, parents, and teens about STIs. 
•  Support youth development activities to reduce sexual risk-taking. 
•  Promote the use of barrier methods (condoms, diaphragms) to prevent the spread of STIs. 
•  Assist clients to gain skills in negotiating safer sex. 
•  Discuss reducing the number of sexual partners to reduce risk. 

Behavior Modification 
Research validates that changing behaviors does result in a decrease in new STI infections, but it must 
encompass all levels—governments, community organizations, schools, churches, parents, and 
individuals (Marrazzo & Cates, 2011). Education must address ways to prevent becoming infected, ways 
to prevent transmitting infection, symptoms of STIs, and treatment. At this point in the STI epidemic, 
nurses do not have time to debate the relative merits of prevention versus treatment: both are 
underused and underfunded, and one leads to the other. But being serious about prevention and 
focusing on the strategies outlined above will bring about a positive change on everyone’s part. 

https://jigsaw.vitalsource.com/books/9781469839486/epub/OPS/loc_008.xhtml#eid11937
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KEY CONCEPTS 

•  Avoiding risky sexual behaviors may preserve fertility and prevent chronic conditions 
later in life. 

•  An estimated 65 million people live with an incurable sexually transmitted infection 
(STI), and another 15 million are infected each year (CDC, 2010a). 

•  The most reliable way to avoid transmission of STIs is to abstain from sexual intercourse 
(i.e., oral, vaginal, or anal sex) or to be in a long-term, mutually monogamous relationship 
with an uninfected partner. 

•  Barrier methods of contraception are recommended because they increase protection 
from contact with urethral discharge, mucosal secretions, and lesions of the cervix or penis. 

•  The high rate of asymptomatic transmission of STIs calls for teaching high-risk women 
the nature of transmission and how to recognize infections. 

•  Nurses should practice good handwashing techniques and follow standard precautions 
to protect themselves and their clients from STIs. 

•  Nurses are in an important position to promote the sexual health of all women. Nurses 
should make their clients and the community aware of the perinatal implications and 
lifelong sequelae of STIs. 
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