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Sexually Transmitted Infections 
[video transcript]    

00:00:03 

What I'm going to try to do in a short period of time is tell you what I think is exciting in this world of 
STD, describing some of the current epidemiology that we've been seeing over the past year, and it's 
really been an unprecedented year. Those of you that are involved in HIV care know how prevalent 
sexually transmitted infections are and the incredible increases that we're seeing. I'm also going to talk 
about some of the clinical management issues and decisions that we're seeing and making it increasingly 
difficult in terms of our ability to diagnose and treat some of these infections.  

00:00:45 

So, let's just start in terms of what we know globally. These are the most recent estimates from the 
WHO and the WHO estimates about 300, over 300 million STDs worldwide. Most of these are due to 
chlamydia, syphilis, gonorrhea, and trichomonas. However, the problem is really we don't have good 
surveillance in a lot of areas in the world. So, this is just really an estimate. I think the next bullet is just 
really sobering. More than 1 million STDs are acquired every day and the majority of STDs have no 
symptoms. How many do we have? What are the estimates here in terms of curable STIs in the United 
States? Probably about, we think about 19 million.  

00:01:34 

And the way to get the best data in terms of what's going on, this is a lot of words but what I put in bold 
is what's important, and for the first time in a very long period of time, we've had significant increases in 
all the major reportable STIs, in particular chlamydia, gonorrhea, and syphilis. You can see in bold what 
is so striking. Most of the infections we're seeing we'll talk about and chlamydia and gonorrhea are 
mostly asymptomatic infections, especially in the rectal and pharyngeal sites. Point you to the little 
statistic there about men who have sex with men accounting for 87 percent of all of the primary and 
secondary syphilis cases. And then for the first time in over a decade, we're seeing an increase in female 
syphilis and that's really equating to an increase in congenital syphilis, which is really unprecedented. 
And there are multiple places in the country, and we'll talk about that when we get to syphilis, that 
they're seeing an increase, and so I want to make you aware of this as well. We don't have good data in 
terms of HIV-infected women. We don't have that data. It doesn't really get submitted to CDC. But I 
wanted to really make you aware that there is a dramatic increase in congenital syphilis.  

00:02:59 

In terms of screening and management, Bill mentioned that I've been involved with the development of 
the STD treatment guidelines and helping CDC with develop these for the past 20 years. One of the 
things that's new this time and if you go to the website, there's actually a table there that a lot of people 
are not aware of that talks about screening, in particular the screening for men, women, men who have 
sex with men, pregnant women, and then we also list there what is the primary evidence behind those 
recommendations. So, it's really a good place if you want to get up to date on screening. And what I list 
on the right side of the slide there is a little app hopefully, you know, we're all digitally connected now 
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and make sure that all of you have the app. It doesn't contain the whole big document that we have. It 
basically is a distillation of what we think is most important for your practice. So, in terms of the current 
things, the current practices, the best recommendations we have for management and treatment.  

00:04:01 

So, before we get to STIs, there are just a couple of new things I just want to point out to you that I think 
are really important to kind of set the stage for when we talk about the individual STIs and a couple of 
really important presentations came out. We'll talk a little bit about genital inflammation and PrEP 
because I think it's really important. So, people talk a lot about the vaginal dysbiosis that occur. But this 
was a really important paper and there's been a number of other important papers showing the 
importance of genital inflammation associated with increased risk of HIV infection and then particular 
bacteria and a particular dysbiosis that may predispose one to HIV infection.  

00:04:50 

The other, there's several other papers that came out at the International AIDS Conference again, 
showing an association with specific bacteria in a dysbiotic vagina and thinking about putting women at 
risk for HIV acquisition. So, really important to think about not only to put women at risk for HIV 
infection.  

00:05:14 

And then two other things about women that I just want to point out that were presented at CROI. And 
that was the women in PrEP. We know that the uptake of women in PrEP has been relatively slow, but I 
wanted to point these couple of papers that were presented at CROI, which I think are really, really 
important. Showing the use of investigational tenofovir gel were highly protective against HIV with a 
lactobacillus-dominant vaginal flora. So, as the flora changes to more dysbiotic, that tenofovir was 
rapidly depleted in the presence of tenofovir gel.  

