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Anal Sex and anal STDS
 
In a study from Pune (1), reported in India’s new journal, AIDS Research and Review, a large cohort study of the incidence of HIV between 1993 and 1998 found 7.6% new infections per 100 person years. In this cohort, 3% of 9300 persons (male and females were combined) reported anal sex in the past three months. The incidence of HIV among those who were receptive partners was very high, 42.5% with a relative risk of 8.6, the highest among all the possible risk factors analysed. The authors did not indicate the sex of these receptive partners but it is clear that the anal sex issue has emerged as a significant factor in India’s epidemic.
     
The stigma attached to anal sex in South Asia is such that few doctors can be found who will openly discuss the topic. Most appear simply not to believe anal sex takes place. My own experience shows that, even the most experienced STD doctors maintain it is rare and not a problem in their areas. But I can send my interviewers on to the streets and into the parks in the same cities and they can find dozens of boys or men and a handful of girls or women walking around with anal discharge, anal ulcers, in pain and under no reasonable treatment regime. They almost all claim they would be too embarrassed to go to a doctor with these symptoms, cannot afford private doctors, and mostly try to treat themselves with home-made pastes or something recommended by a friend and bought at a pharmacy.
 
Anal sex is not only restricted to gay or homosexual men or to men in India. Gender constructions of masculinity and manhood in South Asia countries and elsewhere in many other countries in Africa, South America, South East and East Asia, and probably in Western countries, indicate that many men who do not define themselves as homosexual will penetrate another male if he is feminised or adolescent as neither of these can be considered men. In other words anal sex is not an exclusive property confined with a heterosexual/homosexual paradigm. It is a part of the sexual repertoire of many men as the penetrating partner. Those who are penetrated tend to be male adolescents and youth, feminised males (whether transvestites, transgendered, or otherwise), and women. To penetrate is a manly prerogative.
 
But what doctors and STD clinics even bother to ask about anal sex as a behaviour. Rather what we talk about is heterosexual or homosexual transmission, rather than vaginal or anal transmission. Which doctors have the knowledge and skills to understand about anal discharge and anal damage as vectors of STD/HIV infection/transmission.? Which doctor is able and willing to anal proctoscopic examinations?
 
All the documentation about syndromic management of STDs that have been issued by government (and even by UNAIDS) does not mention anal STDs and their symptoms.
 
Research and assessment data  from South Asia indicate that anal sex is widely practised, especially among the various groups of men who have sex with men, including hijras and brothel based female sex workers. Those with the most stigmatised identities, IDUs, hijras, and male sex workers, had the highest reported rates of current STDs, an indicator of their lack of access to adequate STD services. These hard-to-reach men need specialised, affordable services that can handle their various health problems, not just their STDs, and that do not scare them away with disapproval of their behaviour. Raising the profile of anal STDs among medical personnel could help. Conducting further research on the true epidemiological picture of these infections is a must.
    
In this region, anal STDs receive little attention among health providers. Although they are mentioned in some medical textbooks, there is little written to guide our physicians. Even in the international world of STD research, very little has been focused on anal STDs and, to date, no syndromic guidelines exist for the management of anal STDs, whether found in male or female bodies. There are real questions of medical practice to be answered before such guidelines could be written and promoted. We do not know how widespread are these infections, i.e. the extent of the problem. Everything appears to be based on assumptions. We do not know what proportion of anal STDs of which types are asymptomatic. We do not know if and when proctoscopy is required. We do not know how to conduct proper verbal screening for all types of patients. We do not know which drugs to use for anal vs oral or urethral symptoms. The topic remains taboo in most medical circles and, where skills and knowledge exist, these are most often found in developed countries where special efforts were made to handle gay men’s health after AIDS became an additional threat. The epidemiological profiles of those nations may bear no resemblance to what would be found in Bombay, Dhaka or Karachi, or perhaps Mobassa, Nairobi or Durban. In order to promote such research and the eventual adoption of syndromic guidelines for anal STDs, we need advocacy among sexual health providers in both the private and public sectors as well as with national AIDS programmes.
 
With so little guidance available, there is almost no practical experience available as models apart from  the experience of gay sexual health clinics of the West, or clinics like that is managed by Bandhu Social Welfare Society in Dhaka, Bangladesh, which manages an MSM sexual health programme.
 
