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e In all societies, STls rank among the most
common of all infectious diseases, with >30
infections now classified as predominantly
sexually transmitted or as frequently sexually
transmissible



Genital Ulcer

* Diagnosis based on medical history and physical
examination often inaccurate

e HSV-1, HSV-2, Treponema pallidum, Haemophilus
ducreyi, C. trachomatis(LGV strains), Klebsiella
(Calymmatobacterium) granulomatis



Syphilis ...Definitions

= P‘].‘:]Iu:u'j,lr ® Latent
m Ulcer/chancre s Seroreactivity without
(painless) evidence of disease

B Secondary « Early latent
= Skin rash mucous o Acquired within 1yr
patches,alopecia, etc. » [ate latent or syplﬁjis of
@m Tertiary unknown duration

= Cardiac,ophthalmic,
auditory,etc. ® Neurosyphilis







Primary syphilis - chancre




Primary syphilis - chancre of anus




Primary syphilis - chancre




Secondary syphilis -
papulosquamous rash




Secondary syphilis - papulo-
pustular rash




Secondary syphilis




Secondary syphilis - alopecia
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Late syphilis - serpiginous
gummata of forearm




Late syphilis - ulcerating gumma




Cardiovascular syphilis - narrowing
of coronary ostia in aortus




Congenital syphilis - mucous
patches




Congenital syphilis - - Hutchinson’s




Congenital syphilis - perforation of
palate




Syphilis

Benzathine Penicillin G, 2.4 million units IM

Doxycycline 100 mg twice daily x 14 days
or

Ceftriaxone 1 gm IM/IV daily x 8-10 days (limited studies)
or

Azithromycin 2 gm single oral dose (preliminary data)



Primary/Secondary Syphilis

No definitive criteria for cure or failure are established
Re-examine clinically and serologically at 6 and 12 months

Consider treatment failure if signs/symptoms persist or
sustained 4x increase in nontreponemal test

Treatment failure: HIV test, CSF analysis; administer
benzathine pcn weekly x 3 wks

Additional therapy not warranted in instances when titers
don’t decline despite nl CSF and repeat therapy



Primary/Secondary Syphilis

Most respond appropriately to benzathine penicillin
2.4 million units IM

Some experts recommend CSF exam before therapy
and additional tx (wkly benz pen IM x 3)

Clinical/serologic evaluation at 3, 6, 9, 12, 24 mo;
some perform CSF exam at 6 mo

Tx/serologic failure (6-12 mo after tx)- CSF exam,
retreat with benz penicillin 2.4 mu wkly x 3



Syphilis
Latent Syphilis

Recommended regimen

Benzathine penicillin G 2.4 million units IM at
one week intervals x 3 doses

Penicillin allergy*

Doxycycline 100 mg orally twice daily
or
Tetracycline 500 mg orally four times daily

Duration of therapy 28 days; close clinical and serologic
follow-up; data to support alternatives to pcn are limited



Latent Syphilis

Clinical evaluation of tertiary disease (aorititis, gumma, iritis)

CSF analysis: neurologic or ophthalmic signs/sx, active tertiary
disease, tx failure, HIV infection

Some experts recommend CSF exam in those with
nontreponemal titer of >1:32

Pharmacologic considerations suggest an interval of 10-14
days between benz pen doses may be acceptable before
restarting treatment course in nonpregnant patients



Latent Syphilis

* Limited data available to guide evaluation

 Repeat quantitative nontreponemal tests at 6, 12, 24
months

 Perform CSF exam and re-treat for latent syphilis: 4x
increase in titer, initial nontreponemal titer >1:32
fails to decline 12-24 mo after tx, or signs/sx



Latent Syphilis

CSF exam before treatment

Normal CSF exam-benzathine penicillin 2.4 million
units IM wkly x 3 weeks

Clinical/serologic evaluation at 6, 12, 18, 24 months

Development of sx or 4x titer rise-repeat CSF exam
and treat

Repeat CSF exam and treatment if nontreponemal
titer does not decline in 12-24 months



Syphilis

 Exposure to primary, secondary, or early latent
within 90 days, tx presumptively

 Exposure to primary, secondary, or early latent >
90 days, tx presumptively if serology not available

 Exposure to latent syphilis who have high
nontreponemal titers > 1:32, consider
presumptive tx for early syphilis



