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Is screening for sexually transmitted infections in men who
have sex with men who receive non-occupational HIV post-
exposure prophylaxis worthwhile?
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Background/aims: Non-occupational HIV post-exposure
prophylaxis (NPEP) is routinely prescribed after high risk
sexual exposure. This provides an opportunity to screen and
treat individuals at risk of concurrent sexually transmitted
infections (STI). The aim of this study was to assess the
efficacy of an STI screening programme in individuals
receiving NPEP.
Methods: STI screens were offered to all individuals receiving
NPEP from March 2001 to May 2004. Screen results were
compared to type of sexual exposure and baseline patient
characteristics.
Results: A total of 253 subjects were screened, representing
85% of the target population. All were men who have sex
with men (MSM). Common exposure risks were receptive
anal intercourse (RAI) in 61% and insertive anal intercourse
(IAI) in 33%. 32 (13%) individuals had one or more STI. The
most common STIs were rectal infections with Chlamydia
trachomatis (CT) and Neisseria gonorrhoeae (NG) in 11
(4.5%) and six (2.5%) individuals, respectively. Subjects with
rectal CT were significantly more likely to be co-infected with
rectal NG (p,0.001). There was no association between the
presence of a rectal STI and age or exposure risk. Only six
(19%) individuals with an STI were symptomatic at screening.
Conclusion: In this cohort of MSM receiving NPEP, high rates
of concomitant STIs are observed highlighting the importance
of STI screening in this setting.

T
he use of antiretroviral therapy as non-occupational post-
exposure prophylaxis (NPEP) against HIV infection has
evolved with the development of antiretroviral therapy.

Guidelines recommend the use of NPEP after high risk sexual
exposures such as unprotected receptive anal intercourse
(RAI).1–3

By exposure nature, individuals presenting for NPEP
following sexual exposure are often at risk of concurrent
sexually transmitted infections (STI).

Several reports have described a rising incidence in STI and
a rise in high risk sexual behaviour in men having sex with
men (MSM).4–6 Owing to these factors, our unit commenced
routine screening for STI in all individuals receiving NPEP.
The aim of this study was to assess the number of individuals
successfully being screened and whether the screening
programme was diagnosing cases of concurrent STI.

METHODS
The HIV, Immunology and Infectious Diseases Clinical
Services Unit, St Vincent’s Hospital, Sydney, instituted a
standard procedure for STI screening in all individuals
commencing NPEP in March 2001. The clinic protocol for

assessment, treatment, and follow up of individuals present-
ing for NPEP has been described elsewhere.7 Further to this,
individuals commencing NPEP were offered an STI screen as
follows: hepatitis B surface antibody and antigen, hepatitis C
antibody and serum syphilis EIA (Murex ICE Syphilis) at
baseline; first catch urine samples, throat swabs and rectal
swabs for Chlamydia trachomatis (CT) and Neisseria gonorrhoeae
(NG) at week 1; and repeat syphilis serology at week 12.
Testing for CT and NG were by DNA amplification (BD
ProbeTec). All reactive tests for NG were repeated using a
second assay to confirm positive results. Individuals with
positive test results were treated according to national
guidelines.8

The clinic protocol for STI screening and data recorded at
visits did not change during the study period. Episodes where
individuals underwent an STI screen when receiving NPEP
on a second or subsequent occasion were excluded from the
analysis.

The exposure risk stated is the highest risk activity
described by the patient resulting in the need for NPEP.
Data were collected from case note review with all patient
information de-identified before entry onto the study
database.

Patient characteristics were compared by calculation of
odds ratios (OR) and associations were formally tested by
calculating x2 statistics. All p values presented are two tailed
with values less than 0.05 considered significant. Data were
analysed using Stata statistical software.

RESULTS
A total of 299 individuals received NPEP on 354 occasions
between March 2001 and May 2004. Of these, 253 individuals
consented to STI screening (85%). This represents 286 STI
screens, with 221, 31, and one individual undergoing one,
two, or three STI screens respectively. A total of 253 screens
were included in the analysis.

Patient characteristics are shown in table 1. Of note, all
were MSM and commonest exposure risks were RAI and
insertive anal intercourse (IAI) in 154 (61%) and 84 (33%)
individuals, respectively. A total of 30 (12%) men had one STI
and two (1%) men had two STIs (table 1). Rectal STI were
the most common, observed in 15 (7%) individuals. The two
individuals with two STIs had co-infection with rectal CT and
rectal NG. No individuals had CT or NG at more than one site.

Of interest, only six (19%) of the 32 individuals with an STI
were symptomatic at screening. These six individuals
comprised three with urethral CT or NG and dysuria, one

Abbreviations: CT, Chlamydia trachomatis; IAI, insertive anal
intercourse; MSM, men who have sex with men; NG, Neisseria
gonorrhoeae; NPEP, non-occupational HIV post-exposure prophylaxis;
RAI, receptive anal intercourse; RPR, rapid plasma reagent; STI, sexually
transmitted infections
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with rectal NG and rectal discharge, and two with a positive
syphilis rapid plasma reagent (RPR) and a rash consistent
with secondary syphilis. The other two individuals with
positive syphilis serology were asymptomatic with a negative
RPR and were treated as late latent syphilis.

