GONNORRHOEA

What is Gonorrhoea?

· Gonorrhoea is a sexually acquired infection caused by Neisseria gonorrhoeae, a bacterium. 
· After genital chlamydia, gonorrhoea is the second most common bacterial sexually transmitted infection in the UK. 

· It occasionally causes serious complications. 

Who gets gonorrhoea?

· Anyone who has sex can get gonorrhoea. The people most at risk are those having unprotected sexual intercourse (i.e. not using a condom), especially those with more than one sexual partner, and those who frequently change partners. 

· In 1999 there were almost 16500 cases diagnosed in STD clinics (also called genitourinary medicine clinics) in the United Kingdom. The true number of cases is thought to be considerably greater, however, because gonorrhoea is frequently without symptoms in women who may therefore not attend a clinic. 

· The highest rates of gonorrhoea are seen in women aged 16-19 and in men aged 20-24 years. 

How do you catch gonorrhoea?

· Gonorrhoea is a sexually transmitted infection. It is caught through unprotected vaginal, oral or anal intercourse or genital contact with an infected partner. 

· An infected person may have no symptoms, but still transmit the infection without knowing. 

· Gonorrhoea cannot be caught by casual contact (toilet seats, swimming pools, saunas). 

· A pregnant woman can pass infection onto her newborn baby during delivery. 

How do you know you have gonorrhoea?

· The early signs of gonorrhoea are often mild and many young women and some young men show no symptoms and so can be unaware of their infection. 

· Symptoms in young women can include a painful and burning sensation when passing urine and discharge from the vagina that is yellow or bloody. These symptoms appear 2-10 days after becoming infected. 

· Young men more frequently show signs of infection than young women. Typical symptoms include a discharge from the penis and a severe burning when passing urine. 

· Men and women with rectal infections may experience discharge from the anus, anal discomfort and pain on anal intercourse. 

How serious is gonorrhoea?

· Gonorrhoea can have especially serious effects for young women if left untreated. 

· Young women with gonorrhoea can develop pelvic inflammatory disease (PID). This occurs when the bacteria spread up from the vagina and cervix to damage the reproductive tubes leading to the ovaries. 

· Once established PID is hard to treat. 

· PID can result in chronic abdominal pain and pain during intercourse. It can also lead to infertility. The most severe complication is ectopic pregnancy when the embryo starts to grow in the reproductive tube instead of the uterus. This can be fatal when the reproductive tube ruptures because it cannot expand to accommodate the developing baby. A few women die from ectopic pregnancy in the UK each year. 

· An infected woman can pass the bacteria on to the baby during delivery causing it to be born with neonatal conjunctivitis (inflammation of the lining of the eye). However, this can be treated. 

· Rarely, untreated gonorrhoea can spread to the blood stream or the joints. This occurs in both men and women. 

How can you protect yourself against gonorrhoea?

· Sexually active young men and women can reduce their risk of gonorrhoea by reducing their numbers of partners and using condoms correctly and consistently during sexual intercourse. 

How can you diagnose gonorrhoea?

· Gonorrhoea can usually be diagnosed by a swab taken from the penis or cervix (neck of the womb). 

· Testing for sexual infections is often best done in STD clinics (also called genitourinary medicine clinics) which have the equipment and facilities for testing and for contacting, testing and treating sexual partners. Details of these clinics can be found in the telephone book, from your local hospital or from the STD clinic index of the Health Education Authority’s sexual health web site. Clinics are completely confidential and will not inform GPs of results unless specifically requested to do so. You can attend one of these clinics at any age (even if you are under the age of consent to sex which is 16). 

· Some GPs, Family Planning Clinics and young people’s clinics now also offer testing. 

· A person with suspected gonorrhoea should also be tested for other sexually transmitted infections which may be present without symptoms. 

 How can you treat gonorrhoea?
· As a bacterial infection gonorrhoea can usually be treated with an antibiotic. This is now often given as a single dose. 

· However, there are many strains of gonorrhoea and some are now resistant to the commonly used antibiotics. This makes it important for anyone with suspected gonorrhoea to be properly investigated. 