Neurosyphilis

Aqueous crystalline penicillin G, 18-24 million units
administered 3-4 million units IV every 4 hours for 10-
14 days

Procaine penicillin 2.4 million units IM daily plus
probenecid 500 mg orally four times daily for 10-14 days



Neurosyphilis

Ceftriaxone 2 gm daily IM/IV for 10-14 days
Consideration of cross-reactivity

Pregnant patients should undergo penicillin
desensitization

Other regimens have not been evaluated



Neurosyphilis

e |nitial CSF pleocytosis--repeat CSF exam every 6
months until cell count normal

 CSF VDRL and protein decline slowly

* Consider re-treatment if cell count has not
decreased by 6 months or if CSF is not normal by
2 years



Syphilis

Screen for syphilis at first prenatal visit; repeat RPR third
trimester/delivery for those at high risk or high prevalence
areas

Treat for the appropriate stage of syphilis

Some experts recommend additional benzathine penicillin
2.4 mu IM after the initial dose for primary, secondary, or early
latent syphilis

Management and counseling may be facilitated by sonographic
fetal evaluation for congenital syphilis in the second half of
pregnancy






Shedding/Reactivation

® Subclinical shedding of HSV-2 can occur in ~ 20-25% of
all days

® Recurrence in first year: HSV-1 (60%) /HSV-2 (90%)

® Risk of shedding decreases with time after the primary
infection
@ After 10yrs, it is ~70% lower than during 1 6mo of
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Primary herpes, male




Recurrent herpes, male




Herpes, female




Primary herpes, female




Herpes cervicitis




Both clinical and laboratory criteria
are useful for diagnosing HSV
infections. A clinical diagnosis can
be made accurately when
characteristic multiple vesicular
lesions on an erythematous base
are present.



Genital Herpes

Acyclovir 400 mg tid
or
Famciclovir 250 mg tid
or
Valacyclovir 1000 mg bid



Genital Herpes

Acyclovir 400 mg three times daily x 5 days
or

Acyclovir 800 mg twice daily x 5 days
or

Famciclovir 125 mg twice daily x 5 days
or

Valacyclovir 500 mg twice daily x 3-5 days
or

Valacyclovir 1 gm orally daily x 5 days



Genital Herpes

Acyclovir 400 mg bid
or
Famciclovir 250 mg bid

or
Valacyclovir 500-1000 mg daily



Genital Herpes

 May have prolonged or severe episodes with
extensive genital or perianal disease

e Episodic or suppressive antiviral therapy often
beneficial

e For severe cases, acyclovir 5-10 mg/kg IV g 8
hours may be necessary



Genital Herpes

Acyclovir 400 mg three times daily
or

Famciclovir 500 mg twice daily
or

Valacyclovir 1 gm twice daily



Genital Herpes

Acyclovir 400-800 mg twice to three times daily
or

Famciclovir 500 mg twice daily
or

Valacyclovir 500 mg twice daily



Genital Herpes

Available data do not indicate an increased risk of
major birth defects (first trimester)

Limited experience on pregnancy outcomes with
prenatal exposure to valacyclovir or famciclovir

Acyclovir may be used with first episode or severe
recurrent disease

Risk of transmission to the neonate is 30-50% among
women who acquire HSV near delivery



Genital Herpes

Natural history of infection, recurrences,
asymptomatic shedding, transmission risk

Individualize use of episodic or suppressive
therapy

Abstain from sexual activity when lesions or
prodromal symptoms present

Risk of neonatal infection



chancroid




Chancroid ulcers
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Chancroid Male - regional




Chancroid - ruptured node




Chancroid

Azithromycin 1 gm orally
or

Ceftriaxone 250 mg IM in a single dose
or

Ciprofloxacin 500 mg twice daily x 3 days
or

Erythromycin base 500 mg tid x 7 days



Chancroid

Re-examination 3-7 days after treatment

Time required for complete healing related to
ulcer size

Lack of improvement: incorrect diagnosis,
co-infection, non-compliance, antimicrobial
resistance

