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TYPES OF RISK (HARM) WITH SUD

Overdose; Abuse vs Addiction/Dependence
Socio-economic; Violence; Non-violent crime

Infections; Injury; Other Physical and Mental Health Problems
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DRUG HARMS (IN THE UK)
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SUD and
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WITH SUD AND
ASSOCIATED BEHAVIORS




Clinical Syndrome

Wound Botulism, el
Tetanus >

Soft Tissue,
Osteoarticular and
Endovascular
Infections

Bacteremia |

Injection Site
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Spore forming bacteria
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aeruginosa,
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Candida albicans

Eikenella spp,
Neisseria sicca,
Streptococcus spp.

Gram positive bacteria i.e.

Exposure / Risk Factor

Environmental
contamination of drugs

Water is required to
dissolve drugs prior to
injection

Lemon juice may be

used as an acidification
agent to dissolve brown
heroin or crack cocaine

Saliva is introduced
through licking needles
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Blood stream infections, Infective Endocarditis, Osteomyelitis, Deep Abscesses

Fig.2
« PWID have increased incidence of bacterial and fungal = ‘.\ Arm
infections due to using and sharing contaminated e ' et PO
. . . . . .. . nan-PWID
injection drug equipment and unsanitary injecting > 08 ’
conditions 8 o7
B
o | | 5 o8 —
« Rates of invasive MRSA associated with IDU more 2
than doubled from 2010-2018 @ "1 PwWDHR 147
0.4 1 (95% CI 1.05-2.05)
. . . . lue = 0.02
+  Hospitalization due IDU-related bacterial and fungal o3{ "0
infections — cost over $700 million in 2012 alone - . : . - =
Time (Years) .
Outcomes, particularly long-term, are worse in PWID Number at risk
e PWD{ 649 398 300 222 125 79
< non-PwiD{ 1578 985 648 456 367 99
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Time (Years)

Survival of PWID and non-PWID after cardiac surgery for infective endocarditis. Abbreviations:
non-PWID, people who do not inject drugs; PWID, people who inject drugs

CDC.gov: ; _
Goodman-Meza D, BMC Infect Dis 19, 918 (2019)



HIV

HIV diagnoses| 2021 | Ages 13 years and older | All races/ethnicities |
Both sexes| Injectiondrug use | United States
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* 11% of all people with an HIV diagnosis in 2018 reported injection
drug use

» average lifetime HIV-related medical cost for one person with HIV is
$510,000

CDC.gov: https://gis.cdc.gov/grasp/nchhstpatlas/charts.html;
https://www.cdc.gov/pwid/vulnerable.html
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HIV
Mortality

¢ Bosh KA, et al. MMWR
Morb Mortal Wkly Rep
2020;69:1717-1724

FIGURE 1. Age-adjusted rates* of total deaths,” human
immunodeficiency virus (HIV)-related deaths, ¥ and non-HIV-related
deaths among persons aged =13 yeers with diagnosed HIV
infection — United States, 2010-2018
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* Ratas per 1,000 persons with diagnosed HIV infection. Rates age-adjusted
using the LL5. 2000 standard population.

¥ Deaths among persons with diagnosed HIV infection regardless of cause of
death (n= 16,742 in 2010; n = 15483 in 2018).

*HIV-related deaths include deaths with an underlying cause with an
international Classification of Diseases, Tenth Revision, code of B20-824, 0938.7,
or R75. Mon-HIV-related deaths include all other deaths with a known
underlying cause.

¥ Deaths by cause available through 2017 because of reporting delays.



A Cumulative HIV Diagnoses and Public Health Response
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Viral Hepatitis - HCV

Acute Viral Hepatitis C | 2020 (COVID-19 Pandemic) | All age groups |
All races/ethnicities | Both sexes | United States
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Viral Hepatitis - HCV

HEPATITIS C AND OPIOID INJECTION ROSE DRAMATICALLY
AMONG WOMEN FROM 2004-2014

«HCV increased
by

- Admissions for
opioid injection
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Rate of acute hepatitis C

HCV Rate Among Women
Any Opioid Injection Among Women
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Mental Health ministration

Zibbell JE, American Journal of Public Health, 2018
CDC.Gov: h :