00:05:57 

However, another really nice presentation at CROI highlighted that this is not the case when you're 
using oral PrEP. It doesn't seem to make a difference, from this presentation, if you're using PrEP in 
women with oral PrEP. So, that was just a little bit of a difference and something that you have to keep 
an eye on in terms of thinking about women and PrEP.  

00:06:22 

And then about moving next to men who have sex with men, just a couple of slides. I know you talked a 
little bit yesterday about the increase in sexually transmitted infections that we're seeing in individuals 
that are taking PrEP. And this was just a meta-analysis that was done looking at the three reportable STIs 
and their increased incidence of men using PrEP.  

00:06:50 

The current recommendations for STI screening in individuals at PrEP by CDC are at least every six 
months. My own personal opinion is that that is something that you need to individualize with your 
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patient because the more frequently you screen, the more you're going to find. This was a really 
interesting mathematical model that was presented at CROI by one of my colleagues at Emory who 
looked at STI incidence among MSM. And I think what's important here is that the analysis here was 
looking at controlled by behaviors. And when you look at the frequency of screening what basically 
comes out from here, the more frequently you screen, the more you're going to find STIs. So again, 
adding to the discussion that you really have to individualize that with your patient and the individual 
risk behaviors that your patient is taking.  

00:07:47 

So, let's jump into STI care and then we'll talk about what's important in terms of these STIs. So, at the 
initial care visit when your patient comes in, we want to do syphilis serology, which entails a non-
treponemal test and a treponemal test. You want to do nucleic acid amplification testing at sites of 
exposure in MSM. You want to test for hepatitis A, B, and C because those are all sexually transmissible 
and women you want to do trichomonas testing by either using a nucleic acid amplification test, which is 
our most sensitive and specific test, or a culture. Wet prep is very insensitive. Less than 50 percent of 
the time will you detect trich on a wet prep. And then cervical pap testing per existing guidance. And the 
frequency you screen, as we talked about before, is really dependent on their risk behaviors. And then 
the other important part here is that if you have somebody that continues to engage in high risk 
behavior and you've seen five times for syphilis or my patient who's had gonorrhea 30 times since 
January, they need to go into sexual addiction counseling. You need to figure out why they're doing this 
and they need help. And so these are the type of things that you want to make sure you have a linkage 
to either a sexual addiction counselor or mental health services.  

00:09:06 

In terms of the data that we have, looking at syphilis, gonorrhea, and chlamydia by HIV status, this is a 
sentinel surveillance study that's done by CDC. And really what I want you to see by the numbers here is 
everybody is talking about syphilis and the increase that we're seeing in syphilis. But when you actually 
look at the actual numbers, asymptomatic rectal and chlamydial infections are actually much more 
common. We just need to think about them, we need to think about sites of exposure, and you need to 
screen with nucleic acid amplification tests because they're actually very, very common. And you look at 
that prevalence, that's quite alarming.  

00:09:47 

So, we'll talk about syphilis, which is my favorite STI. What has happened over the last decade is this 
dramatic increase in syphilis that we're seeing. Not all states report sex of sex partners so we don't have 
a really good data prior to about 10 years ago and still only 44 of the 50 states report sex of sex partner. 
But the data that we do have from states show this dramatic increase in MSM syphilis.  

00:10:19 

And if you break it down by HIV positive versus HIV negative, you see there is a difference in terms of 
men who have sex with women and in MSM in terms of HIV infected. As I mentioned before, most of 
the PNS syphilis that we're seeing in the United States are seen in men who have sex with men.  
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00:10:39 

So, here's our first audience response. This is one of my patients who presented with this lesion on the 
tongue. I'm thinking does he have primary syphilis? So, which test am I going to use to make the 
appropriate diagnosis of syphilis? And this is a really important question because we don't have any 
point of care tests for syphilis.  

00:11:03 

So, if you're thinking about this, how are you going to make a diagnosis? So, it's interesting the 
discussion here and where things are moving. I think the important thing to point out is that there is no 
right answer. There's a wrong answer and the wrong answer is Darkfield because you have non-
treponemal spirochetes that live in your mouth and unless you're a syphilologist, you're not going to be 
able to tell the difference between how one organism coils and so you really can't make the diagnosis. 
For those of you that said DFA, DFA reagents used to be used but they're no longer available in the 
United States. So the real issue is between two and three in terms of making the diagnosis.  