· All current and recent sexual partners of a person with gonorrhoea should be tested and treated to prevent re-infection and the further spread of disease. Treatment is offered whether or not they show any signs of infection. 

FACTS ABOUT GONORRHOEA

· Diagnoses of gonorrhoea in GUM clinics rose steadily during the 1960s and 1970s and remained at high levels until 1985. Thereafter, numbers decreased sharply and during the early 1990s, the number of diagnoses fell to their lowest levels since recording began. However, since 1994, diagnoses of gonorrhoea have risen considerably and rose by 25% (13 190 to 16 470) between 1998 and 1999. 

· The decline in the incidence of uncomplicated gonorrhoea between 1985 and 1988 may reflect changes in sexual behaviour brought about in response to the HIV epidemic. The subsequent rises after 1994 suggest that recently these behavioural modifications have not been sustained. 

· In 1999, diagnostic rates were highest in 20 to 24 year old males (163 per 100 000 population) and 16 to 19 year old females (139/100 000). Rates among males and females have increased in all age groups since 1994, with the sharpest increases seen in males aged 20 to 24 years and females aged 16 to 19 years. 

· The rise in diagnoses in young females in recent years suggests that there has been a significant increase in heterosexually transmitted gonorrhoea 

· About 17% (1974 of 11289) of gonorrhoea diagnoses in men in 1999 were homosexually acquired, a small fall from the 20% of male cases diagnosed in 1998. 

· In 1999, rates of diagnoses were higher in London than elsewhere in the UK, 141/100 000 for males and 55/100 000 for females. 

· Outside London, rates in males were highest in the North West (42/100 000) and West Midlands (38/100 000), and lowest in Wales (14/100 000) and Northern Ireland (11/100 000). Rates in females outside London were highest in Trent (21/100 000), West Midlands (19/100 000) and the North West (18/100 000) English regions but were lower than 10/100 000 in Scotland, Wales, Northern Ireland, and the South West and South East English regions. 

CHLAMYDIA

What is chlamydia?

· Genital chlamydial infection is a sexually transmitted infection caused by the bacterium, Chlamydia trachomatis. 
· It is the most common bacterial sexually transmitted infection in the UK. 

· If untreated, it can cause serious complications. 

Who gets chlamydia?

· Anyone who has sex can get genital chlamydial infection. The people at risk are those having unprotected sexual intercourse (i.e. not using condoms), especially those with more than one sexual partner and those who change sexual partners. 

· Eye infection can occur in adults and in infants who are born to infected women. 

· In 1999 over 34000 cases of chlamydia were diagnosed among 16-24 year olds at STD clinics (also called genitourinary medicine clinics) in the United Kingdom. However, it is estimated that there were another 100-200,000 cases among young women in that age group alone. A large proportion of cases remained undiagnosed. Infection is not confined to those generally perceived to be at high risk of an STI. 

· Chlamydia is most common in women aged 16-24 and men aged 20-24 years. 

How do you catch chlamydia?

· Genital chlamydia is a sexually transmitted infection. It is caught through unprotected vaginal, oral or anal sex or genital contact with an infected partner. 

· An infected person will frequently have no symptoms of chlamydia, however he or she can still infect a partner without knowing. 

· Genital chlamydia cannot be caught by casual contact (toilet seats, swimming pools, saunas). 

· Pregnant women can pass infection to infants during birth. 

How do you know that you have chlamydia?

· Most people are unaware of their infection. Up to 50% of infected men and 70% of women are asymptomatic. 

· A person may carry the infection, have no symptoms and be able to pass it on to any partner during that time.

· Of those with symptoms of genital chlamydia, women may experience some unusual vaginal discharge, bleeding between periods, pain when passing urine and lower abdominal pain. Men may experience discharge from the penis, burning and itching in the genital area, and pain when passing urine. Symptoms may persist but in some cases, they may only last for a few days then disappear. 

· If symptoms do occur, they start 1-3 weeks after becoming infected. 

How serious is chlamydia?

· Chlamydia can have especially serious effects for women if left untreated. 

· About one third of women with untreated chlamydia go on to develop pelvic inflammatory disease (PID). This occurs when the bacteria spread up from the vagina and cervix to damage the reproductive tubes leading to the ovaries. PID can also result from other infections but about 40% of PID cases are caused by genital chlamydial infection. 