New Reports of Chronic Hepatitis C High in Multiple Generations

MI I_I_E N NIAI_S GEN X BABY BUUMERS FIGURE 2. Age distribution of newly reported confirmed cases of hepatitis C virus infection — Massachusetts, 2002 and 2009
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N [ Male il [ Male
male
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— =] o+
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cases with missing age or sex information.
s 346 cases with missing age or sex information.
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SOURCE: National Notifiable Diseases Surveillance System, 2018

CDC.gov: https://www.cdc.gov/nchhstp/newsroom/2020/he patitis-c-impacting-multiple-

generations.html; https://www.cdc.gov/mmwr/preview/mmwrhtml/mmé017a2.htm



« ~2.4 million people live with chronic HCV (1% of the population - 2013-2016 estimate)
« ~40% unaware of their infection

« Of all newly HCV infected subjects:

>50% chronically 5-25% cirrhosisin 10- 1-4% risk of HCC & 3-6% of 15-20%risk of
infected 20 years decompensation annually death/year

VIRAL HEPATITIS -

h -/ /www.hhs.gov/h itis/learn-

https://www.cdc.gov/hepatitis/hcv/hevfag.htm



Viral Hepatitis - HBV

Acute Viral Hepatitis B | 2000-2020 (COVID-19 Pandemic) | All age groups

| All races/ethnicities | Both sexes | United States
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Viral Hepatitis - HAV

Hepatitis A | 2000-2020 (COVID-19 Pandemic) | All age groups | All
races/ethnicities | Both sexes | United States
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HBV and HAV vaccination uptake
O N N v

Hey B0 —2d dose— —3rd dose—

(HepB} dose

Hepatitis A @ —2-dose series, See
(HepA) notes—

coverage for HBVin childrenincreased from 63% to 86% between 1999-2016,though immunity waned as
years progressed

coverage for HAV has been lower: ~70% for both doses in 2017

substantial increases in incidence of HAV occurred since late 2016 due to ongoing
outbreaks among people who use drugs and people experiencing homelessness as well as
outbreaks among men who have sex with men => consider testing & vaccinating these
populations early

CDC.gov: https://www.cdc.gov/vaccines/schedules/hcp/imz/child-adolescent.html; https://www.cdc.gov/vaccines/acip/recs/grade/hep-a-catchup-etr.htmi;

https://www.cdc.gov/hepatitis/outbreaks/hepatitisaoutbreaks.htm;

Le MH, JAMA Netw Open. 2020;3(11):€2022388
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Figure 1. Percentage of High 5chool Students Sexually Active in
Past 3 Months by Past-Month Alcohol Use 1991-2005 YRBS (Vertical
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drugs. Previous studies have shown an assodation
9,19
between drug use and nonuse of condoms.
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Anderson JE, Mueller TE. J Sch Health 2008




STls - contributing tactors

* no comparisons of ST| rates Gonorhes -
in people w/o SUD vs with
SUD were performed in this Chiamydia-
study

Villamagna AH, et al., J Addict Med 2023

& Alcohol
# Cocaine
& Opioids
¥ Non-cocaine stim

Adj. OR and 95% CI
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STls - contributing tactors

KEY POINTS Heavy episodic drinkin: P
- e . . Marijuana ] 7 _._"_ ¢  One-time
e There has been no significant improvement in the - Casual
global rates of STls over the past 20 years and o -
dramatic increases over the past decade in rates of STls
in men who have sex with men in high-income settings . .
—_—
e Antimicrobial resistance in important STl pathogens, S .
= * . ethampheatamine
such as Neisseria gonorrhoeae, is an urgent global \_ Y
public health threat. m— .
—_——
e Here, we will review recent findings regarding the .
. . s . . Presc. stimulant 1
efficacy of novel antimicrobial treatment strategies for T
key sexually acquired pathogens and discuss emerging — .
biomedical prevention strategies for bacterial STls. ’
Presc. depressants+ -~
0.75 1.00 125 1.50 1.75

Williams E, et al., Curr Opin Infect Dis 2021; substance use and casual sex in MSM => Janulis P, et al., Drug Alcohol Depend. 2023



PREVENTION, DIAGNOSIS
AND MANAGEMENT OF
SUD-ASSOCIATED
INFECTIONS IN VARIOUS
SETTINGS
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HIV, VIRAL HEPATITIS & STI

« Regularscreening of asymptomatic PWUD as well as PWUD with fever, jaundice,
malaise/fatigue/body-aches, skin rash/lesions, genital lesions/discharge, etc.

