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Recommend screening for
high-risk patients; consider
adverse effects of STl treatment

exually transmitted infections (STIs) continue to be a

significant public health problem with potentially seri-

ous complications.! The incidence of new STIs, includ-
ing viral STIs, in the United States is estimated at 19 million
cases per year.> Chlamydia trachomatis remains the most com-
mon bacterial STI with an estimated annual incidence of 2.8
million cases in the United States and 50 million worldwide.
Second in prevalence is gonococcal infection. Herpes simplex
virus is one of the most common viral STIs, but the incidence
of human papillomavirus virus (HPV), which is associated
with cervical cancer, has steadily increased worldwide.?
Young persons age 15 to 24 are at the highest risk of acquir-
ing new STIs with almost 50% of new cases reported among
this age group.*

STIs can have serious complications and sequelae. For
example, 20% to 40% of women who have chlamydia infec-
tions and 10% to 20% of women who have gonococcal infec-
tions develop pelvic inflammatory disease (PID),> which
increases the risk for ectopic pregnancy, infertility, and
chronic pelvic pain.

Patients with mental illness are at high risk of acquiring
STIs. In the United States, the prevalence of HIV among
patients with psychiatric illness is 10 to 20 times higher than
in the general population.*® Factors contributing to increased
vulnerability to STIs among psychiatric patients include:

¢ impaired autonomy

¢ increased impulsivity

¢ increased susceptibility to coerced sex.®
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Furthermore, a higher incidence of pov-
erty, placement in risky environments, and
overall poor health and medical care also
contribute to the high prevalence of STIs
and their complications in this population
(Table 1). Because of risk factors specific to
psychiatric illness, standard STI preven-
tion interventions are not always success-
ful and novel and innovative behavioral
approaches are necessary.’

Abdominal pain and fever
Ms. K, age 25, has a history of bipolar disor-
der treated with lithium and presents to the
community psychiatrist with lower abdominal
pain. She recently recovered from a manic epi-
sode and has started to reintegrate with the
community mental health team. She refuses
to see her primary care physician and is ada-
mant that she wishes to see her psychiatrist,
who is the only doctor she has rapport with.
Ms. K reports lower abdominal pain for 3
or 4 days and fever for 1 day. The pain is dull
in character. She denies diarrhea, vomiting, or
urinary symptoms, but on further question-
ing describes new-onset, foul-smelling vagi-
nal discharge without vaginal bleeding. Her
menstrual cycle usually is regular, but her last
menstrual period occurred 2 months ago. Her
medical history includes an appendectomy at
age 10 and she is a current cigarette smoker.
Chart notes taken during her manic episode
describe high-risk behavior, including having
unprotected sexual intercourse with several
partners. On examination, she is febrile and
tachycardic with a tender lower abdomen.

Diagnosing STIs

To diagnose an STI, first a clinician must
consider its likelihood. Taking a thorough
sexual history allows assessment of the
need for further investigation and pro-
vides an opportunity to discuss risk reduc-
tion. In accordance with recent guidelines,®
all health care providers are encouraged to
consider the sexual history a routine aspect
of the clinical encounter. The Centers for
Disease Control and Prevention’s (CDC’s)
“Five Ps” approach (Table 2, page 24) is an
excellent tool for guiding investigation
and counseling.’

B e 1

Factors that place the mentally
ill at high risk for sexually
transmitted infections

Impaired autonomy

Impulsivity

Poverty

Risky behavior

Stigma regarding sexual orientation

Poor access to medical care

Chronic physical illness

Medication non-adherence

Impaired judgment

Impaired self-esteem

Trauma

Poor social support

Substance use

Lower educational level

The Figure (page 29) provides health care
providers with an algorithm to guide testing
for STIs among psychiatric patients. Note that
chlamydia, gonorrhea, syphilis, chancroid,
viral hepatitis, and HIV must be reported to
state public health agencies and the CDC.