Resolution of lymphadenopathy may require
drainage



Chancroid

Examine and treat partner
whether symptomatic or not if
partner contact < 10 days prior to
onset



lymphogranuloma venereum




LGV primary lesion




LGV lymphadenopathy




Chronic lymphogranuloma
venereum in female. Genital
elephantiasis




Lymphogranuloma Venereum

Doxycycline 100 mg twice daily for 21 days

Erythromycin base 500 mg four times daily for
21 days



Granuloma inguinale, male




Granuloma inguinale, chronic
destructive lesion




Granuloma inguinale with
both active and healed lesions




Granuloma inguinale, Donovan
bodies



Urethritis

Mucopurulent or purulent discharge

Neisseria gonorrhoeae, Chlamydia trachomatis,
Mycoplasma genitalium, Ureaplasma
urealyticum(?subspecies urealyticum),
Trichomonas vaginalis, HSV

Gram stain of urethral secretions > 5 WBC per oil
immersion field

Positive leukocyte esterase on first void urine or
>10 WBC per high power field



urethral discharge




Gonorrhea - gram stain of urethral
discharge




Treatment Recommendations

CHLAMYDIA

GONOERRHEA
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Cefixime 400 mg
Ceftriaxone 125 mg IM
Cettizoxime 500mg
Cetoxitin 2g with
probenecid 1 g orally

?cetpodoxime 400 or
cefuroxime 1 g?

PLUS treatment of CT if
CT is not ruled out

Persistent sx

= Reevaluate by cx and do
susceptibility testing

[=]
[=]

Azithromycin 1 gm
Doxycyline 100mg BID
for 7 days
Erthromycin 500mg or
800mg QID x 7d
Ofloxacin 300 mg BID
for 7 days

Levo 500mg QD x 7d




Recurrent/Persistent Urethritis

* Objective signs of urethritis

 Re-treat with initial regimen if non-compliant or
re-exposure occurs

* |Intraurethral culture for trichomonas

o Effective regimens not identified in those with
persistent symptoms without signs



Recurrent/Persistent Urethritis

Metronidazole 2 gm single dose

Erythromycin base 500 mg qid x 7d
or

Erythromycin ethylsuccinate 800 mg gid x 7d



Mucopurulant cervicitis

C. trachomatis, N. gonorrhoeae, M. genitalium




Gonococcal cervicitis




Trichomoniasis
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Trichomoniasis

Metronidazole 2 gm orally in a single dose

Metronidazole 500 mg twice a day for 7 days

Metronidazole 2 gm orally in a single dose



Trichomoniasis

e Re-treat with metronidazole 500 mg twice daily for 7
days

* If repeated failure occurs, treat with metronidazole 2
gm single dose for 3-5 days

* If repeated failure, consider metronidazole
susceptibility testing through the CDC



Trichomoniasis

e Sex partners should be treated

* Avoid intercourse until therapy is
completed and patient and partner
are asymptomatic



Bacterial Vaginosis

Metronidazole 500 mg twice daily for 7 days
or

Metronidazole gel 0.75%, 5 g intravaginally once
daily for 5 days

or

Clindamycin cream 5%, 5 g intravaginally ghs for 7
days



Bacterial Vaginosis

Metronidazole 2 gm in a single dose
or
Clindamycin 300 mg twice daily for 7 days
or
Clindamycin ovules 100 g intravaginally
ghs for 3 days



Bacterial Vaginosis

Woman’s response to therapy and the
likelihood of relapse or recurrence not
affected by treatment of sex partner



Pelvic Inflammatory Disease

Uterine/adnexal tenderness or cervical
motion tenderness

Oral temperature >38.3 C
Elevated ESR

Cervical CT or GC Elevated CRP
WBCs/saline microscopy Cx discharge



Pelvic Inflammatory Disease

N. gonorrhoeae, C. trachomatis, BV-
associated bacteria, M. genitalium,
group B streptococci



Pelvic Inflammatory Disease

Endometrial biopsy with histopathologic evidence
of endometritis

Transvaginal sonography or MRI showing thick
fluid-filled tubes

Laparoscopic abnormalities consistent with PID



Pelvic Inflammatory Disease

Surgical emergencies not excluded
Pregnancy

Clinical failure of oral antimicrobials
Inability to follow or tolerate oral regimen
Severe illness, nausea/vomiting, high fever

Tubo-ovarian abscess



Pelvic Inflammatory Disease

 No efficacy data compare parenteral with oral
regimens

* Clinical experience should guide decisions
regarding transition to oral therapy

* Until regimens that do not adequately cover
anaerobes have been demonstrated to prevent
sequelae as successfully as regimens active
against these microbes, regimens should
provide anaerobic coverage



Pelvic Inflammatory Disease

Cefotetan 2 g IV q 12 hours

or
Cefoxitin 2 g IV g 6 hours
PLUS
Doxycycline 100 mg orally/IV
g12 hrs



Pelvic Inflammatory Disease

Clindamycin 900 mg IV g 8 hours

Gentamicin loading dose IV/IM (2 mg/kg) followed
by maintenance dose (1.5 mg/kg) g 8 hours. Single
daily dosing may be substituted.