« Targeted blood work (HIV/viral hepatitis serology and/or PCR; TPA +/- RPR), CSF VDRL
and cell counts/chemistries (if neurosyphilis suspected, including intra-ocular),
GC/Chlamydia/Trich NAAT from genital swabs/urine, throat and or rectum (based on
exposure history), HSV serology and/or PCR from lesions, etc. (i.e. skin/hair parasites,
Mycoplasma genitalium, Chancroid, Granulomainguinale (Donovanosis), HPV-
associated cancers, MPox)

*  Counsellingon prevention AND harm reduction techniques



HIV, VIRAL HEPATITIS & STI

BOX 1. The Five P's approach for health care providers obtaining sexual histories: partners, practices, protection from sexually
transmitted infections, past history of sexually transmitted infections, and pregnancy intention

1. Partners
* “Are you currently having sex of any kind?”

* “What is the gender(s) of your partner(s)?”

2. Practices

* “To understand any risks for sexually transmitted
infections (STIs), I need to ask more specific questions
about the kind of sex you have had recently.”

* “What kind of sexual contact do you have or have you had?”
© “Do you have vaginal sex, meaning ‘penis in vagina sex?”
© “Do you have anal sex, meaning ‘penis in rectum/anus’

sex?”
© “Do you have oral sex, meaning ‘mouth on penis/vagina’?”
3. Protection from STIs

* “Do you and your partner(s) discuss prevention of STTs
and human immunodeficiency virus (HIV)?”

* “Do you and your partner(s) discuss getting tested?”

* For condoms:

o “What protection methods do you use? In what
situations do you use condoms?”

4. Past history of STIs
» “Have you ever been tested for STIs and HIV?”
» “Have you ever been diagnosed with an STI in the past?”
* “Have any of your partners had an STI?”

Additional questions for identifying HIV and viral
hepatitis risk:
* “Have you or any of your partner(s) ever injected drugs?”
* “Is there anything about your sexual health that you

have questions about?”

5. Pregnancy intention

* “Do you think you would like to have (more) children
in the future?”

* “How important is it to you to prevent pregnancy
(until then)?”

* “Are you or your partner using contraception or
practicing any form of birth control?”

* “Would you like to talk about ways to prevent

pregnancy?”




Assessing Sexually Active Patients

HIV PrEP

Anal or
vaginal sex in past
6 months?

Ask about the gender(s) of the
Or al sex patient's sexual partner(s)

- carries little to no risk for transmission of YEs NO

HIV

Unknown
or detectable
viral load?

T or more
Sex partners of unknown
HIV status?

Had bacterial
STl in past
6 months?

- transmission of HIV is possibleif an
HIV-positive man ejaculates in his
partner’s mouth during oral sex

YES NO

MSM:
gonorrhea, chlamydia,
or syphilis

MSW and
WSM: gonorrhea
or syphilis

Always
used
condoms?

- risk of transmitting HIV through oral sex
Increases if: oral ulcers, bleeding gums,
genital sores, and the presence of other
sexually transmitted diseases (STDs),

YES YES NO

YES NO

. .. Prescribe Discuss PrEP Prescribe Discuss PrEP Prescribe Discuss PrEP Prescribe Discuss PrEP
Prescribe Prescribe Prescribe Prescribe
Wh IC h m ay orm ay nOt be VIS ble Prep if requested Eb if requested i if requested A7 if requested

https://www.hiv.goV/ hiv-basics/hiv-prevention/reducing-sexual-

risk/preventing-sexual-transmission-of-hiv/ MSM: gay, bisexual, and other men who have sex with men

MSW: men who have sex with women

STI: sexually transmitted infection

WSM: women who have sex with men

https://www.cd c.gov/hiv/clinicians/prevention/prescribe-prep.html



HIV PrEP

Transmission | Type of | Effectiveness _
i Interpretation
Route PrEP Estimate

Oral PrEP™ ~99% Consistently using PrEP as prescribed ensures
3 maximum effectiveness.