Modern laboratory techniques make diag-
nosing STIs easier. Analysis of urine or serum
reduces the need for invasive sampling. If
swabs are required for diagnosis, patient
self-collection of urethral, vulvovaginal, rec-
tal, or pharyngeal specimens is as accurate
as clinician collected samples and is better
tolerated.® Because of variation in diagnostic
assays, we recommend contacting the labora-
tory before sending non-standard samples to
ensure accurate collection and analysis.

Guidelines for preventing

and screening for STis

There are no prevention guidelines for
STIs specific to the psychiatric population,
although there is a clear need for focused
intervention in this vulnerable patient
group.'’ Rates of STI screening generally are
low in the psychiatric setting," which results
in a considerable burden of disease. All psy-
chiatric patients should be encouraged to
engage with STI screening programs that are
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The ‘Five Ps’ approach to asking
about a patient’s sexual history

Partners

Do you have sex with men, women, or both?
How many sexual partners have you had in the
past year?

Could any of those partners have been in
another sexual relationship while they were
with you?

Pregnancy
What are you doing to prevent pregnancy?

Protection

How do you protect yourself from STls
and HIV?

Practices

To understand your risk for STI, | need to ask
about the type of sex you have had recently:

Have you had vaginal sex?
Have you had oral sex?
Have you had anal sex?
Do you use condoms? Are there any times
you do not use a condom?
Past history of STls
Have you or your partners ever had an STI?
Have you ever injected drugs?
Have any of your partners exchanged money
or drugs for sex?

Is there anything else that | need to know about
your sexual experiences?

STI: sexually transmitted infection
Source: Adapted from reference 9

in line with national guidelines. In the inpa-
tient psychiatric or medical environment,
clinicians have a responsibility to ensure that
STI screening is considered for each patient.
Patients with mental illness should be
assumed to be sexually active, even if they do
not volunteer this information to clinicians.
Employ a low threshold for recommending
safer sex practices including condom use.
Encourage women to develop a relationship
with a family practitioner, internist, or gyne-
cologist. Advise men who have sex with
men (MSM) to visit a doctor regularly for
screening of HIV and rectal, anal, and oral
STls as behavior and symptoms dictate.
There is general agreement about
STI screening among the United States
Preventive Services Task Force (USPSTEF),
CDC, American Academy of Family
Physicians, American Academy of Pediatrics,

and American College of Obstetricians and

Gynecologists. USPSTF guidelines are sum-
marized in Table 3 (page 34).

In addition to these guidelines, the CDC
suggests that all adults and adolescents be
tested at least once for HIV."® The CDC also
recommends annual testing of MSM for HIV,
syphilis, chlamydia, and gonorrhea. In MSM
who have multiple partners or who have sex
while using illicit drugs, testing should occur
more frequently, such as every 3 to 6 months."*

HPV. Routine HPV screening is not recom-
mended; however, 2 vaccines are available
to prevent oncogenic HPV (types 16 and
18). All females age 13 to 26 should receive
3 doses of HPV vaccine over a 6-month
period. The quadrivalent vaccine (Gardasil)
also protects against HPV types 6 and 11,
which cause 90% of genital warts and is
preferred when available. Males age 9 to
26 also can receive the vaccine, although
ideally it should be administered before
sexual activity begins.”® Women still should
attend routine cervical cancer screening
even if they have the vaccine because 30%
of cervical cancers are not caused by HPV
16/18. However, this means that 70% of
cervical cancers are associated with HPV
16/18, making screening and the vaccine
an important public health initiative. There
alsois a link between HPV and oral cancers.

Treating STls among mentally ill
individuals

Treatment of STIs among mentally ill indi-
viduals is important to prevent medical
complications and to reduce transmission.
Here are a few additional questions to keep
in mind when treating a patient with psy-
chiatric illness:

Does the patient have a primary psychi-
atric disorder, or is the patient’s current
psychiatric presentation a result of the
infection?