00:11:51 

So, the reason I think this is important because if you have a primary chancre, no matter where it is, you 
can have a false negative if you use an RPR test. So, 30 percent of the time, it will be a false negative 
test. The EIA tests, the newer treponemal tests, are much more sensitive because they contain both IGM 
and IGG in picking up primary syphilis. But the problem with using them for the diagnosis like this is that 
you're also going to pick up past infection. So, it is a little complicated. So, either the RPR or the EIA has 
pros and cons in terms of its use. But I wanted to point that out with you with a primary lesion, you can't 
do Darkfield, you can't use DFA. We don't have a point of care test so you basically rely on serology.  

00:12:40 

So, these are traditional algorithms. Traditionally we start with an RPR, we follow with a treponemal 
test. In instances where that is wrong, I mentioned before you can miss early infection, you can have 
false positive tests. In some institutions and in most blood banks now they're screening with a reverse 
sequence algorithm, which means starting with the treponemal test then following with a non-
treponemal test. The problem with that is that it does detect early infection but it does require a reflex 
RPR and you can have false positives. And where do we see false positives? We see them in low 
prevalence populations. So, this has been compared in terms of low prevalence populations such as 
pregnant women, there is a high incidence, greater than 50 percent, of false positives. So again, you 
need to think about what your prevalence and your population, how to interpret this, plus a positive 
treponemal test and a negative RPR doesn't equal syphilis. It means that you need to look to see if there 
is active infection. If you have a discordant result, you need to perform a second treponemal test, which 
in my institution is like an act of God to get. So, you have to figure out how to do this, whether or not 
they need empiric treatment or not. And that can be challenging.  

00:14:04 

The diagnosis of syphilis can be challenging. This is a patient with lues maligna that was seen by multiple 
doctors, had 15 RPRs, all that were negative. And I had the opportunity to see him in the hospital and I 



 

5 
 

looked at him and I said, "I think you have syphilis." And I said How did I make the diagnosis? I called the 
laboratory and I said please dilute his sero 1 to 100 and his RPR then became positive because he had 
the prozone phenomenon. He also had a biopsy that was done of this lesion and what it showed was 
classic Lymphocytic plasma cell infiltrate. You don't see the little organisms until you talk to your 
pathologist who said please perform a silver stain and you can see the organism. But I'm telling you 
syphilis continues to baffle and we continue to have problems with, I've been continually baffled with 
cases. I had a case this week of a patient that was referred to me for tender unilateral 
lymphadenopathy. Initially presented a month ago with rectal pain and intermittent bleeding. Saw a 
colorectal surgeon, had some internal hemorrhoids. Those were taken care of, had a rectal testing for 
STIs, which was negative, had an RPR, which was negative. I saw him about a month later he had tender 
lymphadenopathy. Of course, I was concerned that he may have a malignancy. So what did I do? I 
repeated his RPR. It was 1 to 64. So, the issue is and that's the only manifestation of syphilis he had. Two 
centimeter unilateral lymphadenopathy. So, it continues. You have to keep it in your differential. They 
don't read the textbook and especially in HIV can be incredibly difficult, different presentations.  

00:15:52 

This is a patient with a CD4 count of one. Wasn't able to mount an immune response and this was his 
manifestation of syphilis, of which he was given the diagnosis. The dermatologist thought he had 
mycosis fungoides. And this was syphilis, proven by a skin biopsy and talking to the pathologist. And he 
had no ability to mount an immune response. So again, it's really challenging.  