Sexual Injectable Injectable PrEP with CAB may be even more effective
PrEP4S 299% than daily oral F/TDF at reducing the risk of getting

HIV from sex.
This estimate is based on tenofovir alone and not
necessarily when taken daily. Two-drug oral therapies

Oral PrEP®’ 274%
rarrr and taking oral PrEP medication daily may increase its

Injection Drug

U effectiveness.
se
) The effectiveness of injectable PrEP with CAB at
Injectable . . : o
PrEP Unknown reducing the risk of getting HIV from injection drug

use has not yet been studied.

https://www.cdc.gov/hiv/clinicians/prevention/prescribe-prep.html



HIV PrEP

* injectable cabotegravir associated with decreased risk of HIV

infection vs oral TDF/FTC (RR=0.33[95% CI,0.18-0.62]in
MSM and transgenderwomen [n = 4490] and RR=0.11[925%
Cl,0.04-0.31]in cisgenderwomen [n = 3178]).

Long-acting injectable cabotegravir vs daily oral TDF/FTC

HPTN 083 A: Cabotegravir long-acting Cisgender men who have sex with  Age (median): 26 vs 26 y Received injection with no
Landovitzet al,® 2021 injectable (600 mg at wk 5,9, men and transgender women who Men who have sex with men: 88% delay 22 wk: 91.5% vs 74%
International 17, and every 8 wk afterward) have sex with men vs 87% (plasma, tenofovir level >40
Median, 1.4y and oral placebo (n = 2282) Transgender women who have ng/mL [consistent with 24
Good B: Oral TDF/FTC (300 mg/200 sex withmen: 12% vs 13% doses/wk])

mg once daily) and injectable
placebo (n = 2284)

HPTN 084 A: Cabotegravir (600 mgina  High-risk women Age (median): 25vs 25y Received injection with no
Delany-Moretwle 3-mL intramuscular injectable Reported at least 2 episodes of Black race: 97.2% vs 96.5% delay 22 wk: 93% vs 42%
etal,” 2022 every 8 wk) (n = 1592) vaginal intercourse in the Gender identity: 99.9% vs 99.8%  (plasma, tenofovir level 240
Sub-Saharan Africa B: Daily TDF/FTC (300 mg/200 previous 30 d at risk of HIV female, 0% vs 0.2% male, and ng/mL)

Median, 1.24y mg) (n = 1586) infection based on an HIV risk 0.1% vs 0% transgender male

Good score

k Force, JAMA 2023



HIV PrEP

Types
- Oral PrEP: emtricitabine/tenofovir disoproxil
fumarate (FTC/TDF) or

emtricitabine/tenofovir alafenamide
(FTC/TAF)

- Injectable: cabotegravir IM (Apretude) => do
not use Apretude in HBV+ patients (Oral
PrEP acts as treatment of HBV at the same

A EDTEL e INITIATION CONTINUATION
r A\
Confirm HIV-1- = ——— ———— ——— ———

negative status MONTH 1 MONTH 2 MONTH 4 MONTH é MONTH 8

APRETUDE is administered by a HCP as a single 600-mg (3-mL) gluteal intramuscular injection

Oral lead-in i5 not required but may be used prior to the initiation of APRETUDE to assess the tolerability of cabotegravir.

IMMEDIATELY
BEFORE STARTING | OPTIONAL ORAL LEAD-IN INITIATION CONTINUATION

i Oral cabotegravir ' b ' |= ,_|:_ ,_|:_ ._':_
C““"f’“ HIV-1- 1 month before Q
negative status injections MONTH 1 MONTH 2 MONTH & MONTH 6 MONTH 8

Trhievecuinenued oral lead-in dose is one 30-mg tablet of cabotegravir daily for approximately 1 month (at least 28 days).
Initiation injections should be administered on the last day of oral lead-in, if used, or within 3 days thereafter.

Assessing Patients Who Inject Drugs

Ever injected

Assess sexual risk for all drugs?

people who inject drugs

Prescribe

Injected past if requested

6 months?