These clinics incorporate the points raised about, to include verbal screening, questions by the doctor, visual inspections, proctoscopic examinations when indicated and treatment. With no treatment guidelines available either, often it is left to the doctor to discover for himself/herself what needs to be done. 
 
But all this requires that the clinic staff and programme staff must be accepting, non-stimatising and totally confidential for those who practice anal sex to comfortably access treatment and counselling. Too many reports speak of doctors cursing and accusing clients sin, bad behaviour and "dirty" people.
Anal Problems
The following anal conditions have been identified as common clinical presentations among MSM and Hijra patients:
 
      Anal pain
      Anal discharge
      Anal tumours (usually warts)
      Anal ulcers
      Anal bleeding
      Anal burning / itching
      Anal fissure / tear / injury
 
Principles of syndromic management
Basic principles of syndromic management were discussed and their limitations in the management of anal conditions were identified, especially for conditions not usually associated with STIs.  The need for single dose, oral therapy was discussed and the rationale and limitations of the three diagnostic approaches were described.
 
Diagnostic approaches
Etiological (diagnosis and management based on the demonstration of the                                 causative organism - if the condition is infectious)
Clinical (diagnosis and management based on history and examination alone)
Syndromic (diagnosis and management based on presenting signs and symptoms according to standardized guidelines)
 
Discharge
Genital discharge                GC/CT
Anal discharge                     GC/CT                        proctitis enteritis etc
Management                        Ceftriaxone, Ciprofloxacin, Metronidazole
 
Warts
Management options can be limited and essentially is based on cryotherapy in static clinics or referral to hospitals or private doctors.
 
Condylomata lata may occasionally be seen and, given what may be high local prevalence of syphilis, they should be considered in the differential diagnosis of flat, moist anal wart-like lesions.  Syphilis serology should be assessed where feasible and any patients with suspicious lesions should be treated for syphilis at their first visit.
 
Anal Pain
The difficulties of specific diagnosis should be recognised.
 
History
Issues that could be explored in history taking include:
      lack of lubricant
      fast and rough sex
      constipation
      tenesmus or other symptoms suggesting colitis
      sexual violence
      use of sex toys such as vibrators, dildoes etc (said to be rare or used only by the very affluent, although it was acknowledged that little is known about the use of sex toys locally).
 
Examination
Examination could elicit signs of conditions that could be managed locally including:
      tears and fissures
      constipation
      secondary infections and abscesses
      proctitis
      herpes
 
Management
Management options for anal pain clearly depend on the diagnosis and it should be recognised that many conditions have little to do with STIs.  Apart from managing specific lesions, other options include:
      referral to surgeons if needed
      analgesia  (e.g., lignocaine)
      counselling about sexual technique
      provision of lubricant (water-based for use with condoms)
      harm reduction messages regarding the damage caused through the inappropriate use of topical antibiotics and antiseptics
      suggestions about alternative sexual practices to minimize anal trauma (e.g., masturbation, interfemoral or ‘thigh’ sex  and oral sex)
 
Anal bleeding
Appropriate management of patients with anal bleeding need to be developed and the difficulties of specific diagnosis recognised.
 
History for anal or rectal bleeding
Several issues need to be explored in the history of a male with anal or rectal bleeding. Most importantly:
      the possibility of a bowel neoplasm should always be kept in mind.
      timing and nature of bleeding (e.g., during or after sex, fresh or altered blood, malena)
      use of lubricant
      history of trauma or violence (e.g., use of foreign objects, sexual assault)
      use of sex toys (see above)
 
Examination
Some conditions will be diagnosed specifically on examination whereas other will require empirical management.
      Haemorrhoids
      Fissure
      Shigellosis
      Neoplasm
      Digital rectal examination
 
Proctoscopic examination may be necessary, and with this will be the need for good light as well as cleaning and sterilising facilities.
 