Pelvic Inflammatory Disease

Ofloxacin 400 mg IV q 12 hours
or
Levofloxacin 500 mg IV once daily

Metronidazole 500 mg IV g 8 hours
or

Ampicillin/Sulbactam 3 g1V q 6 hrs

Doxycycline 100 mg orally/IV g 12 hrs



Pelvic Inflammatory Disease

Ofloxacin 400 mg twice daily for 14 days

or
Levofloxacin 500 mg once daily for 14 days

Metronidazole 500 mg twice daily for 14 days



Pelvic Inflammatory Disease

Ceftriaxone 250 mg IM in a single dose
or

Cefoxitin 2 g IM in a single dose and Probenecid
1 g administered concurrently

Doxycycline 100 mg twice daily for 14 days

Metronidazole 500 mg twice daily for 14 days



Pelvic Inflammatory Disease

 Male sex partners of women with PID should be
examined and treated for sexual contact 60
days preceding pt’s onset of symptoms

e Sex partners should be treated empirically with
regimens effective against CT and GC



Cutaneous or mucosa

Mucosa: Anogenital epithelium (cervix, vagina, vulva,
rectum, urethra, penis and anus)

Low Risk Types

= Penign associated with genital warts (6, 11,40 etc.)

High Risk Types

o Associated with cervical, vulvar, penile and
anal cancer(16, 18, 31, etc)

o 16 and 18 are associated with 99% of cervical
cancers, LSIL,HSIL and abnormal Pap tests

MMWR, 2007 56(No. RR-2)




Transmission

m Skin to skin contact

@ Most HPV infections are asymptomatic and resolve
without treatment

= 70% spontaneously clear within 15t year
o 90% within 2 years
@ No evidence that treatment prevents transmission
m Persistant infection with high-risk types is impt risk
for cervical cancer

MMWE, 2007 56({INo. ER-2)




Condyvloma ac%‘r_ninata, penile




Condyloma acuminata, anal




Condyloma acuminata, meatal







Condyloma acuminata, vaginal wall




Condyloma acuminata, anal




Papillomavirus

Patient-applied
Podofilox 0.5% solution or gel
or
sinecatechins ointment

Provider-administered
Cryotherapy
or
Podophyllin resin 10-25%
or

Trichloroacetic or Bichloroacetic
acid 80-90%

or
Surgical removal



Hepatitis C virus
fate of acute infection

Spontaneous
resolution
15%
—

Chronic
85%

M Eng J Med. 1999;341:556-562.




Hepatitis B
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HIV Presentation

Manths Years

T 11 | | |
Time atter crmst of HIY indechon

Figure &.
Matural history of HIV-1 infection.



Molluscum contagiosum, vulva and
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Molluscum contagiosum




Pediculosis Pubis

Pruritus or lice or nits on pubic hair
Decontaminate bedding and clothing
Recommended regimens

— Permethrin 1%

— Lindane 1% shampoo

— Pyrethrins with piperonyl butoxide
Re-treatment may be necessary if sx persist
Treatment of sex partners within the last month



Female Crab Louse




Lice in pubic area




Scabies

Rash and pruritus may persist for 2 wks

Persistence > 2 wks: tx failure, resistance,
reinfection, drug allergy, cross reactivity
with household mites

Attention to fingernails of infected
patients

Treat close contacts empirically

Wash linens, bedding, clothing



Norwegian Scabies

o Aggressive infestation in immunodeficient,
debilitated, or malnourished

e Greater transmissibility

e Substantial treatment failure with topical scabicide or
oral ivermectin; treatment recommendations--
combination topical scabicide with ivermectin or
repeated treatments with ivermectin






Scabi







Scabies

Predominant symptom is pruritus
Recommended regimen

Permethrin cream 5%
Alternative regimen

Lindane 1% or Invermectin 200 ug/kg,
repeat in 2 wks

Sex partners and household contacts
within the preceding month should be
treated



Scabies causing eczema-like hand