00:16:17 

How should I treat my syphilis in HIV-infected patients? Should I give them three shots or one for 
primary, secondary, early latent? And there is no data. There is no consistent data. There's scattered 
case reports of failure. Do not-- there is no recommendation to give three shots. So, it should be a single 
shot of Benzathine. There's no benefit of enhanced therapy, which was proven in 1997. There's been 
three now observational studies, not RCTs, looking at giving one versus three and none have shown any 
benefit. We do need an RCT, but the current recommendation is a single shot. What about if I've got a 
pen allergic patient or I'm dealing with a pen shortage? So, you need if you run into a shortage with 
benzathine because you know there's a current shortage, you need to talk amongst your institution 
about what they're doing. In our institution, people were using benzathine penicillin for strep in the E.R. 
and they were using it for other things. You need to make sure you only use it for syphilis and you need 
to make sure you know what your inventory is. If you still run to problems, you call CDC and we can help 
get you some. Or you call your state and local health department. There are alternatives including 
doxycycline. The problem with doxy it has to be taken twice a day for a prolonged period of time. And 
we worry about adherence. Ceftriaxone, there is data in HIV-infected individuals. We don't know the 
optimal dose or duration. And Azithromycin works. It does work for syphilis. The problem is, especially 
amongst MSM with syphilis, there's a high rate of underlying resistance, so it is not recommended for 
the use in syphilis.  
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[00:18:03] Serologic outcomes. This is always challenging to try to interpret somebody's serology. We 
know that HIV-infected individuals with primary, secondary, or early latent, they just take longer to drop 
their RPR. So, I get called all the time. "My patient's titer is still 1 to 64 at 12 months. What do I do?" The 
answer is that it's really challenging because these tests really stink. We have old tests. It's really hard to 
interpret. And if your patient continues to have unprotected sexual activity, sometimes you can't tell if 
they got re-infected and it's really challenging sometimes. I put this up here because this is the data on a 
systematic review that was done in terms of trying to define what happens at even 12 months. So, even 
at 12 months, 12 to 15 percent of people remain serofast. What does serofast mean? It means that you 
have a persistent RPR despite inappropriate decline. So, they may have declined from 1 to 64 down to 1 
to 4 but it's still 1 to 4. It just doesn't budge. That doesn't mean you need to treat them 20 times with 
benzathine. It just means they're serofast. The response to treatment really depends on the stage of 
syphilis, their underlying immune status, and there's an inconsistent relationship between the viral load 
and the CD4.  

00:19:24 

I know I'm a lot of time on syphilis but there's a lot of issues with syphilis. We can talk for a long time. 
Couple other really cool things about syphilis. That it is the great imitator, as you know. What we're 
seeing increasing manifestations of is neurologic and ophthalmologic manifestations of syphilis, 
stuttering, stroke. Just another really quick anecdote of one of my patients who presented to the 
hospital with aseptic meningitis. He had RPRs with me every time he was seen in clinic. They were all 
negative, negative, negative. Aseptic meningitis. He was worked up appropriately, got LP'd. He had an 
abnormal LP. They attributed it to viral meningitis. Was sent home. Three weeks later, he comes in with 
the same symptoms and this time with a pontine stroke. And so he was LP'd again. His CSF continued to 
look bad. Everything was negative in terms of all the other testing was negative. And I asked them to 
dilute his RPR and it was positive. I have never seen that before in terms of a prozone phenomenon with 
advanced nerve syphilis. So, it can happen. And again, we continue to learn about this disease and it 
continues to be very challenging sometimes to diagnose.  

 

[00:20:52] We're seeing an increased amount of ocular syphilis. This was an MMWR that just became 
available showing the association of ocular syphilis. Men and women have gone blind. Thirty percent of 
the presentation of acute HIV is happening in folks that have ocular syphilis, according to this 
surveillance. So again, you need to think about this, you need to think about the presentation. If you LP 
these folks they may have a normal CSF but you treat them as if they have neurosyphilis. They need I.V. 
penicillin. So again, this is another manifestation.  

 

[00:21:30] The other manifestation that I just recently saw, which was just a fascinating case, which was 
a gentleman, HIV-infected individual that was treated appropriately for secondary syphilis 10 years ago. 
Presented for a routine clinic visit and had a new murmur and had an RPR of one to two that had been 
serofast for 10 years. And this was what his he had a new murmur and-- trying to get this thing to show 
you that next-- this is his scan.  
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00:22:05 

What do you see there? He had a huge fusiform aneurysm. And when we took him to surgery and 
replaced his graft, it was full of, the histology of this was completely consistent with old syphilis. So, 
even though he was treated appropriately 10 years ago, you can have manifestations 10 years down the 
line.  

00:22:25 

So, the cardiovascular manifestations are rarely reported. It causes an aortitis and he was taken to 
surgery, had his graft and his valve replaced and he's doing great. But again, this is really fascinating. 
And we're seeing increasing reports of cardiovascular syphilis.  

00:22:46 

Also, non-sexual transmission. This was from a human bite. So, you can get syphilis other ways. 
Remastication of food, especially common in Southeast Asia, passing food from from grandparents to 
infants and toddlers, you can get syphilis transmission. So, I just wanted to point this out as well. That's 
why it's just it's a fascinating organism and presentation.  