· PID is the dominant infectious cause of chronic pelvic pain, infertility and ectopic pregnancy (a pregnancy outside the womb). The incidence of ectopic pregnancy in England is 1 per 100 conceptions (similar to that seen in other European countries) and accounts for 21% of deaths resulting from complications of pregnancy and childbirth. 

· The consequences of PID are not easily treatable and can have lifelong implications for the individuals concerned. 

· One in five women with an episode of PID will become infertile. 

· An infected woman can also pass the bacteria on to her baby causing it to be born with conjunctivitis (inflammation of the lining of the eye) or pneumonia. However, both are treatable. 

· Complications are rarer in men, but untreated chlamydia can lead to pain and swelling around the testicles; a sign of inflammation of the male reproductive tubes (epididymitis). This can occasionally cause male infertility. 

· Men and women with genital chlamydial infection can also develop painful arthritis due to inflammation of the joints. 

How can you protect yourself against chlamydia?

· Sexually active men and women can reduce their risk of chlamydia by reducing their numbers of partners and by using condoms correctly and consistently during sexual intercourse. 

How is chlamydia diagnosed?

· Usually, genital chlamydial infection is diagnosed by a swab taken from the penis or the cervix (at the top of the vagina), however, urine tests for chlamydia are being introduced. 

· Testing for sexual infections is often best done in STD clinics (also called genitourinary medicine clinics) which have the equipment and facilities for testing and for contacting, testing and treating sexual partners. Details of these clinics can be found in the telephone book, from your local hospital or from the STD clinic index of the Health Education Authority’s sexual health web site. Clinics are completely confidential and will not inform GPs of any results, unless specifically requested to do so. You can attend one of these clinics at any age (even if you are under the age of consent to sex which is 16). 

· Some GPs, family planning clinics and young people’s sexual health clinics now also offer testing. 

· Some people now choose to be tested for chlamydia and some other infections when starting a new sexual relationship. 

· A person with suspected chlamydia should also be tested for other sexually transmitted infections, which may be present without symptoms. 

How is chlamydia treated?

· Once diagnosed, uncomplicated chlamydial infection is easy to treat and cure. 

· There are a number of antibiotics which are used to treat chlamydial infection. Doxycycline (twice daily for 7 days) or azithromycin (single dose) are currently the most commonly prescribed treatments. 

· All current and recent sexual partners of an infected person need to be tested and treated to prevent re-infection and further spread of disease. Partners need to be tested whether or not they show symptoms of infection and may be offered treatment whether or not a positive diagnosis is made. 

FACTS ABOUT CHLAMYDIAL

· Genital chlamydial infection is currently the most common bacterial sexually transmitted infection (STI) in the United Kingdom with prevalences between 2% and 12% detected in studies of women attending general practice. 

· The number of uncomplicated chlamydia diagnoses in genitourinary medicine (GUM) clinics has risen steadily since the mid-1990s and rose by 14% (48 956 to 56 855) between 1998 and 1999, a rise of 15% in females and 13% in males 

· The highest rates of chlamydia are among 16-19 year old females (791/100 000) and 20-24 year old males (465/100 000). 

· Between 1993 and 1999 the overall rate of uncomplicated chlamydia diagnoses among 16 to 19 year olds more than doubled, from 340 to 791 per 100 000 population in females and from 90 to 216 per 100 000 population in males. 

· Diagnoses of genital chlamydial infection are widely distributed throughout the UK but, in 1999, rates were highest in London for both males (155/100 000) and females (184/100 000). 

· Outside London, highest rates in males were in the North West (94/100 000) and Trent (94/100 000) whereas lowest rates were seen in Wales (51/100 000) and Northern Ireland (50/100 000). For females, highest rates outside London were seen in Trent (146/100 000), Northern & Yorkshire and the North West regions of England (both 126/100 000), whereas lowest rates were seen in Scotland (62/100 000) and Northern Ireland (44/100 000). 

