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Introduction

· What is new in diagnosis ?

· What is new in treatment?

· HPV – update

· HIV – update (pregnancy)

Learning objectives

At the end of the session 

· Diagnosis and treatment of common STI in women

· Referral criteria for GUM

· Knowledge about HPV vaccine

Chlamydia testing

· NAAT are more sensitive (95%) and specific than EIA

· Cervical or vulvo – vaginal swabs  

· FCU- less sensitive (65-95%) than cervical swab for females

· Vulvo – vaginal –licensed for use with APTIMA and equivalent sensitivity to cervical

· Similar sensitivity sensitivity either self taken or by a HCW

Chlamydia testing

· Beware of inhibitory test results- repeat it

· Initial reactive but not confirmed in repeat testing – treat but explained the results to patient

Chlamydia - treatment

· Doxycycline and azithromycin – comparable efficacy data on 2-5 weeks follow up studies: >95% chlamydia negative

· However good evidence in long term follow up >10% NATT positive

· ? Why

· Resistance reported in vivo, but rare and no clinical significance

Chlamydia - treatment

· Ofloxacin 200mg bd or 400mg daily for 1 week

· Expensive, but better side effects profile, efficacy similar to 1st line therapy

· Erytromycin – less efficacious, more SE

Chlamydia – treatment (pregnancy)

· Erythromycin 500 bd, for 14 days

· Erythromycin 500 qds, for 7 days

· Amoxycillin 500tds, for 7 days

· Azithromycin – recommended by WHO

· BNF – use if no alternative 

· Available data indicate it is safe

· Test of cure after 5 weeks & ? 36

Gonorrhoea testing

· Sensitivity of single cervical swab 85-95%

· Urethra only site in 6%

· Urine sensitivity significantly low (30-60%) using NATT and not recommended

· NATT tests for cervical and vulvo vaginal swab may be useful, however always need to confirmed by culture

· False positive rates are high if the prevalence is low, and patient should be informed about this

Gonorrhoea- treatment

· Referral to GUM strongly encouraged 

· Cefexime 400mg single dose or ceftriaxone 250mg im, spectinomycin 2g IM

· Quinolones not recommended unless, sensitivity is known

· Quinolones are contraindicated in pregnancy

Recurrent candida

· >4 episodes/year, at least partial resolution of symptoms in between

· Laboratory evidence in at least 2

· Prevalence – 5% , mostly due to host factors than virulence of organism

· Majority due C. albicans

· Avoid high oestrogen pill

Recurrent candida - treatment

· Induction of remission and maintenance regimen

· Fluconazole 150mg every 72 hours for 3 doses

· Fluconazole 150mg / weekly for  6 months

· 90% disease free at 6 months 40% at 1 year

Recurrent candida

· Alternative regimen – topical imidazole for 10-14 days for induction

· Maintenance with clotrimazole pessary 500mg/weekly, or fluconazole 150mg/ weekly

· These regimen are unlicensed for the indication

· Idiosyncratic hepatitis–low risk

· Anecdotal reports of OCP failure with long term azole therapy

· No supportive evidence for oral/topical lacobacillus treatment

· Adverse effects are rare and anecdotal reports of benefit

· Cetrizine 10mg has been used

· Non albicans – referral to GUM

Bacterial vaginosis- treatment

Recommended regimens

· Metronidazole 400 mg bd 5-7 days 

· Metronidazole 2g, single dose

Cure rate 70-80% after 2 weeks. Slightly less for 2g dose

Alternative regimens

· Intravaginal metronidazole gel (0.75%) once daily for 5 days

· Intravaginal clindamycin cream (2%) once daily for 7 days

· Clindamycin 300mg bd for 7 days

· Tinidazole 2g stat

Pregnancy and breast feeding
safety

· Meta analysis have concluded that NO evidence of teratogenicity from use of metronidazole in the 1st trimester of pregnancy
Pregnancy and BV

· Should we screen and treat all pregnant women  for BV –any benefits?

