Ann Natl Acad Med Sci (India), 42(3): 211-219, 2006

- Trends in sexually_transmitted infections in India

Vinod K Sharma ,
Department of Dermatology and Venereology
" “All India Institute of Medical Sciences
New Delhi :

ABSTRACT

Sexually transmitted infections (STI) are a significant health problem and
there has been a steady increase in the STI's worldwide and in India. The
pattern of STI's varies not only in different parts of the world but also even
in different parts of India. Viral STI's are emerging to be the most common
STI's in India a trend which has been identified in the developed
countries.The syndromic approach to treatment where common etiologic
agents responsible for a group of symptoms are treated with or without
Jinvestigations, has revolutionized the treatment of STI and now all doctors
and paramedics can treat STI following simple flow charts. The interaction
of sexually transmitted pathogens and HIV are other significant changesin
the field of ST which has modified clinical symptoms, investigations and

treatment of STI. :

INTRODUCTION

Sexually transmitted infections (STI)
are a major public health problem and have
atremendous impact on the national health.
The epidemiology of STI in a given com-
munity is very dynamic and with better
methods of diagnosis, treatment and pre-
vention and the emergence of HIV there has
‘been a continuous change in the pattern of
the various STL However there is a paucity
of a reliable surveillance system in most of
the developing countries including India
and most data are derived from tertiary care
centers and do not reflect the actual bur-

den of disease in the community. Lack of
adequate laboratory infrastructure at the
primary and secondary care levels hinders
the confirmation of diagnosis and most of

- the data available is syndromic. In India

because of the stigma associated with STI,
patients prefer to get treated from tradi-
tional healers, quacks, pharmacists and pri-
vate practitioners rather than governmen-
tal hospitals and fail to get notified. There
is also considerable variation in the preva-
lence of various STI in different parts of the
country. But there is a definite need for de- -
mographic data for designing control pro-
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grams as well as for evaluating existing pro-
grams. SR

Global trends

According to WHO estimates, 333-mil-
lion cases of new curable STI occur, of which
150 million were in south and southeast
Asia and 65 million occurred in sub-Sa-
haran Africa(l). '

In the U.S, the CDC estimates that 19
million new infections occur each year, 50%

- of which occurs in the young, aged 15 - 24
years(2). The changes in sexual behavior -
decrease in the age at first intercourse, in-
crease in lifetime partners, concurrent rela-
tionships, decrease in safe sex practices
among homosexual men, prostitution and -

sex in exchange for drugs contributing to
the rise. ‘

In developed countries, the prevalence
of STI has steadily increased. The viral STI

~ and.genital chlamydial infections are on the -

rise in most developéd countries. The emer-

~gence of HIV infection and the subsequent

behavioral, social and psychological
changes, and better treatment of bacterial
STI has contributed to the increasing preva-
lence of viral ST

Indian scenario

In India, 50 million new curable STI are
estimated to occur in adults every year. In
the 1970s, syphilis and chancroid were the
main causes of genital ulcer disease (GUD),

Table 1: Trends in STI in STI Clinic Attendees in Tertiary Hospitals of India

S. | Region Syphilis § Chanc- LGV | Donova- | Genital | HPV. } Gonorr- I NGU
No. . roid | niosis | Herpes hoea
1. | Delhi4) 1955-61 13- 225 06 0.2 159 49
Delhi(5)1965-78 549 59 0.9 1.2 2.5 2 19
‘Delhi(6) 1989-95 T 143 239 1 16 14 118 9.2 12.2 37
Delhi(7) 1995-99 156 11 0.45 =048 1118 93 116 14
2. | Chandigarh(8) 197785 | 104 122 06 | 63 | 114 24 169 | 4l
" Chandigarh(9)-1985-92 87 8.1 0.9 16 | 197 ,25.2 53 1 4l B
Chandigarh(10) 1995-96 2 3 6 1. 05 21 T 3 6
3. | Rohtak(11) 199294 | 302 22.1 0.97 145 106 18.1 129 47
Rohtak(12) 1995-96 74-P 14.5 0.67 08 111 215 | 126 6.7
, | 1758 . v o
: Rohtak(13) 1995-2000 =24 109 0.2 086 169 194 | 162 48
4. | Ahmedabad(14) 1993-941 22.2-P 16 0.58 2 o 82 12 505 |
28.7-5 . ; ;
Ahmedabad(15) 1998-99 |  28.9 96 1 219 91 12.7 1.5
5. | Pondicherry(16) 198290 18 10.6 8 82 | Ml 19 119 08
6 Kumqol(17) 199296 |, 144 28 9.7 ‘ 14 113 11.7 18.1 +-
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- while viral GUD such as genital herpes -
were uncommon. But, from the 1980s there -