· The majority of cases of genital chlamydial infections cause few or no symptoms. It is estimated that cases diagnosed at GUM clinics only represent 10% of all cases. The recent rise in diagnoses may be due to increased public and professional awareness of this infection resulting in an increased number of tests being performed. 
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GENITAL HERPES

What is genital herpes?

· Genital herpes is caused by the herpes simplex virus (HSV) 

· Genital herpes is very similar to the herpes that appear on the hands and face (‘coldsores’), but is found on or around the penis, anus or vagina. 

· There are two types of herpes virus, HSV-1 and HSV-2, both can cause genital herpes. 

· The first episode of infection (primary) with genital herpes is often quite severe. There are blisters and inflammation at the site of infection and the sufferer may feel generally unwell. It is common to have symptoms of burning when passing urine 

· After the first episode of infection with HSV the virus enters into a dormant phase in the nerve which supplies feeling to the area where infection occurred. 

· The dormant virus reactivates from time to time to cause recurrences. 

· Some people get symptoms warning them that a recurrence is about to occur, such as itching, tingling or pain in the genital area, blisters or sores may then develop. These tend to be less severe than the symptoms that occurred at the time of the first episode of infection. 

· From time to time the virus may reactivate without causing any symptoms of infection at all. 

Who gets genital herpes?

· Anyone who has sex can catch genital herpes. The people at risk are those having unprotected sexual intercourse (i.e. not using condoms), especially those with more than one sexual partner and those who change sexual partners. 

· In 1999, almost 17500 men and women attended STD clinics (also called genitourinary medicine clinics) in the United Kingdom with first attack genital herpes. 

· Rates of diagnosis of genital herpes are highest in 20 to 24 year-old men and women. 

How do you catch genital herpes?

· Genital herpes is spread by direct contact with the virus. You can catch herpes from somebody with genital herpes via unprotected vaginal or anal sex, genital contact or through oral sex with someone who gets coldsores. 

· Genital herpes and coldsores are both very infectious when an infected person has either blisters or sores. 

· It is possible for an infected person to transmit the virus when they have no symptoms of infection. The risk of this happening is probably reduced by using condoms. 

· Infected pregnant women may pass the virus to their baby during birth. 

How do you know you have genital herpes?

· Genital herpes infection may be asymptomatic in some individuals whereas others have symptoms which maybe recurrent in the genital area. 

· There may be itching, tingling or pain in the genital area, followed by blisters or sores. In women, herpes occurs on the vulva, the vagina, or around the anus or buttocks. In men, genital herpes may occur anywhere around the genitalia or anus. 

· The signs of genital herpes are not specific in the majority of cases. It is important to have them diagnosed by a doctor. 

How serious is genital herpes?

· The majority of people with genital herpes experience mild and infrequent symptoms. 

· Some people may experience more frequent and severe recurrent episodes. 

· The risk of transmission from a mother to her baby is greatest for babies born to a woman with first episode genital herpes around the time of delivery. Neonatal herpes is potentially life threatening but occurs very rarely in the UK. 

· Women with recurrent herpes prior to pregnancy are at very low risk of transmitting the infection to their babies. 

How can you protect yourself against genital herpes?

· The only way to prevent infection is to avoid direct contact with the virus. 

· Sexually active men and women reduce their risk of infection by reducing their number of partners and by using condoms correctly and consistently during sexual intercourse. 

· Avoid having sex with someone who has an active genital herpes sore or an active cold sore as there is high risk of transmission at this time. 

How is genital herpes diagnosed?

· Diagnosis of genital herpes is often made by taking a swab from the blister or ulcer. It is frequently not possible to make a diagnosis based on the appearance of the herpetic sores as these often vary. A person with their first episode of genital herpes should be tested for other sexually transmitted infections which maybe present without symptoms. 

· Testing for sexually transmitted infections is best done at an STD clinic (also called genitourinary medicine clinics) which have the equipment and facilities for testing. Details of these clinics can be found in the telephone book, from your local hospital or from the STD clinic index of the Health Education Authority’s sexual health web site. The clinics are completely confidential and will not inform GPs unless specifically requested to do so. You can attend one of these clinics at any age (even if you are under the age of consent to sex which is 16). 

· Some GPs, Family Planning Clinics and young people’s clinics now also offer testing. 

How can you treat genital herpes?

