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LETTERS TO THE EDITOR

Services to general practitioners

Recent changes in the National Health Service
have caused us to reconsider the breadth of
the service which we offer to general practi-
tioners (GPs). In order to ascertain some ser-
vices which GPs would wish us to deliver, we
sent a questionnaire to the principals of the
150 general practices in Leicestershire. We
received 104 replies which showed the follow-
ing results:

Ninety three per cent of GPs were prepared
to refer patients for HIV testing, although 5%
of these would not refer patients where official
documentation was all that was required (visas
etc.).

Seventy seven per cent would use our
department for pre-termination infection
screening of patients. Those who would not
use our service made comments like "only if
there was time" and "isn't this the responsibil-
ity of gynaecology?".

Interestingly, 90% of GPs would be inter-
ested in using our contact tracing facilities,
and we are hoping to explore novel ways of
offering this facility to general practitioners.

Ninety per cent of GPs would use our erec-
tile dysfunction service.
An open-ended question "Is there any other

service you would like us to offer?" only pro-
duced 10 responses, and in broad terms six of
these requested better or more prompt com-

munication, with two specifying disclosure of
the HIV positive status of their patients. The
remaining four responses centred around
more GP and patient education.
We hope to use the results of this question-

naire as the basis for expanding and improving
the service which we offer general practitioners
locally.

PETER FISK
RUTH CUSACK

DENNIS RAYNER
Department of Genitourinary Medicine,

The Leicester Royal Infirmary NHS Trust,
Leicester LEJ SV W, UK

HIV infection in a group of New Zealand
sex industry workers

Sero-prevalence studies of sexual health centre
attendees in New Zealand' and in injecting
drug users attending needle and syringe
exchanges,2 have reported very low rates of
human immunodeficiency virus (HIV). To
date there have been no published data on the
prevalence ofHIV infection among sex industry
workers (SIW) in New Zealand.
We report the prevalence of HIV infection

in SIW accessing the New Zealand Prostitutes
Collective (NZPC) community, drop-in, out-
reach medical service in Wellington, the capi-

tal city of New Zealand. The NZPC was

established in 1987 by workers in the sex
industry and in 1988 received government
funding to provide peer-based education and
support for workers in the sex industry.

In June 1993 a medical and nursing out-
reach service was opened at the NZPC com-
munity drop-in centre, with health care
workers (HCW) from both the Wellington
Sexual Health Service and the New Zealand
Family Planning Centre providing compre-
hensive sexual health care including contra-
ception. Unique to this venture was that the
HCW were interviewed and chosen by peers
of the NZPC for their nonjudgemental atti-
tude and expertise. Services were managed by
staff and volunteers of the NZPC who also
made appointments for the service.

During the period between October 1993
and December 1994, 126 SIW attended the
service for the first time. Thirty five (28%)
described themselves as of Maori origin, 79
(63%) of European origin and nine (7%) were
from Thailand, two described "other" for eth-
nic origin. The majority of SIW worked either
from a massage parlour (36%) or from an
escort agency (44%). Others worked from the
street (12%) or from a "private situation"
(8%).

Ninety two (73%) were female, 22 (18%)
male and 12 (9%) transgendered. Eighty four
(67%) were tested for HIV antibodies, and
none were found to be newly positive.
However, one transgendered SIW was already
known to be HIV positive, and one male street
SIW who inititally tested HIV negative sero-
converted during the study period. Both SIW
who tested HIV antibody positive were Maori.

Despite limitations, in that not all SIW were
tested for HIV antibodies and that most SIW
were only tested once, HIV sero-prevalence
was low. However, our results may underesti-
mate the prevalence ofHIV infection as studies
have shown that those more likely to refuse
HIV testing when offered, may be at greater
risk, and only SIW seeking health care at our
centre were offered testing for this study.

This study highlights possible increased risk
of HIV infection in marginalised groups of
SIW including transgendered and male SIW.
It has been shown that among male SIW, sex-
ual orientation is a risk factor for HIV positiv-
ity.3

Continuing government support for peer
education and accessible, culturally and sexu-
ality sensitive medical services, will be crucial
in the future ifNew Zealand is to enjoy its cur-
rent low sero-prevalence of HIV infection
within its sex industry.

L DAYAN
Wellington Sexual Health Centre *

C HEALY
National Co-ordinator, New Zealand Prostitutes Collective

*Currently Associate Lecturer, Academic Unit of Sexual
Health Medicine Director, Royal North Shore Hospital Sexual
Health Services, Sydney, Australia.
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Rapid emergence of 4-fluroquinolone
resistance with associated decline in peni-
cillinase-producing Neisseria gonor-
rhoeae in Colombo, Sri Lanka

Penicillinase-producing Neisseria gonorrhoeae
(PPNG) was first detected in Sri Lanka in
1980' and routine testing of gonococcal iso-
lates obtained from patients attending the
Central STD Clinic, Colombo for PPNG was
started the following year. In 1989, 26% of all
isolates were PPNG (table 1). However, since

Table 1 Penicilinase-producing Neisseria gonorrhoeae
(PPNG) in Colombo

No Tested
Year No of isolates for PPNG PPNG + %

1980 587 22 13-6
1981 282 234 3-4
1982 1232 1232 5-7
1983 1179 1170 10-4
1984 1283 1283 6-1
1985 970 970 8-1
1986 1104 1104 17-1
1987 1021 968 17-5
1988 1271 1142 19-7
1989 1074 1049 26-2
1990 1089 1082 21
1991 752 746 20-5
1992 583 568 9-7
1993 481 475 3-8
1994 281 281 1-8
1995 318 318 0

1992, there has been a sharp decline in PPNG
with none detected in 1995. Penicillin was
withdrawn from use as first line therapy for
gonorrhoeae and single dose quinolone ther-
apy introduced in 1993.

Occasional clinical resistance to quinolones
was first detected in late 1994. Antibiotic sus-
ceptibility testing facilities were not available
on a routine scale in the Central Laboratory of
the STD/AIDS Control Programme at that
time. As increasing clinical resistance began to
surface during the 2nd quarter of 1995, antibi-
otic susceptibility testing was started in June
the same year. Since then, quinolone resis-
tance has varied between 14-50% (table 2).

This rapid emergence of quinolone resis-
tance with decline of PPNG which has also
been reported from Hong Kong,2 clearly indi-
cates that 4-fluroquinolone is no longer useful
as first line therapy for gonorrhoea in Sri
Lanka. What next? Cephalosporins appear to
be the only alternative but they are expensive.
The perennial budgetary constraints present in
developing countries have to be taken in to
account when selecting an appropriate antibi-
otic which is effective, reasonably priced, can
preferably be administered as a single dose
orally, and be also made widely available.

I ABEYEWICKEREME
STDIAIDS Control Programme,
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Table 2 4-fluroquinolone
resistance in Colombo

Year! % 4-fluroquinolone
Month resistance

9506 25
9507 14
9508 14
9509 38
9510 50
9511 35
9512 31
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