has been a steady rise in the viral STI and a
relative fall in the traditional, treatable bac-
terial STI. Data from the tertiary care
hospitals(Table 1) in India have shown an
increase in the viral STI similar to the
changes in developing countries and geni-

tal herpes has emerged as the most com-

mon STl at Chandigarh (21% in 1995-96)
and -a close second :most common STI in
Ahmedabad (27.9%.in1998-99). and
Delhi(11.8% in 1995-99). At the premier
hospitals (Table 2), herpes genitalis and
condylomata acuminata together constitute

Table 2: Prevalence of STI in premier
Institutes of India

44.9% to 48.8% of the total STI. However in
the district hospitals, studies in 1994 and
1998 have shown that the common STI still
continue to be chancroid and gonorrhea
(Table 3). In a population based study-con-
ducted in Tamil Nadu, 47.3% of individu-

als had reported genital symptoms. The
- prevalence of STI was as high as 15.8% and
that of classic STI was 9.7%. Vaginal dis-
charge was the most common STI syndrome

STI ‘ AIIMS | PGI(9) | IPMER
HPV 246 | 252 19.8
Genital herpes | 24.2 19.7 283 |
Syphilis 14.0 8.7 25.9
Gonorrhoea 10.1 5.3 6.2 -
NGU » 5.8 4.1 0.5
Chancroid 6.3 8.1 45
Donovanosis 1.1 1.6 4.8
Multiple 10.1 5.7 —

Table 3: Prevalence of STI in District
- Hospitals of India

STI - Tezpur(18) | Portblair - JSrinagar(19)
(1990 | (1094) | (1998)
Chancroid - | 350 210 | 288
Gonorrhoea 17.8 19.0 1.7
Syphilis - 146 25.0 208
LGV 10.2 - 9.7
HPV 92 9.0 13
HG ; 5.0 70 41
NSU 3.3 07 . 286
Donovanosis | 0.013 - 0.22

and was found in 41.5% of 'women. In'men,
scrotal swelling (2.1%) and urethral dis-
charge (0.2%) were most common(3). In a

~study conducted in Varanasi, where 1500

male students were screened, 3.93% were

found to have an STL

Syphilis

In developed countries, the prevalence
of syphilis has fallen steeply because of
improved access to health care, effective
control programs and efficacious treatment.
However, its prevalence is still high in some
developing countries especially in Africa

- and an estimated 12 million cases occur glo--

bally every year. _f '

In the U.S., the prevalence rates of
syphilis are on the rise especially in men
because of increased MSM which is more

- prevalentin the urban areas. In 2004, syphi-
~ lis was 5.6 times more common in blacks

although the racial gap seems to be narrow-
ing with significant increasing rates in white
men and declining rates in African Ameri-
cans. : ‘ ‘
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InIndia, syphilis incidence rates are on
the decline in most of the tertiary care hos-
pitals. In a tertiary hospital in Delhi, the
cases of syphilis declined from 61.2% to

9.1% from 1954 to 1994 although the total .

STD cases had increased eight times. In a
population based study in Tamil Nadu its
prevalence was as low as 0.3%. However,
prevalence of 8% was found in tribals of

Gadchiroli, Maharashtra suggesting that -

pockets of high prevalence still persist.Ina
study of 494 cases of syphilis from
Trivandrum, latent, secondary and primary
syphilis accounted for 54%, 38.4% and 6.3%
of cases respectively. The seroprevalence of
VDRL reactivity among blood donors in
‘various parts of the country ranged from
0% in'Lucknow, 2.8% in Delhi, 3.62% in
Tirunelveli and 7% in Bihar. The VDRL
positivity rate among antenatal women was
2.9% and 3.4% in Aligarh and Delhi respec-
tively. It is estimated that yearly 344,000 to
516,000 newborn are at risk of exposure to
syphilis at birth which is more than the
mother to child transmission of HIV.