Anal burning & itching
A range of possible causes for anal burning or itching include: 
      Trauma
      Eczema
      Scabies
      Pediculosis (said to be rare in Bangladesh)
      Fungal infections
      Parasitic infections (e.g., helminthic infestations)
 
Management
Scabies and pediculosis:  Permethrin 5% cream or benzyl benzoate solution
Fungal skin infections:        Topical antifungals (e.g., clotrimazole)
Eczema:                                Topical corticosteroids (e.g., hydrocortisone)
Helminthic infestations       Systemic albendazole
 
 
Centre for Disease Control (USA) Guidelines
 
Management of Proctitis, Proctocolitis and Enteritis
 
Reference:    Centers for Disease Control and Prevention. 1998 Guidelines for treatment of sexually transmitted diseases. MMWR 1998;47(No. RR-1):104-5.
 
Sexually transmitted gastrointestinal syndromes include proctitis, proctocolitis, and enteritis. Proctitis occurs predominantly among persons who participate in anal intercourse, and enteritis occurs among those whose sexual practices include oral-fecal contact.  Proctocolitis can be acquired by either route, depending on the pathogen.  Evaluation should include appropriate diagnostic procedures (e.g., anoscopy or sigmoidoscopy, stool examination, and culture).
 
Proctitis is an inflammation limited to the rectum (the distal 10 -12 cm) that is associated with anorectal pain, tenesmus, and rectal discharge. N. gonorrhoeae, C. trachomatis (including LGV serovars), T. pallidum, and HSV usually are the sexually transmitted pathogens involved. In patients coinfected with HIV, herpes proctitis may be especially severe.
 
Proctocolitis is associated with symptoms of proctitis plus diarrhoea and/or abdominal cramps and inflammation of the colonic mucosa extending to 12 cm. Fecal leukocytes may be detected on stool examination depending on the pathogen. Pathogenic organisms include Campylobacter sp., Shigella sp., Entamoeba histolytica, and, rarely, C. trachomatis (LGV serovars).  CMV or other opportunistic agents may be involved in immunosuppressed HIV-infected patients.
 
Enteritis usually results in diarrhoea and abdominal cramping without signs of proctitis or proctocolitis.  In otherwise healthy patients, Giardia lamblia is most frequently implicated.  Among HIV-infected patients, other infections that usually are not sexually transmitted may occur, including CMV, Mycobacterium avium-intracellulare, Salmonella sp., Cryptosporidium, Microsporidium, and Isospora. Multiple stool examinations may be necessary to detect Giardia, and special stool preparations are required to diagnose cryptosporidiosis and microsporidiosis.  Additionally, enteritis may be a primary effect of HIV infection.  When laboratory diagnostic capabilities are available, treatment should be based on the specific diagnosis. Diagnostic and treatment recommendations for all enteric infections are beyond the scope of these guidelines.
 
Treatment
Acute proctitis of recent onset among persons who have recently practiced receptive anal intercourse is most often sexually transmitted. Such patients should be examined by anoscopy and should be evaluated for infection with HSV, N. gonorrhoeae, C. trachomatis, and T. pallidum. If anorectal pus is found on examination, or if polymorphonuclear leukocytes are found on a Gram-stained smear of anorectal secretions, the following therapy may be prescribed pending results of additional laboratory tests.
 
Recommended Regimen
Ceftriaxone 125 mg IM (or another agent effective against anal and
                                    genital gonorrhoea),
PLUS
Doxycycline            100 mg orally twice a day for 7 days.
 
NOTE: For patients who have herpes proctitis, refer to Genital Herpes Simplex Virus (HSV) Infection.
 
Follow-Up
Follow-up should be based on specific etiology and severity of clinical symptoms.  Reinfection may be difficult to distinguish from treatment failure.
 
Management of Sex Partners
Sex partners of patients who have sexually transmitted enteric infections should be evaluated for any diseases diagnosed in the patient.
 
WHO Guidelines for the Management of Sexually Transmitted Infections 
(WHO/HIV_AIDS/2001.01 and WHO/RHR/01.10)
 
Management of Gonococcal and Chlamydial Proctitis 
 
GONOCOCCAL INFECTIONS
A large proportion of gonococcal isolates worldwide are now resistant to penicillins, tetracyclines, and other older antimicrobial agents, which can therefore no longer be recommended for the treatment of gonorrhoea.
 
It is important to monitor local in vitro susceptibility, as well as the clinical efficacy of recommended regimens.
 