· The first episode of genital herpes is treated with antiviral drugs, which reduce the length and severity of the infection. 

· Most recurrences are mild and of short duration and do not require any treatment. Antiviral drugs can be used for severe or prolonged recurrences. People with frequent or severe recurrences can have continuous treatment with antiviral drugs to prevent symptoms. 

· There is no cure for the herpes simplex virus. Infection is lifelong. 

· If the infection is left untreated, most people will eventually stop having recurrences. 

FACTS ABOUT GENITAL HERPES

· Genital herpes simplex virus (HSV) infection is the most common ulcerative sexually transmitted infection (STI) in the United Kingdom. 

· Between 1972 and 1999, the number of genital HSV diagnoses made at genitourinary medicine (GUM) clinics increased 4 and 14 fold in males and females, respectively. This is reflected in the changing female to male ratio, from 0.4:1 in 1972 to 1.4:1 in 1999. The number of diagnoses stabilised and fell briefly in the mid-eighties possibly due to changes in sexual behaviour following extensive media coverage of AIDS. 

· Between 1972 and 1999, the number of genital HSV diagnoses made at genitourinary medicine (GUM) clinics increased 4 and 14 fold in males and females, respectively. This is reflected in the changing female to male ratio, from 0.4:1 in 1972 to 1.4:1 in 1999. The number of diagnoses stabilised and fell briefly in the mid-eighties possibly due to changes in sexual behaviour following extensive media coverage of AIDS.

· In 1999, rates were highest in the 20 to 24 year-old age group for both males and females (79 per 100 000 population and 181/100 000 respectively). 

· Rates of first episode genital HSV are in males and females highest in London (51/100 000 and 74/100 000, respectively) and were at least twice those in all other parts of the UK in 1999. The lowest rates of first attack HSV were in Northern Ireland (9 and 13 per 100 000 population, respectively). 
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GENITAL WARTS

What are genital warts?

· Genital warts (also known as venereal warts) are caused by a virus, the human papillomavirus (HPV). 

· Warts are found on or around the penis, anus or vagina. 

· Over 90 HPV types have been identified, around a third of which are sexually acquired and live predominantly in genital tissues. 

· Genital warts are the most common sexually transmitted infection diagnosed in STD clinics (also known as genitourinary medicine clinics) in the UK. 

Who gets genital warts?

· Anyone who has sex is at risk of infection. Individuals having unprotected sexual intercourse (i.e. without a condom) are at particular risk, especially those with more than one sexual partner, and those who frequently change sexual partners. 

· In 1999, more than 70000 men and women attended STD clinics in the United Kingdom with a first attack of genital warts. 

· The highest rates of genital warts are recorded for women aged 16-24 and in men aged 20-24, although sexually active people of any age can be infected. 

How do you catch genital warts?

· Genital warts are spread through unprotected vaginal or anal sex or genital contact with an infected partner. They are infectious and approximately two thirds of people who have sexual contact with a partner with genital warts will develop warts, usually within three months of contact. 

· An infected person may have no symptoms, but still transmit the virus. 

· There is a small risk of transmission of the virus from an infected pregnant woman to her baby during the birth. 

How do you know you have genital warts?

· Some infected people will show no signs, while others will have visible warts. 

· In women warts occur on the inside and outside of the vagina, on the cervix (neck of the womb), or around the anus. In men genital warts may occur on the tip or shaft of the penis, or around the anus. 

How serious are genital warts?

· If left untreated the warts usually disappear, but this can take months or even years. Warts can on rare occasions develop into a fleshy, cauliflower-like growth. 

· Genital warts are a serious health concern as certain types of HPV have been associated with cervical cancer 

· However, most women infected with genital warts do not have high cancer risk HPV and are at no increased risk of developing cervical cancer. 

How can you protect yourself against genital warts?

· The only way to prevent infection is to avoid direct contact with the virus. 

· Sexually active men and women reduce their risk of infection by reducing their numbers of partners and by using condoms correctly and consistently during sexual intercourse. 

· Condoms are the only form of contraceptive that offer some protection against sexually transmitted genital warts, but even then the protection is incomplete. 

How are genital warts diagnosed?