A total of 183 (77%) individuals had a reactive hepatitis B
surface antibody at baseline; those who were negative were
offered vaccination against hepatitis B. One individual had a
positive hepatitis B surface antigen at baseline and one
individual had a positive hepatitis C antibody. No newly
positive syphilis serology was observed at 3 months.

No associations between age and type of STI were observed
(p value greater than 0.10 for all STIs). Individuals with rectal
CT were significantly more likely to have rectal NG (p,0.01,
OR 13.2, 95% CI 2 to 86). No significant associations were
observed between positive CT and NG results for other sites
(p = 0.899 and 0.825 for urethra and throat respectively).

Individuals with an exposure risk of IAI or ROI (receptive
oral intercourse) were significantly more likely to have a
urethral STI (p = 0.015) than those with all other exposure
risks. No significant associations were observed for other
exposure risks and the presence of STI including RAI
(p = 0.584).

DISCUSSION
In this cohort of MSM receiving NPEP after high risk sexual
exposures, high rates of concomitant STI are observed. In
81% of these cases, the concomitant STI was asymptomatic
highlighting the importance of providing STI screens to all
individuals after such exposures. The fact that this screening

programme was implemented demonstrates that routine
screening for STI in individuals receiving NPEP is feasible
and acceptable.

Recent data have shown a rise in STI in MSM. The
prevalence of STI in MSM presenting for NPEP has not been
reported previously. Our observed rates of STI (13%) are
similar to other reported cohorts of MSM.4 9

Our cohort is composed of only MSM with high rates of
rectal STI and syphilis which may be expected. Further work
to assess the use of STI screening in individuals presenting
for NPEP with other risk exposures is warranted.

In this study nucleic acid amplification testing (NAAT)
assays were used for the diagnosis of CT and GC. Although
these assays are not validated for pharyngeal and rectal
specimens, several studies indicate a high sensitivity of
polymerase chain reaction and ligase chain reaction for
diagnosing extragenital CT and GC.10–13 Contamination by
other Neisseria subspecies can give rise to false positive GC
results, particularly for pharyngeal specimens.14 However, as
all positive NG samples were confirmed by a supplementary
assay, it is unlikely that this would have had an impact on
the results of this study.

Effective STI prevention programmes, by shortening the
duration of infectiousness of an STI, drive up the rate of
partner change needed to maintain a reproductive rate above
one.15 The infectious period of the STI screened for by the
implementation of this programme is reduced.

STI facilitates the spread of HIV infection.16 For individuals
presenting after high risk sexual exposure, the prompt
diagnosis and treatment of curable STI may have an
important role in preventing the future transmission of HIV
infection even when individuals continue to have unpro-
tected sex.
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Key messages

N Screening for concomitant STI is recommended for
individuals receiving non-occupational post-exposure
prophylaxis against HIV

N High rates of STI in MSM receiving PEP highlight the
importance of screening in this setting

N STI in individuals presenting for NPEP are frequently
asymptomatic.
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Clinical Evidence—Call for contributors

Clinical Evidence is a regularly updated evidence-based journal available worldwide both as
a paper version and on the internet. Clinical Evidence needs to recruit a number of new
contributors. Contributors are healthcare professionals or epidemiologists with experience in
evidence-based medicine and the ability to write in a concise and structured way.
Areas for which we are currently seeking contributors:

N Pregnancy and childbirth

N Endocrine disorders

N Palliative care

N Tropical diseases

We are also looking for contributors for existing topics. For full details on what these topics
are please visit www.clinicalevidence.com/ceweb/contribute/index.jsp
However, we are always looking for others, so do not let this list discourage you.
Being a contributor involves:

N Selecting from a validated, screened search (performed by in-house Information
Specialists) epidemiologically sound studies for inclusion.

N Documenting your decisions about which studies to include on an inclusion and exclusion
form, which we keep on file.

N Writing the text to a highly structured template (about 1500-3000 words), using evidence
from the final studies chosen, within 8-10 weeks of receiving the literature search.

N Working with Clinical Evidence editors to ensure that the final text meets epidemiological
and style standards.

N Updating the text every 12 months using any new, sound evidence that becomes available.
The Clinical Evidence in-house team will conduct the searches for contributors; your task is
simply to filter out high quality studies and incorporate them in the existing text.

If you would like to become a contributor for Clinical Evidence or require more information
about what this involves please send your contact details and a copy of your CV, clearly
stating the clinical area you are interested in, to CECommissioning@bmjgroup.com.

Call for peer reviewers

Clinical Evidence also needs to recruit a number of new peer reviewers specifically with an
interest in the clinical areas stated above, and also others related to general practice. Peer
reviewers are healthcare professionals or epidemiologists with experience in evidence-based
medicine. As a peer reviewer you would be asked for your views on the clinical relevance,
validity, and accessibility of specific topics within the journal, and their usefulness to the
intended audience (international generalists and healthcare professionals, possibly with
limited statistical knowledge). Topics are usually 1500-3000 words in length and we would
ask you to review between 2-5 topics per year. The peer review process takes place
throughout the year, and out turnaround time for each review is ideally 10-14 days.
If you are interested in becoming a peer reviewer for Clinical Evidence, please complete the
peer review questionnaire at www.clinicalevidence.com/ceweb/contribute/peerreviewer.jsp
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