sessment was similar to the weighted-risk
algorithms, with several advantages. This
simple tool requires minimal training and
inexpensive supplies. No clinical examination is required, and staff need not calculate risk scores. Training, facilities,
equipment and supplies required for
pelvic examinations (electricity, sterilizer, examining tables, lamps, specula and
drapes) are unnecessary. Even without access to urine dipsticks, providers may find
the risk questions alone preferable to the
WHO algorithm for identifying family
planning clients in need of STI counseling,
referral or presumptive treatment.
Few family planning programs in developing countries have the human resources or capital to enable staff to perform
hygienic and effective pelvic examinations
in settings other than scarce private or hospital-based clinics. The high level of
asymptomatic infection remains an STI
management dilemma for clinicians faced
with limited access to diagnostic laboratory tests. A recent review of non–laboratory-based decision models suggests that
they are generally not sensitive or specific enough to be used for identification of
infection among antenatal and family
planning populations.33 The results of our
analysis support these assertions.
Among the decision models evaluated
for detection of cervical infection, the highest positive predictive value was only 23%
(weighted scoring). Other studies suggest
that among populations with a lower
prevalence of infection, decision models
for screening or management of cervical
infection may result in positive predictive
values even lower than those here.34 This
should serve to remind program managers of the importance of considering the
prevalence of a particular infection in a
given population before they implement
decision models. Nevertheless, as mentioned above, in order to curb STI transmission among family planning populations with high STI prevalence,
overtreatment resulting from use of risk
factors or other nonspecific presumptive
treatment tools might be justified,35 particularly given that there are single-dose
treatments that are relatively inexpensive,
safe and easy to administer.
For effective control, the prevention and
management of STIs must become a higher priority for health care providers serving sexually active populations who were
previously assumed to be at lower STI
risk.36 To optimize each contact, providers
should offer women prevention information and condoms. Risk evaluation, presumptive treatment, etiologic diagnosis and
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Table 3. Risk factors and scores, sensitivity, specificity, positive predictive value and
decision criteria for selected decision models for identiﬁcation of STIs among Jamaican family planning clients, according to type of STIs
Decision model and
risk factors

Sensitivity

GONORRHEA/CHLAMYDIA/TRICHOMONIASIS
WHO algorithm*
57.7
Age <21 (1)
New partner in 3 months (1)
>1 partner in last 3 months (1)
Not living with steady partner (1)
Partner has urethral discharge (2)

SpeciÞcity

Positive predictive value

Decision
criteria

46.2

25.0

Score ≥2 or
clinical signs
(see Figure 1)

Weighted scoring model 1
Age <25 (5)
>1 partner in last year (9)
Cervical friability (6)
Urine leukocyte esterase (≥++) (11)

62.4

69.0

38.6

Score ≥9

Weighted scoring model 2
Age <25 (5)
>1 partner in last year (9)
Spotting/bleeding after sex (6)
urine leukocyte esterase (≥++) (12)

59.1

69.4

37.5

Score ≥9

Rapid risk assessment
Age <25
>1 partner in last year
Partner has other partners
Partner has urethral discharge
Spotting/bleeding after sex
Urine leukocyte esterase (≥++)

70.7

59.7

35.4

Any 2

Risk questions
Age <25
>1 partner in last year
Partner has other partners
Partner has urethral discharge
Spotting/bleeding after sex

53.6

67.5

33.9

Any 2

14.1

Score ≥2 or
clinical signs
(see FIgure 1)

CERVICAL INFECTIONS (GONORRHEAL/CHLAMYDIAL)
WHO algorithm*
54.6
45.2
Age <21 (1)
New partner in 3 months (1)
>1 partner in last 3 months (1)
Not living with steady partner (1)
Partner has urethral discharge (2)
Weighted scoring model 1
Age <25 (6)
>1 partner in last year (6)
Cervical friability (8)
Urine leukocyte esterase (≥++) (8)

56.1

68.9

22.7

Score ≥8

Weighted scoring model 2
Age <25 (6)
>1 partner in last year (5)
Spotting/bleeding after sex (8)
urine leukocyte esterase (≥++) (9)

50.5

72.2

22.9

Score ≥8

Rapid risk assessment
Age <25
>1 partner in last year
Partner has other partners
Partner has urethral discharge
Spotting/bleeding after sex
Urine leukocyte esterase (≥++)

67.3

55.7

19.9

Any 2

Risk questions
Age <25
>1 partner in last year
Partner has other partners
Partner has urethral discharge
Spotting/bleeding after sex

52.3

64.9

19.6

Any 2

*ModiÞed for Jamaican STD clients. Note: Numbers in parenthesis are scores assigned to risk factors.

treatment, or referral services should be provided to the extent that resources allow in
areas where STI prevalence may be high.
Reliable and economical STI classifica-

tion techniques that do not require physical examinations are urgently needed.
Non–laboratory-based decision models
can be used to select or refer women for
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