· Should we screen only the women with history of idiopathic pre- term birth or 2nd trimester loss?

Pregnancy and BV

· Should we screen and treat all pregnant women  for BV –any benefits?

· YES/NO

· Should we screen only the women with history of idiopathic pre- term birth or 2nd trimester loss?

· YES

Pregnancy and BV

· Symptomatic pregnant women should be treated in the usual way

· Asymptomatic pregnant women with history of PTB may be screened and treated with oral clindamycin 300mg bd 5/7, or metronidazole 400mg bd 7/7

· There is insufficient evidence to support routine screening  for BV in ANC

· However if asymptomatic BV is diagnosed before 28 weeks, treatment with oral clindamycin should be offered, or clindamycin cream for 3 days with TOC in 4 weeks and 7 day treatment if persists

Recurrent BV

· 3 or more proved (microscopy) episodes of BV in 12 months

· Evidence from trials with current treatment recurrence rates of 15-30% within 3 months

· Most relapses during 1st year

· Significantly related to new sexual contacts

· 5 trials reported no reduction in relapse rate  from treating the male partner (2m, 1T, 1C)

· The studies on douching and IUD use were longitudinal studies of increase incidence, therefore may benefit changing method of contraception 

Treatment options for recurrent BV 

· Reduction in lactobacilli and H2O2 production

· Change in Ph

· Overgrowth of BV associated organism

· Lactobacilli treatment

· Oral and intra vaginal

· LB strains adhere less well to vaginal cells than clinical isolates

· Maintaining the vaginal Ph

· Intravaginal lactate gel

· Intravaginal “Acigel” (acetic acid gel)


Suppressive therapy

· Preventing overgrowth of BV associated organism

· Most often in 1st seven days of cycle

· Frequently followed candida infection

· Oral or intravaginal metronidazole for 3 days at the onset of menstruation for 3-6 months

· Add antifungal if any history and or repeat same at the end of the cycle

· Metronidazole gel twice weekly for 4-6 months ,after initial treatment daily for 10 days under evaluation 

Follow up

· A test of cure is not required if symptoms resolve

· If treatment prescribed in pregnancy to reduce  the risk of PTB, a repeat test in 1 month and further treatment offered

· Routine screening and treatment of male partners not indicated

· High incidence of BV in female partners of WSW, however no study investigated the value of treating the partners of lesbian women simultaneously

Genital Herpes 

Comparison of detection methods for HSV in clinical lesions

Diagnostic tests in genital HSV 

· Early classical disease – viral swab from lesions for culture or DNA PCR

· Atypical disease – PCR, serology, ? culture

· Sub clinical disease –serology

· Exclude disease – serology

· Resistance monitoring - culture

Diagnosis-serology

· Non type specific limited value

· Type specific not easily available

· Type specific relies on response to glycoprotein G

· Lag period up to 8 weeks

· High sensitivity (80-90%) and specificity (>96%)

Uses of type specific serology

· Atypical recurrent lesions where PCR is negative

· Pregnancy and planning for pregnancy

· Discordance patients

· Epidemiological studies

When type specific serology is not useful

· To differentiates oral form genital HSV 1

· Early infection up to 12 weeks

· Children <14 years

· Medico legal cases

Recommended regimen for first episode of genital HSV

· Valciclovir 500mg bd 5-10 days

· Aciclovir 200mg 5times/day 5-10 days

· Aciclovir 400mg tds 5-10 days

· Famciclovir 250mg tds 5-10 days

Treatment of recurrent genital HSV

· Supportive treatment

· Episodic treatment

· Suppressive therapy

Recommended suppressive treatment for genital HSV

· Antiviral can reduce recurrences by 70-80% in patients with >6/year

· Aciclovir 400mg bd

· Valaciclovir 500mg od

· Usually for one year

· Timing should be agreed with the patient

HSV viral shedding in pregnancy

· Greatest risk is amongst women who shed virus at term and who acquired in pregnancy for first time 30-40%