Some STIs can manifest with psychiatric
symptoms—for example, neurosyphilis and
HIV-associated neurocognitive disorders—
and pose a diagnostic challenge. Obtaining
a longitudinal history of the patient’s mental
health, age of onset, and family history can
help clarify the cause.

continued on page 29



continued from page 24
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An algorithm for assessing and diagnosing STls among psychiatric patients

Sexual history

Not sexually active

Sexually active

Encourage safe sexual practice
Offer HIV testing
Offer hepatitis B vaccination if relevant
Offer HPV vaccination if relevant
Ensure up to date Pap smear testing

High-risk behavior?
(Previous STI, new sexual partner,

multiple concurrent partners, intermittent
condom use use, IVDU, etc.)

Positive for any STI

A A
N No Yes
A
Negative
Age under 25
and female?
Yes
Offer testing for
Chlamydia
Offer testing for Gonorrhea
Chlamydia Positive
Gonorrhea . .
Trichomoniasis
HIV
Syphilis
Hepatitis B

Treat appropriately and refer to specialist when necessary
Counsel regarding safe sexual practice
Notify public health authorities of infection

IVDU: intravenous drug use; HPV: human papillomavirus virus; STI: sexually transmitted infection

Are there any psychiatric adverse effects
of STl treatment?

Most drugs used for treating common STIs
are not known to cause psychiatric adverse
effects (See the American Psychiatric
Association'® and Sockalingham et al”” for
a thorough discussion of HIV and hepatitis
C treatment). The exception is fluoroquino-
lones, which could be prescribed for PID if
cephalosporin therapy is not feasible. CNS
effects of fluoroquinolones include insom-
nia, restlessness, confusion, and, in rare
cases, mania and psychosis.

What are possible medication interactions
to keep in mind when treating a psychiat-
ric patient?

Nonsteroidal anti-inflammatory drugs (NSAIDs),
other than sulindac, could increase serum

lithium levels. Although NSAIDs are not
contraindicated in patients taking lithium,
other pain relievers, such as acetaminophen,
may be preferred as a first-line choice.

Carbamazepine could lower serum levels of
doxycycline."

Azithromycin and other macrolides, as well as
fluoroquinolones, could have QTc prolong-
ing effects and has been associated with
torsades de pointes.”” Several psychiatric
medications, in particular, atypical antipsy-
chotics, also could prolong the QTc interval.
This could be a consideration in patients with
underlying long QT intervals at baseline or a
family history of sudden cardiac death.

Psychiatric patients might refuse or not
adhere to their medication. Refusals could
be the result of grandiose delusions (“I
don’t need treatment”) or paranoia (“The

continued on page 34
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Summary of USPSTF guidelines
on sexually transmitted
infections screening

Sexually active women age <25 should
be screened annually for chlamydia and
gonorrhea

All women who engage in high-risk sexual
behavior (multiple partners, new partners,
inconsistent condom use, having sex under
the influence of alcohol or drugs, having sex
in exchange for money or drugs) should be
routinely screened for chlamydia, gonorrhea,
HIV, and syphilis

Pregnant women should be screened for
syphilis, HIV, chlamydia, and hepatitis B at the
first prenatal visit, with gonorrhea testing for
those at risk

Men engaging in high-risk sexual behavior
should be screened for syphilis and HIV

There is no benefit to screening the general
population for hepatitis B, HSV, or HPV

HPV: human papillomavirus virus; HSV: herpes simplex
virus; USPSTF: U.S. Preventative Services Task Force

Source: Reference 12

doctor is trying to poison me”). Consider
1-time doses of antibiotics that can be
given in the clinic for uncomplicated infec-
tions when adherence is an issue. Because
psychiatric patients are at higher risk for
acquiring STIs, education and counsel-
ing—especially substance abuse coun-
seling—are vital as both primary and
secondary prevention strategies. Treatment
of STIs should be accompanied by referrals
to the social work team or a therapist when
appropriate.

Finally, as with any proposed treatment, it
is important to consider whether the patient
has capacity to consent to or refuse treat-
ment. To assess for capacity, a patient must
be able to:

* communicate a choice

¢ understand the relevant information

* appreciate the medical consequences of

the decision

¢ demonstrate the ability to reason about

treatment choices.”’