00:23:10 

I'm going to quickly jump and tell you what's important with some of these other things that I think are 
important for you to learn about. There's no real difference in terms of treatment for genital herpes, but 
what we're seeing is an increasing presentation of HSV-1 genitally. More common young females and 
more common in MSM. I list for you there in terms of the use of the type-specific serologic test, the 
problem with that for primary herpes is you can't use it for diagnosis in somebody that presents with 
primary herpes because it can take weeks-- a month and a half to three months to develop an immune 
response. There's no change in the recommendation for therapy.  

00:23:54 

But remember, the use of Valtrex in terms of an index partner in the use of an antiviral can decrease 
transmission to a partner.  

00:24:03 

And then I just want to bring this up. We've not had any new drugs. There is a potential new class of 
drugs that's being investigated for herpes. It's called Pritelivir and it's a helicase primase complex. It 
doesn't require activation like the Acyclovir does but it's got a very long half life. And I just wanted to 
mention to you because there is a trial that's going to be planned in people that have Acyclovir-resistant 
herpes. So, I list there for you the clinicaltrials.gov. and you can see if there's a site in your area if you've 
got patients that are failing therapy.  

00:24:45 

Urethritis patients present with a drip or dysuria. I want to just, we're all aware of chlamydia and 
gonorrhea. I want to talk to you a little bit about mycoplasma genitalium, which you may or may not 
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have heard about. There's no commercially available FDA-approved test for this bug but it's going to be 
a problem and I'll show you why. It causes about 20 to 25 percent of all urethritis in men.  

00:25:10 

It also causes proctitis, epididymitis, and there's emerging data in women about its association with 
urethritis, infertility, pre-term birth, and there is an association also  

00:25:23 

with HIV acquisition and HIV shedding. So, this is an emerging bug in our field.  

00:25:30 

And the concern is here. Because we don't have any commercially available test, we actually have the 
analytes available to do that test on an Aptima platform. It's just we just don't have the FDA approval 
yet. And we normally treat for it syndromically when patients come in with non-gonococcal urethritis, 
cervicitis, and PID. But we really think about it in men that have treatment failure after we treat them 
with either Azithromycin or Doxy. So, what's disturbing here is you see three RCTs and what you see is 
that doxycycline is relatively ineffective for this bug. And Azithromycin, which was effective in 2009, is 
losing effectiveness. So, resistance is rapidly emerging. Moxifloxacin is the only quinolone that works. All 
the other-- there is a investigational quinolone that's been used in Southeast Asia but we don't have it 
commercially available here and there are some investigational agents that we're looking at. This is a big 
problem. We know most about this in Europe and I have a map of Europe because they actually are way 
ahead of us. They have a diagnostic test that's available and they've also associated resistance testing 
along with their diagnosis so they can diagnose it and also tell in terms of antimicrobial resistance. 
Hopefully we'll have that in the United States but this is a problem bug.  

00:27:01 

So, next question here for you guys. 24 year-old man who has sex with men and he had condomless anal 
sex and you do a chlamydia test, which comes out positive and how would you treat him? Would you 
treat him with a gram of Azithro, Doxy for seven days, Doxy for 21 days, or Levofloxacin?  

00:27:27 

So, this is getting at the question. He's asymptomatic, he doesn't have any symptoms. How would how 
would you treat this gentleman?  

00:27:41 

So, the issue with this that's coming and that you may not be aware of is that there is current 
controversy about Azithromycin versus Doxy for chlamydia.  

00:27:52 

And the reason for that is that there's increasing evidence of Azithromycin failures for chlamydia and 
this is mostly seen in individuals with rectal infection. So, this was really nicely analyzed recently in a 
meta-analysis showing that Azithromycinn is slightly less effective even in asymptomatic infections. So, 
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doxycycline which is a BID for seven days is actually probably preferred, although but it's not said that 
way in the guidelines. There's some verbiage that it may be preferred in individuals that have 
asymptomatic infection.  