· Diagnosis is usually made by recognising the warts by their appearance or by looking for other evidence of HPV infection. Genital warts may not be easy to recognise and the person making the diagnosis should be experienced. 

· Testing for sexually transmitted infections is often best done in STD clinics (also called genitourinary medicine clinics) which have the equipment and facilities for testing. Details of these clinics can be found in the telephone book, from your local hospital or from the STD clinic index of the Health Education Authority’s sexual health web site. The clinics are completely confidential and will not inform GPs unless specifically requested to do so. You can attend one of these clinics at any age (even if you are under the age of consent to sex which is 16). 

· Some GPs, Family Planning Clinics and young people’s clinics now also offer treatment. 

· A person with suspected genital warts should also be tested for other sexually transmitted infections which may appear without symptoms. 

How can you treat genital warts?

· If left alone most genital warts will eventually heal and disappear. 

· However, many people consider genital warts unsightly and embarrassing and seek help to get rid of them. 

· Antibiotics cannot help as genital warts are caused by a virus. 

· Genital warts are treated according to their size and location. Treatment is based on the application to the wart of caustic agents or freezing with liquid nitrogen. 

· There is no immediate cure and treated warts often recur. 

 

FACTS ABOUT GENITAL WARTS

· Genital warts is the commonest sexually transmitted infection (STI) diagnosed at genitourinary medicine (GUM) clinics throughout the United Kingdom: First episode, recurrent and re-registered cases accounted for 22% (131 140 of 590 909) of all diagnoses in GUM clinics in 1999. 

· Between 1972 and 1999, the number of all genital warts diagnoses (first episode, recurrent and re-registered cases) increased more than 6 and 9 fold in men and women, respectively. These rises may reflect increased incidence of infection, greater public awareness and/or improved diagnostic sensitivity. 

· The number of genital warts diagnoses stabilised between 1986 and 1994, possibly due to changes in sexual behaviour following extensive media coverage of AIDS. 

· Between 1990 and 1996, diagnoses of first episode genital warts in males fluctuated between 30 000 and 32 000 per annum but then rose to 37 765 between 1996 and 1999. In females, the rising trend began earlier, increasing from 26 917 in 1993 to 34 468 in 1999. 

· In 1999, rates of first episode genital warts were highest among 20 to 24 year old females and males (694 per 100 000 population and 689/100 000 respectively). Rates increased in all age groups between 1990 and 1999

· Genital warts are common throughout the UK but rates of diagnosis vary by region. In 1999, rates in males were highest in Northern Ireland (137 per 100 000 population) whereas in females rates were highest in England (117/100 000). Within England, rates were highest for both males and females in London (190 and 152 /100 000 respectively) and lowest for both male and females in the West Midlands (102 and 92 per 100 000 respectively). 
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SYPHILLIS

What is Syphilis?

· Syphilis is a sexually acquired infection caused by Treponema pallidum, a spirochete that is a bacteria-like organism. 

· When compared to infections such as chlamydia and gonorrhoea, syphilis infections in the UK are relatively uncommon. 

· The condition is especially significant in women in pregnancy where infection can cause miscarriage, still birth, or foetal abnormality. 

Who gets syphilis?

· Anyone who has sex can get syphilis. The people most at risk are those having unprotected sexual intercourse (i.e. not using a condom), especially those with more than one sexual partner, and those who frequently change partners. 

· In 1999 there were 217 cases diagnosed in STI clinics (also called genitourinary medicine clinics) in the United Kingdom. 

· The highest rates of syphilis are seen in women aged 20-24 and in men aged 25-34 years. 

How do you catch syphilis?

· Syphilis is a sexually transmitted infection. It is caught through unprotected vaginal, oral or anal intercourse or genital contact with an infected partner. 

· An infected person may have no symptoms, but still transmit the infection without knowing. 

· Syphilis cannot be caught by casual contact (toilet seats, swimming pools and saunas). 

· A pregnant woman with infectious syphilis can pass the infection to her foetus via the placenta or during birth. 

How do you know you have syphilis?

· The symptoms of syphilis are not specific. Though the illness usually begins with one or more painless but highly infectious sores (primary infection) appearing anywhere on the body (but usually at the site of infection) this is not always the case. These sores clear up on their own in two to six weeks. 

