Strategies for STI Detection in Jamaica
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chlamydia, the same
study found the urine
as abnormal and potentially treatable until dipstick to be as sensitive as, but less spequestioned. Even among women who re- cific than, Gram stains. It also was preported vaginal discharge, this symptom dictive of cervical infection among antewas not a significant predictor of cervical natal study participants in Zaire,20 while
infections or trichomoniasis. These find- in Kenya the urine dipstick predicted
ings and others suggest that it is often dif- vaginitis but not cervical infection.21 It is
ficult to correctly identify women with relatively simple and inexpensive to adSTIs based on symptoms.18
minister and may prove useful as an adOur original goal was to assess STI preva- junct screening tool for STI counseling and
lence and to identify risk factors among management.
family planning populations in Jamaica.
Consistent with findings of several
These individual factors are the basis for de- studies among antenatal and family plancision models designed to identify infect- ning clients in various settings, we found
ed women. We tested the Jamaica STI clin- that having more than one partner in the
ic algorithm (i.e., the modified WHO past year was also a significant predictor
algorithm) for its usefulness among this of cervical infection and trichomoniasis in
lower-risk group. Finding it an ineffective multivariable analysis.22 Among U.S. famSTI management tool among asymptomatic ily planning clients and among antenatal
Table 2. Percentage of family planning clients with (gonorrheal
or chlamydial) cervical infection, and bivariate and multivariate
odds ratios (with 95% confidence intervals), all by selected
characteristics
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clients worldwide, age is the best predictor of chlamydial infection, with younger
age-groups being at higher risk of infection.23 Although less commonly evaluated, cervical friability was identified as a
predictor of cervical infection or trichomoniasis in this and other developing
countries.24 Several other STI risk factors
identified in other research were not found
to be significant here: being unmarried or
single;25 currently using injectable hormones, oral contraceptives or IUDs;26 having a vaginal discharge;27 experiencing
vaginal itching;28 experiencing cervical
motion tenderness;29 or having a partner
with urethral discharge.30
In the analysis of the data collected in
Jamaican family planning clinics, we evaluated algorithms that included demographic and behavioral risk factors for
their ability to identify women with gonorrhea, chlamydia or trichomoniasis. Decision models for the management of any
one of the three infections (rather than cervical infection alone) might be used for
counseling and referral, but not for presumptive treatment. Consistent with findings of other research,31 the WHO modified risk-inclusive algorithm was the least
predictive. The proportion of infected
women among those selected by the algorithm was comparable to the prevalence
of infection in the entire study population;
thus, it performed no better than chance.
Moreover, this approach is the most complicated to use. Results here suggest that
it is an inappropriate screening tool for
women who are not already seeking STI
services.
It should be emphasized that the WHO
STI algorithm was not developed for use
with asymptomatic clients (men or
women). The WHO recognizes that the algorithms are not necessarily applicable
across regions and recommends that syndromic approaches be tested and modified
among local populations before being implemented. Among symptomatic clients
seeking care, decision models that rely on
a physical examination have been shown
to be useful to identify pelvic inflammatory disease, epididymitis, genital ulcer
syndrome and bacterial vaginosis.32
In this article, the weighted-risk models were more predictive than the modified WHO algorithm; however, Model 1
requires a physical examination, and both
weighted models rely on calculation of a
risk score. Experience has shown that
providers do not always accept the use of
risk scores, and that calculation may sometimes be viewed as complicated and bothersome. The accuracy of the rapid risk asInternational Family Planning Perspectives