CASE CONTINUED
In the emergency department, Ms. K's vital

signs are: temperature 39.5°C; pulse 110 beats
per minute; blood pressure 96/67 mm Hg; and

breathing 20 respirations per minute. She com-
plains of nausea and has 2 episodes of emesis.
She allows clinicians to perform a complete
physical examination, including pelvic exam.
Her cervix is inflamed, and she is noted to have
adnexal and cervical motion tenderness.

Labs and imaging confirm a diagnosis of
PID due to gonorrhea and she is admitted
to the hospital for IV antibiotics. She contin-
ues to experience nausea and vomiting, but
also complains of dizziness and diarrhea.
Her speech is slurred and a coarse tremor is
noticed in her hands. Renal function tests
show slight impairment, probably due to
dehydration. A pregnancy test is negative.

Lithium is held. Her nausea, vomiting, and
diarrhea resolve quickly, and Ms. K asks to
leave. When she is told that she is not ready for
discharge, Ms. K becomes upset and rips out
her IV yelling, “l don’t need treatment from you
guys!” A psychiatry consult is called to assess
for her capacity to refuse treatment. The team
determines that she has capacity, but she
becomes agreeable to remaining in the hospi-
tal after a phone conversation with her com-
munity mental health team.

Ms. K improves with antibiotic treatment.
HIV and syphilis serology tests are negative.
Before discharge, both the community psy-
chiatrist and her primary care physicians are
informed her lithium was held during hospi-
talization and restarted before discharge. Ms. K
also is educated about the signs and symptoms
of lithium toxicity, as well as common STls.

Clinical considerations

¢ Physicians should have a low thresh-
old of suspicion for PID in a sexually active
young woman who presents with abdomi-
nal pain and shuffling gait, which is a natu-
ral attempt to reduce cervical irritation and
is associated with PID.

* Ask about sexual history and symp-
toms of STIs.

¢ Rule out STIs in men presenting with
urinary tract infections.

¢ If chlamydia is diagnosed, treatment for
gonorrhea also is essential, and vice versa.

¢ Always think about HIV and hepatatis
B and C in a patient with a STI.

¢ Treatment with single-dose medica-
tions can be effective.

continued on page 36
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Related Resources

Resources for patients

- Centers for Disease Control and Prevention. Sexually
transmitted diseases. www.cdc.gov/std.

- Association for Reproductive Health Specialists. Sexually
transmitted diseases/infections patient resources. www.
arhp.org/topics/stis/patient-resources.

Resources for clinicians

- Centers for Disease Control and Prevention. STD awareness
resources: health care providers. www.cdcnpin.org/
stdawareness/tools.aspx.

- World Health Organization. Training modules for syndromic
management of sexually transmitted infections. www.who.
int/reproductivehealth/publications/rtis/9789241593407/
en/index.html.

- Association for Reproductive Health Specialists. Sexually
transmitted diseases/infections clinical publications and
resources. www.arhp.org/topics/stis/clinical-publications-and-
resources.

Drug Brand Names

Lithium - Eskalith, Lithobid
Sulindac « Clinoril

Azithromycin - Zithromax

Carbamazepine - Tegretol

Doxycycline « Doryx,
Oracea, Atridox

¢ Risk of STIs is higher during epidoses
of mania or psychosis.

¢ Consider hospitalization if medically
indicated or if you suspect non-adherence
to therapy. It is important to remember that
all kinds of systemic infections—including
PID—canresult in dehydration and alter renal
metabolism leading to lithium accumulation.

* Mentally ill patients might require
placement under involuntary commitment
if they are found to be a danger to them-
selves or others. It is important to liaise with
both the community psychiatry team and
primary care physician both during hospi-
talization and before discharge to ensure a
smooth transition.
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Patients with mental illness are at high risk for sexually transmitted infections (STls),
which can lead to serious complications and sequelae. Recommend STI screening

for patients at high risk and consider using single-dose treatments in patients with
non-adherence. Review possible psychiatric effects or drug—drug interactions of

STl treatments.



