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Genital warts: need to screen for coinfection
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Patients with genital
warts should attend a
genitourinary medicine
clinic for tracing of
contacts and screening
for coinfection
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The incidence of genital warts has increased rapidly
over the past 10 to 12 years. Data from genitourinary
medicine clinics show that rates per 100 000 population
have increased from 84-3 in 1977 to 260-1 in 1987.' In
1987, 74 542 people attended genitourinary medicine
clinics with a new diagnosis of genital warts.' Most
interest in the condition has concerned the link between
the aetiologic agent of warts, human papillomavirus,
and the development of cervical cancer.2 The link
between the virus and other sexually transmitted
diseases, however, is also of major importance. The
most recently published comprehensive survey of the
incidence of associated genital infections in patients
with genital warts was performed in 1976 without the
benefit of screening for chlamydia.3

Subjects, methods, and results
In 1988 at this clinic genital warts were diagnosed in

179 men and 168 women who had never previously
attended the clinic. All men were screened for urethral
gonorrhoea (by Gram staining, culture on Bacto GC
medium, detection of antigen by immunofluorescence,
and confirmation by sugar fermentation tests) and
urethral Chlamydia trachomatis (by enzyme linked
immunosorbent assay (ELISA), Celltech, Boots). All
women were screened for cervical and urethral gonor-
rhoea and cervical chlamydia (as above). Vaginal
smears were taken to detect candida (by Gram staining)
and Trichomonas vaginalis (by low power microscopic
examination of wet films) and for culture of both
organisms on Feinberg-Whittington medium, plus
detection of bacterial vaginosis (by Gram staining for
"clue cells" and Gram variable coccobacilli and by the
potassium hydroxide amine test). All patients were
screened for syphilis with the Venereal Disease
Research Laboratory test and Treponema pallidum
haemagglutination assay. Other tests such as culture
for herpes virus were performed as indicated by
symptoms and signs.

Seventy coincident conditions were found in 60
(34%) of the 179 men and 122 in 91 (54%) of the 168
women. Fifty six (80%) of the coincident conditions in
men were sexually transmitted diseases compared with
46 (51%) of those in women (table). The incidence of a
coincident sexually transmitted disease was the same in
men (36/179, 20%) and women (34/168, 20%).

Discussion
Infection with genital warts was the only sexually

transmitted disease, except for the uncommon con-
dition of genital molluscum contagiosum, to show an
increase in incidence among attenders at genitourinary
medicine clinics in England between 1986 and 1987.'
The high rate of associated infections shown in new
patients attending with genital warts is important for
two reasons. Firstly, many of the coinfections are
sexually transmitted, and therefore tracing of contacts

is required. Many similar patients are seen in general
practice and gynaecology outpatient departments
where the facilities for screening for coinfection are less
good than in genitourinary medicine clinics and the
infrastructure for tracing contacts is non-existent.

Coincident infections in patients with genital warts. (Figures in
parentheses are percentages oftotal patients in group)

Men Women Total
(n=179) (n=168) (n=347)

Chlamydia 24 (13-4) 31(18-5) 55 (15-9)
Candida 6 (3-4) 46 (27 4) 52 (15-0)
Non-specific genital infection 22 (12-3) 3* (1-8) 25 (7-2)
Bacterial vaginosis 0 10 (6-0) 10 (2-9)
Pelvic inflammatory disease 5 (3-0) 5 (NA)
Genital herpes 1 (0-6) 4 (2-4) 5 (1-4)
Trichomonas 0 2 (1-2) 2 (0 6)
Non-candidal balanitis 2 (1-1) 2 (NA)
Pubiclice 2(1-1) 0 2(0-6)
Gonorrhoea 1(0-6) 1(0-6) 2 (0-6)
Other conditions:

Requiring treatment 9 (5 0) 14 (8-3) 23 (6-6)
Not requiring treatment 3 (1-7) 6 (3-6) 9 (2-6)

Total 70 122 192

* Received epidemiological treatment as non-specific genital infection
diagnosed in partners.

Secondly, coincident asymptomatic genital infection
may result in serious disease. In this respect Chlamydia
trachomatis is of major importance because untreated
subclinical salpingitis is a common cause of infertility.4
Coincident genital infections, whether sexually
transmitted or not, may be important in women
because they produce a moist environment, which may
play a part in encouraging proliferation of genital
warts.5

In Sheffield in 1976 Kinghorn surveyed accompany-
ing genital infections diagnosed at the time ofpresenta-
tion with warts and found that 32% ofthe men and 61%
ofthe women had a coincident genital infection; 29% of
the men and 28% of the women had a coincident
sexually transmitted disease.3 Demographic differences
between the populations seen in Cambridge and
Sheffield probably account for the differing incidence
of sexually transmitted diseases diagnosed. The differ-
ence is probably even more pronounced because
Kinghorn was unable to test for chlamydia.

All patients with genital warts should be referred to a
genitourinary medicine clinic for at least one visit so
that screening for coinfection and tracing of contacts
can be performed.
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