 

[00:28:33] The other strain of chlamydia that can be a problem is the L strains that can cause proctitis. 
What you see there on your right is a colonoscopy done in a patient that has ulcerations in their colon 
and this can look just like Crohn's Disease or inflammatory bowel disease. If a patient presented to the 
E.R. or to a GI doc complaining of tenesmus and rectal bleeding and has a biopsy, the histology is 
entirely consistent with Crohn's disease. So, in this instance with a proctitis, you need to ask the 
appropriate questions and you need to treat for a longer period of time because these strains are more 
tissue invasive so they would require three weeks of therapy. You can do genotyping but it's not 
commercially available. You can either go through your state or if you live in a state that actually has the 
PCR available you can do that. You can't do it in real time. We don't have a real time PCR. But if you're 
suspicious and you're thinking about it, they need to be treated for three weeks.  

00:29:35 

And I wanted to make you aware of this recent outbreak in Michigan. 38 reports of lymphogranuloma 
venereum among MSM. And I want I put put a bullet here as two of the men presented with penile 
ulcers. So, the ulcers can be a manifestation of LGV. And then look at the amount of concomitant 
infections they have is just frightening. So, they all kind of travel together. And when you see one 
infection, you need to test for multiple infections.  

00:30:07 

For gonorrhea. Gonorrhea continues to be a problem and we're seeing an increased amount especially 
where I am in the south.  

00:30:17 

What you know about gonorrhea is this increase you're seeing in anti-microbial resistance it's a really 
wily bug. Everything we've thrown at it for decades, it's determined a way to develop resistance. And 
what we see now is an increase in cephalosporin, MIC creep, and also for the first time, an increase in 
Azithromycin MICs.  

00:30:40 

So, we monitor this through a surveillance project through CDC where we look at 27 STD clinics around 
the country and look at MICs. What you can see here is that MSM are really our sentinel population. It 
starts to go up in MSM, this detection of resistance, before we see it in the heterosexual population.  

00:31:03 

The good news so far from data up to 2015, is that patients that had problems with other antibiotics, 
you know our combination therapy that we're using, ceftriaxone plus azithro, we haven't found anything 
with isolates that had both ceftriaxone and Azithromycin resistance until recently.  
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00:31:26 

And this is our current recommendation is dual therapy, regardless of your chlamydia results.  

00:31:32 

And I want to get to this data first and then I'll tell you about and then I'm going to go back because I 
wanted to tell you-- oops, I don't think I put it in there. It got lost.  

00:31:43 

So, the concern about gonorrhea is at the STD prevention conference in September, there was a report 
of eight isolates from seven patients who had reduced susceptibility both to ceftriaxone and azithro. 
This is bad news. It's coming to you sometime. And it's coming. Azithromycin is here in the United States 
and this will become a problem. So, if you have a patient with a treatment failure, most of these are 
really not due to treatment failure per se, they're due to reinfection. So, it's up to you to kind of think 
about the epidemiology, have access to culture because our NAATS we can't get susceptibility results on 
our NAATs. So, we have to have ability to culture that organism. And then there's a list for you of what 
you need to do in the instance where you see how to treat them but you need to contact your local or 
state health department and make sure you have access to culture.  

00:32:46 

And then what's coming. Are there new drugs coming? So, I have four drugs listed here. The second 
bullet drug that we were looking at is no longer available because its efficacy was not good against 
gonorrhea. But we have data against all these new drugs. These are not primary indications for GC, 
they're mostly skin and soft tissue bugs. But these are coming that we have data on. So, there is 
something coming in the pipeline. The issue is we're probably going to go forward using combination 
therapy.  

00:33:22 

I wanted to also remind you about disseminated GC. I've had in the past year I used to have maybe I'd 
see one of these every one or two years. I've had six cases in the last six months of disseminated 
gonorrhea and very strange presentations. So, I wanted to remind you about this presentation. Either 
the tenosynovitis presentation or the monoarticular septic arthritis presentation. So, be aware of this. 
We're got a surveillance undergoing now. We're trying to monitor this but I think we may be seeing a 
resurgence of disseminated gonorrhea.  

00:33:57 

Sexually transmitted GI syndromes. Proctitis, proctocolitis, enteritis, I mentioned about hepatitis. 
There's recent papers on an intercontinental Azithromycin-resistant shigella. So, there's increasing 
reports now of fecal oral transmission of these multiple GI pathogens and then bringing anti-microbial 
resistance.  

00:34:25 
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Hepatitis C infection in MSM. Now there are criteria for repeat screening depending on your patient's 
risk factors, so you need to think about that, in particular in HIV-infected individuals that have a low 
level of CD4. Their antibody may be falsely negative. So, if you're concerned, you should do a HCV viral 
load in those instances. Anybody with unexplained new transaminase elevation you need to think of 
hepatitis C.  