Prescribe
if requested

Shared
injection
equipment?

YES

Prescribe
if requested

Prescribe

PreP

https://www.cd c.gov/hiv/clinicians/prevention/prescribe-prep.html; https://apretudehcp.com/dosing/



* AE => fecal-oral
transmission; A not chronic (E
can be chronic in
Immunocompromised =>
ribavirin); HAV IgM; HEV IgM
(HEV RNA PCR exists)

* B,C,D =>Dblood-borne; D only
together with B; often chronic
(C > B; D infrequent)

* A, B vaccine preventable
(C,D,E not)



Clinical Features Among 51 Patients with Acute HCV Infection

Patients (%)

Jaundice Flu-Like Dark Urine & Nausea

HCV OVERVIEW sertrcogy. 20

Abdominal Pain

Chronic HCV symptoms:

Most commonly asymptomatic!
Fatigue

Depression

Joint pain and/or muscle pain
Symptoms consistent with
advanced chronic liver disease

CDC FAQ: HCV for Healthcare Professionals

ES



HCV

OVERVIEW

POL S, GENES AND

IMMUNITY,

2019

. Insulin resistance
Neuro-cognitive Cardio-vasculardiseases Extra-hepatic Diabetes

disturbances St"°k°\\ / cancers

Chronic
inflammation

Chronic kidney
disease

.........

Hepatotropism Lymphotropism

Membranoproliferative
glomerulonephritis

Chronic hepatitis
Cirrhosis

Hepatocellular carcinoma
: Cryoglobulinemia

_ / \—) Vasculitis
' ‘ B-cell non Hodgkin

lymphoma
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Interpretation of Hepatitis C Virus Test
Results: Guidance for Laboratories

LABORATORY MARKERS OF HCV INFECTION

have a window period from exposure to HCV to detection

Currently available It '

of antibody of approximately 8-11 weeks. Nucleic acid amplification tests (NAT) can detect HCV RNA approximately
1-2 weeks after exposure. This means that for the first eight weeks following exposure to HCV antibody tests may not
be able to detect HCV antibodies, and for the first 1-2 weeks following HCV exposure NATs may not be able to detect

HCV
HCV RNA.
o v E R v I E W Figure 1: Laboratory Markers of HCV Infection (provided by S. Kamili, DVH, CDC)
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HCV Linkage to Care

WHO?

ID (non-cirrhotic or GI (advanced liver

compensated cirrhosis, co- diseases, HCC, need for
Infections: HIV, frequent liver transplantation,

IDU-related SSTIs, hx/o IE, concurrent chronic

STls or pos PPD) pancreatitis with
insufficiency, other/unrelated
Gl co-morbidities)

No matter who helps, if HCV is aresult of IDU — patient still needs mostly you, an addiction
specialist! For substance abuse management, psychopharmacology and psychotherapy.




HCV Treatment

For any patient with HCV - please check
hcvguidelines.org

Step by step guidance on full A-to-Z evaluation and
important considerations

For patients starting or already on HCV treatment -
lease check hep-druginteractions.org
atients should consult you prior to starting new
medications or supplements

10:50 A 1000

& hevguidelines.org k]

EZAASLD fA1DSA

HCV Guidance: Recommendations for Testing,
Managing, and Treating Hepatitis C

4]

Mobile Menu

Start Here: Choose a patient profile

from the menu above. J

Welcome to
HCVGuidelines.org

The AASLD and IDSA in partnership with the
panel have created an updated web experience
to facilitate easier and faster access Lo this
important resource, Please select a patient
profile from the menu above, click on a guidance
section below, or use the search hox to begin,

Contents and Introduction - Sefect s

FPage

Testing, Evaluation, and Monitoring of

Hepatitis C - Browse Topics

+

o0 AT&T Wi-Fi = 10:50 PM 59% W _»

Welcome Update

E&’d UNIVERSITY OF

& LIVERPOO

Liverpool HEP iChart

Providing summary data of hepatitis drug
interactions. Full details available at

www.hep-druginteractions.org

Search for Drug Interactions



HCV Treatment

The INF era | | The “DAA revolution”era |
~75% SVR ~95%+ SVR
The HCV Identification ] ‘ The Early era of DAA’s ] [ The pangenotypic era ]
~10% ~40% ~55% -suF,r LDV EBR / GZR
SVR SVR  SVR —
e | e (T