· Secondary symptoms may develop 6 weeks to 6 months after the onset of primary sores. Later symptoms are highly variable, but may include a rash on the palms or soles. 

· Late syphilis occurs four or more years after an untreated primary infection. Complications may occur in the mucocutaneous tissue, heart, respiratory tract or central nervous system. 

How serious is syphilis?
· Infectious syphilis in pregnant women usually results in miscarriage, stillbirth or a congenitally infected baby. Maternal infection, however, is detectable and entirely treatable which prevents transmission to the baby. 

· If left undetected syphilis will eventually cause symptoms in about 40 per cent of infected people. Symptoms are very variable and may range from skin lesions to dementia. 

How can you protect yourself against syphilis

· Sexually active young men and women can reduce their risk of syphilis by reducing their numbers of partners and using condoms correctly and consistently during sexual intercourse. 

How can you diagnose syphilis?

· Syphilis can be diagnosed by detection of the organism in the ulcer. Antibodies to syphilis can also be detected in the blood. 

· All pregnant women should be tested for syphilis to prevent transmission to the foetus. 

· Testing for sexual infections is often best done in STD clinics (also called genitourinary medicine clinics) which have the equipment and facilities for testing and for contacting, testing and treating sexual partners. Details of these clinics can be found in the telephone book, from your local hospital or from the STD clinic index of the Health Education Authority’s sexual health web site. Clinics are completely confidential and will not inform GPs of results unless specifically requested to do so. You can attend one of these clinics at any age (even if you are under the age of consent to sex which is 16). 

· A person with suspected syphilis should also be tested for other sexually transmitted infections which may be present without symptoms. 

How can you treat syphilis?
· All stages of syphilis can be treated with antibiotics. 

· All current and recent sexual partners of a person with syphilis should be tested and treated to prevent re-infection and the further spread of disease. Treatment is offered whether or not they show any signs of infection. 

FACTS ABOUT SYPHILLIS

· Diagnoses of infectious syphilis at genitourinary medicine (GUM) clinics in England, Scotland and Wales peaked sharply towards the end of the Second World War. 

· In England and Wales, diagnoses in males increased through the 1960s and 1970s, while numbers of female cases remained constant. 

· In Scotland, numbers of male and female diagnoses fluctuated throughout the 1960s and 1970s, peaking in 1968 and 1978 in both men and women. 

· The male to female ratio peaked at 8:1 in 1983 in England and Wales and was similarly high at this time in Scotland, reaching 10:1 in 1984. This is consistent with sex between men becoming the predominant mode of acquisition of infectious syphilis during this period. 

· Diagnoses in males declined in the early to mid-1980s, coinciding with emerging awareness of HIV, adoption of safer sex practices, and a parallel fall in HIV transmission among homosexual men. The incidence of infectious syphilis relative to other STIs remained low throughout the 1990s. 

· Between 1998 and 1999, diagnoses of primary, secondary and early latent syphilis rose by 58% (180 to 284) in males and 27% (107 to 136) in females. The increase in 1999 is likely to be associated with two outbreaks in men who have sex with men in the Manchester and Brighton areas, and one in heterosexuals in London. 

· Between 1998 and 1999, the proportion of male cases of primary, secondary and early latent syphilis that were reported as having been acquired in the United Kingdom increased from 42% to 63%. This is likely that this is likely to reflect the outbreaks that occurred in England during 1999. 

· Larger proportions of female than male diagnoses of primary, secondary and early latent syphilis reported through reference laboratories were thought to have been acquired in the United Kingdom between 1994 and 1999. 

· For males and females rates of infectious syphilis were highest in London (1.7 and 0.5 per 100 000 respectively) during 1999. Rates were also high in the North West (0.83 and 0.39/100 000) and Eastern (0.68 and 0.26/100 000) regions of England. 

· In 1999, rates of infectious syphilis (primary and secondary) were highest in 20 to 24 year old females (1.14 per 100 000) and 25 to 34 year old males (1.44 per 100 000 population). Rates more than doubled in males aged 20 to 44 years between 1998 and 1999. 
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