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Extragenital GC and Ct

•Prevalence

•Public Health Implications

• Importance
• HIV
• Resistant gonorrhea

• Future Directions



*2015 Data are preliminary as of May 5, 2016



*2015 Data are preliminary as of May 5, 2016



National Case Based Surveillance

•Person based
• Extragenital infections may be underestimated

•Site of infection
•Data not available at national level



GENITAL & EXTRA-GENITAL TESTING 
CAPACITY AT DHMH LABS - 2016
•NAATs (Chlamydia lab)
• endocervical swabs
•male urethral swabs
•urine first void (male and 

female)
• rectal swabs

•Culture tests (GC Lab) 
• Endocervix
•Urethra
•Conjunctival
•Nasopharynx
• throat
• rectal



What do we know?



Why do extragenital testing?

• From July 2003 until February 2007, 441 rectal test sets 
were collected from individuals attending a sexually 
transmitted disease clinic and three HIV clinics 
• who gave a history of anal intercourse or 
• were women at high risk for Neisseria gonorrhoeae or 

Chlamydia trachomatis infections.
•What would we have missed by NOT testing the rectum?

• Over 60% and 80% of gonococcal and chlamydial infections 
in MSM

• Over 20% of chlamydial infections in women

Bachmann LH et al.  J Clin Micro 2010:1827-1832 



Sex Transm Dis 2016;43:299-301



Proportion of extragenital gonorrhea and chlamydia 
infections associated with 

concurrent negative urethral tests.

Monica E. Patton et al. Clin Infect Dis. 2014;58:1564-1570

21,994 MSM attending 42 STD Clinic in US 2011-2012



Neisseria gonorrhoeae and Chlamydia trachomatis 
Among Women Reporting Extragenital Exposures 

Joshua D. Trebach, BS,* C. Patrick Chaulk, MD,*† Kathleen R. Page, MD,*† Susan Tuddenham, MD, MPH,* and 
Khalil G. Ghanem, MD, PhD* 

• Methods: All patients who reported extragenital exposures in the preceding 3 
months, who presented for care between June 1, 2011, and May 31, 2013, 
and who were tested for GC and CT using nucleic acid amplification tests at all 
sites of 

• Results: A total of 10,389 patients were included in this analysis (88% African 
American; mean age, 29 years; 42% women; 7% MSM; 2.5% HIV infected)
• The prevalence estimates of any extragenital GC and CT were as follows:

• 2.4% GC and 3.7% CT in women 
• 2.6% GC and 1.6% CT in men who have sex with women
• 18.9% GC and 11.8% CT in MSM. 

• Among women, 30.3% of GC infections and 13.8% of CT infections would have 
been missed with urogenital-only testing. 

• Unlike MSM, age ≤18 years was the strongest predictor of extragenital
infections in women. 

Sex Transm Dis 2015;42:233-239



Trebach JE, Chaulk CP, Page KR, Tuddenham S, Ghanem KG.  Sex Transm Dis 
2015;42:233-239  A summary of studies that assessed prevalence of GC and CT in women







Trebach JE, Chaulk CP, Page KR, Tuddenham S, Ghanem KG.  Sex Transm Dis 
2015;42:233-239



High prevalence of 
extra-genital CT or 
GC among MSM and 
transgender women 
in Lima, Peru

Allan-Blitz et al.  Int J STD 
AIDS 2016



GC and CT infections among MSM in Cape Town, SA
Rebe K et al PLoS One 2015;10:e0138315

• 200 MSM
• 57 (29%) symptoms

• 10 (5%) urethral 
discharge

• 26 (13%) 
oropharynx pain

• 22 (11%) anal 
discharge or pain



Pharyngeal CT and GC Positivity 
among MSM – San Francisco 2010

Park J, et al.  Sentinel 
Surveillance for 
Pharyngeal Chlamydia 
and Gonorrhea 
Among Men Who 
Have Sex with Men –
San Francisco, 2010.  
Sex Transm Dis 
2012;39:482-484.



Prevalence and Incidence of Pharyngeal GC

•Project EXPLORE (MSM)
•Prevalence 5.5%
• Incidence 11.2/100 person-years

CID 2006;43:1284-1289



Rectal CT and GC by HIV Status:
San Francisco STD Clinic, 2009

HIV 
Uninfected
54%

HIV Infected
32%

HIV Unknown
14%• HIV-infected at higher 

risk for rectal infections 
than HIV-uninfected

• RR CT = 1.7 (1.3-2.2)
• RR GC = 1.8 (1.3-2/5)



Rectal and pharyngeal screening 
without urogenital screening?





2015 CDC STD Treatment Guidelines

•Sexually active MSM should be screened at least 
annually for GC and CT at sites of exposure 
(urethra, rectum, pharynx*)
•Pharyngeal CT screening not recommended

•MSM at increased risk should be screened every 
3-6 months







Transmission Opportunities



Positivity of urethral CT and GC among MSM
San Francisco City Clinic 2007 Bernstein CID 2009;49:1793







Duration of Extragenital GC and CT 
Infections among MSM

•Pharyngeal GC – 114.1-137.8 days

•Rectal GC – 346.0 days

•Pharyngeal CT – 667.1 days

•Rectal CT – 578.7 days



Don’t ask, won’t tell
Don’t look, won’t find







Do extragenital STDs          HIV? 

•We may never know
•Randomized trial of infection or treatment of STDs 

= unethical!
•Randomized trial of prophylactic treatment of 

bacterial STDs = unethical (?), abx resistance?
•Marginal structural models of observational data

• Every visit needs rectal STD testing and HIV testing
• Sufficient number of HIV seroconversions 

forappropriately power analysis



•Maybe it doesn’t matter
• If rectal STDs cause HIV, then preventing STDs is 

good HIV prevention
• Even if rectal STDs do not cause HIV, MSM with 

rectal STDs are at higher risk for HIV
• Way to identify high-risk subpopulations for 

intervention
• Less subjective marker of risk than self-reported sexual 

or substance use behaviors

Do extragenital STDs          HIV? 



Extragenital GC and 
Antibiotic Resistance





Unemo BMC Infectious Diseases 2015;15:364



•58 participants enrolled and treated:  28 
participants received 1200 mg of solithromycin
and 31 received 1000 mg







GENITAL & EXTRA-GENITAL TESTING 
CAPACITY AT DHMH LABS - 2016
• NAAT tests (Chlamydia lab):

• endocervical swabs
• male urethral swabs
• urine first void (male and female)
• rectal swabs

• Culture tests (GC Lab): 
• Endocervix
• Urethra
• Conjunctival
• Nasopharynx
• throat
• rectal



Thank you