”I [ I
1984 1989 1998 2001 2011 2013 2014 2015 2016201>m
I

["nnn-n, non-B” hepatitis ] [ VR J [ SMV ] | SOF / VEL [G:‘P

[roc) (Gor) [orperio)

NS3/NS4A NS5A (replication o
b e Polymerase inhibitors
Protease inhibitors complex) inhibitors

' ' |=|ml=l—lm|m HCV polyprotein

Pol S, Genes and Immunity, 2019



RECOMMENDED REGIMENS*

Glecaprevir (300 mg) / pibrentasvir (120 mg) Sofosbuvir (400 mg) / velpatasvir (100 mg)
taken with food for a duration of 8 weeks for a duration of 12 weeks

Need to know prior to treatment: stage of liver disease Treatme Nt f()r
(including ?HCC), comorbidities ]

Patients should consult you prior to starting new medications or Patl entS W/O
supplements — for current DDI, please check hep- - -
druginteractions.org C|rrhOS|S or

People on DM medications should be monitored for W|th
hypoglycemia

People on warfarin should be monitored for subtherapeutic INR COmpensa’[Ed

Otherwise no monitoring needed C| rrhOSiS



« SVR-12 testing (HCV RNA 12 or more weeks after
treatment completion)

e |If SVR achieved:

« Non-cirrhotic patients do not need additional f/u

HCV
FOLLOW UP * ltis recommended that cirrhotic patients be

AFTER screened every 6 months for HCC (US +/- AFP)

TREATMENT

e |f SVR not achieved:

 Evaluate the reasons for failure and prepare for
retreatmentif appropriate

« Monitor for progression of liver disease and
development of other HCV complications




* No Pre- or Post-exposure prophylaxis is currently
recommended after exposure

A C UTE H C \V} « Treatmentis recommended w/o waiting for spontaneous

resolution (currently the same regimens and duration as

I N F E C T I o N for chronic infection)

https://www.hcvguidelines.org/unique-populations/acute-infection




A B

Scenario
—— No DAAs —— Statusquo - Intervention 1: blood safety and infection control —— Intervention 2: PWID harm reduction
Intervention 3: offer DAAs at diagnosis —— Intervention 4: outreach screening
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No further IDU

IDU: DID NOTshare IDU:DID share

1.5/100

DErson-
years

needles/syringes needles/syringes
2.4/100 17.9/100
pDerson-years person-years

CUNNINGHAM EB, ET
AL.. CLIN INFECT DIS.

2021




Figure 1
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STIs Prevention - Vaccines

Available and recommended for:

- HAV (2 doses over 6 months)

- HBV (3 doses over 6 months; can be
given together with HAV as Twinrix)

=> HAV & HBYV are typically started in early

childhood and onward

-  HPV (2 doses up to age 15 min5
months apart; 3 doses from 15-45 at
0,1,6-12 months)

=> can start at age 9 and can be considered

until the age of 45

- Mpox for MSM and others at risk (SQ
JYNNEOS x2 4-weeks apart)

(accessed 7/29/23);

Available but not yet recommended:

- Gonorrhea — Bexsero (MenB-4C
vaccine) 2 doses 2 months apart were
40% effective and 1 dose 26% effective

Abara WE, et al.. Lancet
Infect Dis. 2022

(accessed 7/29/23)



STIls Prevention - PEP

Available and variably
recommended by
authorities:

- Doxycycline 200 mg PO
x1 24-72 hrs after
unprotected sex (=80%
reduction of Chlamydia
and Syphilis, and ~50%
reduction of Gonorrhea)

- CDC guideline proposal
https://www.federalregister.gov/documents/
2023/10/02/2023-21725/guidelines-for-the-
use-of-doxycycline-post-exposure-
prophylaxis-for-bacterial-sexually-
transmitted

Lutkemeyer AF, et al.. N Engl J Med. 2023; Molina JM, et al.. Abstract #119, CROI 2023