Chancroid |

“**Chancroid is ‘an’ uncommon STD in
most developed countries. Its incidence has
progressively declined although chancroid
outbreaks have occurred in New York
(1997) and New Orleans (1990-1992). In In-
dia, the incidence rates have ranged from

1.6% in Patiala to as high as 51.9% in -

Mumba1 The rates in district hospltals are
still hxgh at 35%, 21% and 28.8% at Tejpur
(1994), Port Blair (1994), and Srinagar (1998)
respectively. But there has been a steady

decline in its rates in tertiary care:hospitals

in Delhi from 22.5% in 1955-1961 to 11% in

- 1995-1999; in Chandigarh from 12.2% in

1977-1985 to 3% in 1995-1996; in Rohtak
from 22.1% in1992-1994 to 10.9% in 1995-
2000. The declining rates are probably due
to easy availability and indiscriminate use .
of effective antibiotics at the primary care
level.

. Donavanosis

Donovaniosis is endemic in India,
Papua New Guinea, aborigines of Austra-
lia, South Africa and Brazil. Racial and eth-
nic predispositions seem to be associated
with the disease. In India, it is common in
the states of Tamil Nadu' (4.7%),
Pondicherry (8.2%), Andhra Pradesh
(1.12%), Orissa (7.5%), and Andhra Pradesh
(1.12%). The prevalence of the disease is
showing a steady decline.

Lymphogranuloma venereum (LGV)

LGV is endemic in West, Central and
East. Africa, India, Southeast Asia, South

America, Papua New Guinea, and the Car-
ibbean Islands, It is less commonly encoun-
-~ tered in developed countries. In India, its
incidence varies from 0.15% to 9.74% from

different parts of the country. Localized
epidemics along with HIV infection have
been reported :

Gonorrhoea

It is a common STD in most parts of
the world although its incidence has
steadily declined in the developed coun-
tries. In U.S, African Americans remain the
group most heavily affected by gonorrhoea.
In India, a steady decline has been noted in
Delhi and Chandigarh but'a marginal in-
crease has been reported from Rohtak and
Ahmedabad (Table 1). Its prevalence in
gynaecological OPD in Amritsar (1995) and
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Chandigarh (1986) is 0.8% and 1.8% respec-
tively. The steady decline is attributed to
easy availability and indiscriminate use of
effective antibiotics at the primary care level
and growing awareness of AIDS in the In-
dian population. e

Chlamydlal Infectlon ;

Genital chlamydlal infectionis an STD
of epidemic proportion. It causes upto half
of all non-gonococcal urthritis and at least
one third of acute epididymitis-in-men. In

women, it is responsible for upto half of all

mucopurulent cervicitis and 20%-40% cases
of pelvic inflammatory dlseases ‘with risk
of subsequent infertility or ectopic preg-
nancy. Chlamydia is the most commonly
reported infectious disease in the U.S. with
2.8'million néw cases ,occu'rring every
year(2). In Europe, its prevalence varies

from 2.6% to 51.5% among women attend-
ing various health clinics. In UK a preva-

lence rate of 3% to 4% and 3% to 7% was

found in family planning and general prac-

tice clinic attendees respectively. The in-
creasing rates are attributed to enhanced
screening and more sensitive diagnostic
tests given the frequent asymptomatic na-
ture of the infection. In India, an incidence
rate varying from. 1.5% to 19% has been re-
ported from STD clinic attendees from vari-
ous parts of the country. In Delhi, 26 (21.3%)
of 122 pregnant women were positive for
Chlamydia trachomatis and it correlated
with low birth weight, still birth and pre-
maturity. It is estimated that if 1:10 women
carry Chlamydia, 1.77 million newborn are
at risk.of chlamydia infection and:associ-

ated risks per:year.-In women-attending -
gynaecological OPD in Delhi, a prevalence -

of 41% and 36% was found:in vaginal dis-

chargeand infertility respetively. High risk
factors identified in India include-low so-
cioeconomic factors, multiple sexual part-
ners and use-of ‘intrauterine devices and