Note
In general it is recommended that concurrent anti-chlamydia therapy be given to all patients with gonorrhoea, as described in the section on chlamydia infections, since dual infection is common.  This does not apply to patients in whom a specific diagnosis of C. trachomatis has been excluded by a laboratory test.
 
UNCOMPLICATED ANOGENITAL INFECTION
Recommended regimens
 
Ciprofloxacin, 500 mg orally, as a single dose
 
OR
 
Azithromycin, 2 g orally, as a single dose
 
OR
 
Ceftriaxone, 125 mg by intramuscular injection, as a single dose
 
OR
Cefixime, 400 mg orally, as a single dose
 
OR
 
Spectinomycin, 2 g by intramuscular injection, as a single dose.
 
Note
Ciprofloxacin is contraindicated in pregnancy.  The manufacturer does not recommend it for use in children and adolescents.
 
There is accumulating evidence that the cure rate of Azithromycin for gonococcal infections is best achieved by a 2-gram single dose regime.  The 1-gram dose provides protracted sub-therapeutic levels which may precipitate the emergence of resistance. There are variations in the anti-gonococcal activity of individual quinolones, and it is important to use only the most active.
 
Alternative regimens which may be useful in some countries, depending on the prevalence of resistant gonococci:
 
Kanamycin, 2 g by intramuscular injection as a single dose
 
OR
 
Trimethoprim (80 mg)/sulfamethoxazole (400 mg), 10 tablets orally, as a single dose daily for 3 days.
 
Note
Kanamycin and trimethoprim/sulfamethoxazole should only be used in areas where in vitro resistance rates are low and are monitored at regular intervals. In addition, second-line treatment with recommended drugs should be available.
 
CHLAMYDIA TRACHOMATIS INFECTIONS
(OTHER THAN LYMPHOGRANULOMA VENEREUM)
 
Uncomplicated urethral, endocervical, or rectal infections
 
Recommended regimens
 
Doxycycline, 100 mg orally, twice daily for 7 days
 
OR
 
Azithromycin, 1 g orally, in a single dose
 
Alternative regimens
 
Amoxycillin, 500 mg orally, three times a day for 7 days
 
OR
 
Erythromycin, 500 mg orally, four times a day for 7 days
 
OR
 
Ofloxacin, 300 mg orally, twice a day for 7 days
 
OR
 
Tetracycline, 500 mg orally, four times a day for 7 days.
 
Note
Tetracyclines are contraindicated during pregnancy and lactation.
 
Current evidence indicates that 1 gram single dose therapy of azithromycin is efficacious for chlamydia infection.
 
There is evidence that extending the duration of treatment beyond 7 days does not improve the cure rate in uncomplicated chlamydia infection. Erythromycin should not be taken on an empty stomach.
 
Follow-up
Compliance with the 7-day regimens is critical. Resistance of C. trachomatis to recommended treatment regimens has not been observed.
SYNDROMIC ALGORITHM FOR ANAL DISCHARGE 
(No laboratory support available)
Note:  the specific efficacy of this algorithm has not been evaluated
 
1.         Chief complaint: 
            patient complains of an anal discharge (+/- anal pain or tenesmus)
 
2.         Action: 
            a)        take history; 
            b)        conduct PE including inspection of anus; c) perform anascopy
 
3.         Decision node:
 
            a)        ulcer/vesicle present?
                        Action:            If yes, treat for syphilis and chancroid, educate (4 C plus                                                                   lubricant), dispense condoms (e.g. 2.4 million IU IM plus                                                                   erythromycin 500 mg qid x 7 days)
 
            b)        mucopurulent discharge present?
                        Action:            If yes, treat for GC and CT, educate (4C plus lubricant),                                                                      dispense condoms (e.g. ceftriaxone 250 mg IM plus doxy                                                                 po 100mg bid x 7 days)
 
            c)         fever/diarrhea/cramps ( proctocolitis)?
                        Action:            If yes, treat for enteric infection, educate (4 C plus lubricant),                                                            dispense condoms (e.g. cipro 500mg po qid for 7 days)
 
            d)        fissure present?
                        Action:            treat with Sitz bath and ? antibiotics?, educate (lubricants)                                                                etc...
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