· Recurrent disease even if associated with shedding at term transmission risk is 2%

HSV in pregnancy categorisation of risk

Type of infection 

      primary


   initial

      recurrent

Timing of infection 1,2 or 3rd trimester

Management in pregnancy

· Women who acquire HSV in 1&2 trimester should treat with standard dose of aciclovir and plan for vaginal delivery

· Continuous aciclovir in last 4 weeks will reduce the risk of clinical recurrence at term and need (?pressure) for CS

Management in pregnancy

· All women presenting with first episode of GH after 34 weeks of gestation should be delivered by CS  

· If vaginal delivery is unavoidable treat the mother and baby with aciclovir and avoid use of scalp electrodes

Management in pregnancy- recurrent genital HSV

· CS is not indicated for recurrent GH if no genital lesions at the time of delivery

· Daily suppressive therapy from 36 weeks might prevent recurrences of genital lesions and might be cost effective

· If genital lesions are present at the onset of labour CS recommended  

Points to discuss during counselling

· Natural history of the disease, potential recurrences, asymtomatic shedding in sexual transmission

· Asymtomatic shedding is more common in GH 2 and most frequent in first 12 months

· First episode does not means recent acquired infection

· Antiviral treatment information and impact on recurrences and transmission

Production of prophylactic HPV virus-like
particle vaccines
· The vaccine mimics the virus shell
Rationale for designing a quadrivalent HPV vaccine

Vaccine characteristics
· Quadrivalent recombinant vaccine

· L1 virus-like particle (VLP) of papillomavirus types 6, 11, 16 & 18

· Virus proteins produced using Saccharomyces cerevisiae

· 20µg type 6, 40µg type 11, 40µg type 16, 20µg type 18

· VLP: a man-made, self-assembling particle made from capsid proteins (L1)
· Established adjuvant – Aluminium hydroxyphosphate sulphate 225 µg per dose

· Dosage schedule in clinical trials: Vaccination at 0, 2 and 6 months via intramuscular injection

indicated for…
Prevention of: 

· high-grade cervical dysplasia (CIN 2/3)

· cervical carcinoma

· high-grade vulvar dysplastic lesions (VIN 2/3)

· external genital warts (condyloma acuminata) 

….causally related to Human Papillomavirus (HPV) types 6, 11, 16 and 18

· in adult females 16 to 26 years of age and 9- to 15-year old children and adolescents

Vaccine characteristics

· More than 20,000 subjects included in phase II and III clinical trials

· Most commonly reported adverse events were injection site reactions and mild fever

· Fever >38.9°C (oral temperature) within 5 days of a vaccination visit, was reported in 1.5% of the GARDASIL® vaccinated population (n=6,040) compared to 1.1% in the placebo population (n=3,981)1

In September 2007, the Joint Committee on Vaccination and Immunisation (JCVI) made the following recommendations:
In England and Wales, HPV vaccination will be introduced for girls aged 12–13 years from autumn 2008 and thereafter

In Scotland, HPV vaccination will be introduced for girls aged 12–13 years in September 2008 
A catch-up campaign for older girls up to the age of 
18 years will be carried out over the two to three year period from September 2008
What to refer or advice from GUM?

· Uncomplicated chlamydia and mild to moderate PID can be treated in the community

· Partner notification and treatment in the community

· Alternatively liase with GUM 

What to refer or advice from GUM?

· Gonorrhoea – GUM referral

· Genital warts – can manage in community

·  Positive syphilis/ HIV

· STI & pregnancy – advice or referral

· HSV - recurrent or pregnant: advice or referral

· Recurrent thrush, BV

GP referrals – reason for referral

· Genital warts - 60%

· Genital ulcer/ HSV – 25 %

· Partner notification – 10%

· Other – 5%

Genital warts

· 0.15% podophyllatoxin cream or 5% liquid

· 5% Imiquimod

· Above are not licensed for pregnancy

· Cryo therapy

· Curettage
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