A PreP Cohort

Analyses Doxycycline Standard Care Relative Risk (95% Cl) P Value
no. of quarterly visits with event
Jtotal no. of visits (%)
Primary analysis E <0.001
Any STI 61/570 (10.7) 82/257 (31.9) roi ! 0.34 (0.24-0.46)
Secondary analysis E
Any gonorrhea 52/570 (9.1) 52/257 (20.2) ot | 0.45 (0.32-0.65)
Urethral 5/570 (0.9) 12/257 (4.7) —— 0.19 (0.06-0.55)
Pharyngeal 38/570 (6.7) 34/257 (13.2) - 0.50 (0.32-0.78)
Rectal 25/570 (4.4) 29/257 (11.3) —.— 0.40 (0.23-0.69)
Any chlamydia 8/570 (1.4) 31/257 (12.1) —e—i ! 0.12 (0.05-0.25)
Urethral 1/570 (0.2) 6/257 (23) ————e———1 | 0.07 (0.01-0.59)
Pharyngeal 2/570 (0.4) 4/257 (1.6) —_— 0.22 (0.04-1.14)
Rectal 7/570 (1.2) 23/257 (8.9) —.— 0.14 (0.06-0.32)
Any early syphilis 2/570 (0.4) 7/257 (2.7) —_—— 0.13 (0.03-0.59)
Subgroup analysis: any STI E
Age :
=30 yr 15/165 (9.1) 31/91 (34.1) —.— 0.27 (0.15-0.47)
230 yr 46/405 (11.4) 51/166 (30.7) [ 0.37 (0.25-0.55)
No. of STls in previous 12 mo E
1 21/227 (9.3) 34/129 (26.4) —.—i | 0.35 (0.20-0.60)
1 40/343 (11.7) 48/128 (37.5) el 0.31 (0.21-0.46)
0,;)1 0!1 015 110
-—
Doxycycline Better Standard Care Better
B PLWH Cohort
Doxycycline Standard Care Relative Risk (95% CI) P Value
Analyses no. of quarterly visits with event
/Jtotal no. of visits (%)
Primary analysis <0.001

Any STI
Secondary analysis
Any gonorrhea
Urethral
Pharyngeal
Rectal
Any chlamydia
Urethral
Pharyngeal
Rectal
Any early syphilis
Subgroup analysis: any STI
Age
=30 yr
>30yr
No. of STls in previous 12 mo
1
>1

36/305 (11.8) 39/128 (30.5)

27/305 (8.9) 26/128 (20.3)
3/305 (1.0) 5/128 (3.9)
15/305 (4.9) 13/128 (10.2)
16/305 (5.2) 20/128 (15.6)
12/305 (3.9) 19/128 (14. 8)

2/305 (0.7) 2/128 (1.6
1/305 (0.3) 2/128 (1. )
9/305 (3.0) 17/128 (13.3)
2/305 (0.7) 3/128 (2.3)
9/30 (30.0) 6/19 (31.6)

27/275 (9.8) 33/109 (30.3)

23/196 (11.7)
13/109 (11.9)

8/55 (14.6)
31/73 (42.5)

et 0.38 (0.24-0.60)
——t | 0.43 (0.26-0.71)
—_— 0.23 (0.05-1.02)
—o—y 0.49 (0.23-1.03)
——i 0.33 (0.17-0.63)
—— 0.26 (0.12-0.57)
———  0.36(0.06-2.27)
—— e 0.22(0.03-1.86)
—— 0.23 (0.10-0.54)
—_—r 0.23 (0.04-1.29)
—e—i 095 (0.41-2.23)
—— | 0.32 (0.19-0.54)
—e—  0.78 (0.36-1.72)
—— 0.28 (0.15-0.53)
T T T I
01 0510

0.01

_-—

Doxycycline Better Standard Care Better




THANK YOU!

Contact with stool (poop) during oral or anal sex, or during
anal play (rimming, fingering), can lead to diarrheal infections.

Protect yourself. Protect your partner. Wash hands, genitals,

and anus before and after sex. Use condoms and dental dams.
Wait two weeks after diarrhea to have sex.

Learn more: www.cdc.gov/shigella

osters.html

https://www.cdc.gov/shi