. protective factors are higher age group and -

use of oral and barrier contraceptives.
Gemtal Herpes 1nfect10n ‘

Gemtal Herpes is the second ‘most
prevalent; STD. worldwide and the com-
monest cause of genital ulcer disease in the
developed countries. The large population

“ reservoir of undiagnosed cases with risk of

transmission and the risk of perinatal trans-
mission pose significant public health im-

" plications, In U.S, about one in five persons

over age 12 and approximately 45 million
people are infected with HSV-2 and upto .

one million new HSV-2 infections are trans-
mitted annually. In India there has been a

significant increase in the proportion of vi-
ral STD especially genital herpes with inci-
dence rates varying from 4.11% to 27.9% in
STD clinics from various parts of the coun-
try. In'Chandigarh the incidence increased

from-11,4% in-1977-85t0.21%in 1995-96. In
"Ahmedabad, the incidence increased from

8.23% in 1993-94 to 27.9% in 1998-99. In
Delhi also the incidence increased from
8.23% in 1993-94 to 27.9% in 1998-99. The
increasing incidence may be attributed to
decreasmg bacterial STD due to better treat-
ment at the primary level w1th effectlve
antibiotics.

Human Papilloma 'virus"'(HﬂPV) infeCtion

Genital HPV is the commonest viral
STD in the developed world ‘with an esti-
mated 30 million new cases dlagnosed an-

nually worldwide. The incidence of genital
warts has increased from 13/100,000 in
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1950 to 106/100,000 in 1978 in Minnesota.
In India, the incidence of genital warts
ranges from 2% to 25.2% in STD clinic at-
tendees. The data fromdifferent parts of the
‘country show varying trends: In:Delhi; in
1955-61, no case was reported; the incidence
in 1965-78 was 2% and increased in 1995-
99 to 9.3 %. Similarly in Ahmedabad there
has been a slight increase from 7.17% in
1993-94 to 9.1% in 1998-99, However the

incidence rates have been declining in
Chandigarh from 21.4%in 1977 85t0 7% in
1995-96. :

Trends in treatment: Syndromic approach :

The syndromic approach s based on
treating patients of STD on the basis of
group of symptoms or syndromes as given -
below:

STD Syndrome

, Possible Causes

* Urethral discharge

. Genital ulcer diSease

‘Neisseria gonorrhoeae (N. gonorrhoeae) Chlamyd1a1
- trachomatis (C. trachomatis) D to K

| Treponema pallidum, Haemophrlus ducrey1 C.

Vagmal dlscharge

Lower abdominal pain

_Inguinal Bubo

, trachomatrs (L1, L2, L3)

Trichomonas vaginalis, Candi‘da:.albicans, Gardnerella

vaginalis N.gonorrhoeae, C. trachomatis, Anaerobes

,_I\I gonorrhoeae C.trachomatis, anaerobes

H. ducrey1 C. trachomatis (Ll L2,13)

N..gonorrhoeae, C, trachomatls viruses-and surglcal con-

Scretal sWelling :
: ditions .

. Ophthalmia neonatorum - - N. gonorrhoeae, ¢. trachomatis

Advantages,of the Syndromic Approach‘

¢  Easy and effective and both medical
~and paramedical can treat STI

o Treatment available at all rural and
peripheral centers

. :P T ompt treatment as no waxtmg for test )

results

0 Early treatment prevents spread of STI
including HIV/AIDS.

o Cost effectlve

Criticisms of the Syndromic Approach

o "The syndromlc approach Is not a sci-
~ entific procedure. ~

e . Syndromic diagnosi,‘s, is too si:mple for
a physician to use, and approach does
not use a provider’s clinical skills and
experience L

e Some physicians still feel better treat-
" ing according to clinical diagnosis in
-the absence of lab facilities and then, if
“:symptoms do not i 1mprove treating for
another cause. i
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o . The syndromic approach wastes a lot

of drugs.

o It promotes the development of antr—‘

blOth resrstance

. Slmple laboratory tests should be in- . .