00:34:54 

Also, outbreaks of serogroup meningococcal C disease in men who have sex with men. Several health 
departments around the country including New York City and L.A. have been doing mass vaccination 
campaigns for meningococcus. There's also increasing reports of meningococcus causing urethritis. So, 
there's been two-- there's been multiple reports as well of this, so neisseria meningiditis can also cause 
urethritis.  

00:35:23 

I'm going to quickly end. I know I'm going very quick but there's a lot of bugs here. Human Papilloma 
Virus.  

00:35:31 

Everybody wants to talk about HPV and anal cancer. I want to talk about HPV and oral cancer. And so 
that seems to get lost. Everybody wants to know about swabbing people's bottoms and doing this and 
that but they don't talk about oral cancer and oral cancer is dramatically increasing and the amount of 
oral cancer increasing attributable to HPV is about 70 percent. And so, I just want to keep that on your 
radar that there is an increasing problem we're having with oral cancer.  

00:36:05 

And then this interesting presentation that just came out showing that people that are colonized with 
HPV, most of the time you can get rid of it on your own, depending on where you're colonized, but there 
appear to be differences in the way you can get get rid of HPV depending on whether you're a man or a 
woman. I found this very intriguing. So, it looks like it was easier for women to get rid of it than men. 
Looking at in particular the oral site.  

00:36:32 

So, in terms of anal cancer prevention, just wanted to really stress the importance of primary 
prevention, trying to vaccinate people. Remember that there's been a recent change in vaccination of 
three dose to two dose but that's not in gay men. In MSM, there's still a three dose schedule. You can 
use either the 4 valent or the 9 valent vaccine, although the 4 valent vaccine will be going away. And I'm 
not going to talk about anal pap smears except to say there's no studies that have shown treatment of 
anal SIL reduces incident anal cancer. One of the important studies right now that is undergoing is the 
ANCHOR study, which will help us understand the natural history of anal HPV.  

00:37:23 

And I already mentioned this, for MSM, they still need three doses of papilloma virus.  
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00:37:28 

And just to end with in terms of this is not an HIV-infected but this is really, really cool data. And this is 
looking at the population benefit of vaccinating for HPV. This is a systematic review of 20 studies in high 
income countries. And look at that decrease we're seeing in HPV. So, if you vaccinate, it basically goes 
away. In particular, who's been leading the effort is the Australians who have school based vaccination 
and their warts and their HPV-- it's basically going away in terms of those countries. There's been 
dramatic declines. However, men who have sex with men are really not impacted by a female 
vaccination program. It really, there's herd effect in the heterosexual community but not so much in 
MSM.  

00:38:19 

Just wanted to mention quickly about trichomonas vaginalis and HIV infection. You need to screen on 
entry to care and you need to treat them differently. They need to be treated with twice a day for seven 
days of metronidazole and please retest after treatment. There's a high incidence of reinfection.  

00:38:37 

So, in terms of ending all this. Prevention strategies. High intensity counseling. Talk to your patients 
about the five Ps: partners, pregnancy, protection, what current practices they're engaging in, their past 
STIs, what can I vaccinate to protect them? Which of these are sexually transmissible? The screening per 
the guidelines, which I talked about. The use of condoms, avoiding agents that disrupt the anal and the 
vaginal epithelium in terms of in the hyperosmolar lubricants, the use of circumcision and those that are 
not circumcised.  

00:39:15 

And then my last two slides. People ask this all the time what's their risk of getting something from oral 
sex? This was really hard to get up on the website, but I wanted to make sure that you know that it's 
there. And what's really neat about it is that you can go to this site, it's the CDC site that I put down 
there, and it gives you the risk in terms of what we know, in terms of transmission through oral sex. So, I 
think that's really helpful in terms of not only educating providers but educating patients that they can 
go to.  

00:39:47 

And then my last slide is if you get into a problem, if you have a dilemma, if you've got a difficult case 
and you want an STD expert, there's a warm line. You can talk to them. So, this is really nice. A lot of 
people are not aware of this but it's this kind of web site links you to expert faculty and you can get an 
answer within 24 hours in terms of your question and talk to somebody if you've got a really difficult 
case or problem. So, that's all I have and I want to thank everybody for their attention.  

 

 [Video End] 