- cluded.
Crrtlcal appralsal of Syndromrc Approach

° Revahdatlon has been done m urethral '

discharge syndrome in men

s  Poor results in vaginal dlscharge syn-

~ drome especially Chlamydial cervici-

tis glven the asymptomatlc nature of

infection.’

o Effectivein the management of gemtal
ulcer dlsease

¢ Dataonindividual disease is no longer
available as laboratory confirmation is
. hotdone ~

 Needs to be reaésessed at regular in-
tervals for its effectiveness, according
- to the changes in the epidemiological

~ patterns in the regron and momtormg

for drug resistance.

The flow charts for syndromic
treatment are available at websites of WHO
and NACO (www.who.int/repr d

health/stis/training.htm and www.
~ nacoonline.org/prg_sche_targetint.htm)

STD and HIV

The NACO has estimated that at least
5.21 million persons have been infected by

* HIV by 2005. The prevalence of HIV in in-
~ dividual states in 2004 was tabulated (table
'4). Andhra Pradesh has the highest posi-
‘tivity rates in both STI cases and antenatal

women. Among the high risk groups, high-

“est positivity was seen in female sex work-
~ers in Mumbai with 44.7% positivity and

22% positivity in intravenous drug abusers
in Manipur. : ~

Table 4 NACO Prevalence of HIV posmwty

in 2004

: ANC - STI
Andhra Pradesh 2.25% | 16.4%

| Tamil Nadu 05% | 84%
Delhi 0.38% | 7.98%
"Goa 1.13% | 15.8%

1 Karnataka 1.25% 12.0%
Mumbai 1.12% | 15.65%
‘Manipur 1.5% | 22.0%

‘The natural history, manifestations and
treatment of STI is altered by concurrent
" HIV infection in several ways as’ glven
below

Syphilis
Clinical finding
Primary lesions

Painless ulcer becomes painful due to super infection;

~giant chancre

* Secondary lesions

" Lues mali,,gna-secon‘dary 'syphilis with vasculitis
~ manifested by fever, malaise, headache, nodules,

indurated plaques with or without hyperkeratoses and
or ulceration, sclerosis
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Course of the disease

Serological reSponse tosyphilis‘i; :

Diagnosis ...

Treatment
Chancroid
Clinical finding ’

Treatment

%Herpes genitalis,
Clinical findings ;

Treatment

Granuloma mgulnale 5
Cllmcal flndmgs k

. Treatment

LGV
Clinical findings

Treatment

- Shorter latent period with rapid progression to tertiary
disease within “first year of infection, i.e
; memngovascular syphlhs

~ Limited or absent antlbody response to syphlhs with

repeatedly negative reagm and treponemal antlbody
testing in serum or CSF :

In the absence of negative serological tests dark field

:microscopy, biopsy of the lesion; direct fluorescent
-antibody stammg of material from lesion may be helpful

 Greater likelihood of treatment farlure relapse without

re- exposure desplte adequate treatment

Genital ulcers tend to be larger and perSISt longer-
Multiple inguinal buboes. Frequent occurrence of giant
and phagedemc ulcer.

Less responsive tg standard therapy, 3 to 4 fold higher
failure rate with single dose therapy with azythromycin
and ceftrlzxone t :

Asi 1mmunosuppress1on progresses lesion may persist
or progress to chronic enlarged painful ulcers with

* raised ; margin, ulcer may bleed.

Higher dose and longer period treatment w1th acyclov1r

| - 400mg orally 5 times daily until complete clinical
resolution or 5 to 10 mg/ kg IV 8 hourly until clinical
heahng

“ Le51on may be larger extenswe pseudobubo formatron

which may burst producmg ulceratlon slow response
to treatment

Doxycycline 100mg orally b1d or erythromycm 500 mg

~ orally gid for 2-3 weeks.

. Acute inflammation with bilateral mgumal bubo which
‘may | burst into ulceration

Same regiment. (doxycycllne 100mg orally bd or
erythromycm 500mg orally qid for 14 days, but

f prolonged therapy may be required.
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