
Females and 33% MSM reported having sex without consent,
conversely only 8% Heterosexual men reported non-consen-
sual sex. 51% respondents would use a sexual health clinic to
gain more information about sex, 55% would use a website
for information.
Discussion Sexual health services may be ideally placed to
work alongside schools in providing sex education. It must
not be assumed when seeing patients that they are fully aware
of how to protect themselves from sexual harm, and steps
must be taken to address any gaps in knowledge attendees
may have.

O30 TREATMENT FAILURE IN MYCOPLASMA GENITALIUM
AMONG GUM CLINIC ATTENDEES
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Introduction Macrolide resistance in Mycoplasma genitalium
(MG) is of growing concern in countries where azithromycin
is used to treat non-gonococcal urethritis(NGU) but UK data
is lacking. Patients with NGU or pelvic inflammatory disease
(PID) are routinely tested for MG at our clinic and offered
test of cure (TOC) 4 weeks post-treatment. We aim to deter-
mine rates of MG-positivity 4 weeks after treatment and their
associations.
Methods Notes of MG-positive cases between December 2015
and November 2016 were reviewed and data collected on
management.
Results 114 cases of MG were identified. 91(80%) were symp-
tomatic and 12(11%) were MG contacts. Should be 52/339
(15%) men with NGU and 15/160(9.4%) women with PID
were MG-positive.

80/114(78%) were given an azithromycin regimen first line.
59/114(53%) returned for TOC and 24/59(40%) were positive
(23 following azithromycin; 1 following moxifloxacin). 19
returned for a second TOC and 14 were negative (1 follow-
ing azithromycin and 13 following moxifloxacin second line).
5/19(26%) were positive (3 following azithromycin and 2 fol-
lowing moxifloxacin second line). One male patient with con-
firmed resistance to macrolide and quinolone therapy achieved
microbiological cure with pristinamycin.

Having a positive TOC was significantly associated with
risk of reinfection (p=0.01) and being symptomatic at TOC
(p<0.001), but not significantly associated with gender, sexual
orientation, HIV status, concurrent STI (p=0.053) and azi-
thromycin use.
Discussion MG-positivity rates at 4 week TOC are high rais-
ing concerns of treatment failure although re-infection may
also contribute. As commercial assays are imminently available,
diagnoses of MG will increase and where possible should be
accompanied by antimicrobial resistance testing.

O31 EXPLAINING ETHNIC VARIATIONS IN STI DIAGNOSIS:
RESULTS FROM BRITAIN’S THIRD NATIONAL SURVEY OF
SEXUAL ATTITUDES AND LIFESTYLES (NATSAL-3)
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Introduction In Britain, ethnic inequalities in STIs diagnoses
persist. We hypothesised that these inequalities are associated
with variations in sexual behaviour, which are influenced by
differences in socioeconomic deprivation (SED) and mediated
by substance use.
Methods Data from 14,563 participants of Britain’s third
National Survey of Sexual Attitudes and Lifestyles, a probabil-
ity sample survey (N=15,162), were analysed by gender and
ethnicity: white British (WB, reference category), black Carib-
bean (BC), black African (BA), Indian, Pakistani, white other
(WO), and mixed ethnicity (ME). Using multivariable regres-
sion we examined ethnic variations in reported STI diagnoses
adjusted for age, partner numbers (last 5y), recreational drug
use (last 1y), and SED, and calculated adjusted odds ratios
(AOR).
Results SED was higher in BC, BA, and Pakistani participants
than other ethnicities (50% vs. 16%-38%, p<0.0001). com-
pared with men from other ethnicities, BC and BA men
reported higher partner numbers (p<0.0001), and concurrent
partnerships (27% and 39% respectively vs. 4%–15%,
p=0.001). compared with women from other ethnicities, ME
women reported higher partner numbers (p<0.0001) and con-
currency (14% vs. 2%–8%, p=0.0005). Recreational drug use
was highest among WO and ME participants (26% vs. 4%-
15% among other ethnicities; p<0.0001). Reported STI diag-
nosis was highest among BC men (8.7) and ME women
(6.7%), and remained AOR high after adjustment for BC men
(2.68, 95%CI: 1.13–6.34) and ME women (2.03, 95%CI:
1.11–3.68).
Discussion Ethnic variations in sexual behaviours, mediators,
and SED partially explain higher STI diagnoses among BC
men and ME women highlighting need for holistic interven-
tions addressing these broader determinants.

O32 ETHNICITY AND SEXUAL BEHAVIOURS – THE
ASSOCIATION BETWEEN ETHNICITY AND SEXUAL RISK
BEHAVIOURS REPORTED BY HETEROSEXUAL MEN AND
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Introduction In the UK people of black ethnicity experience a
disproportionate burden of HIV and STI. We aimed to assess
the association of ethnicity with sexual risk behaviours (SRB)
and sexual health among heterosexual men and women.
Methods AURAH is a cross-sectional questionnaire study of
people without HIV, recruited in 20 GUM clinics in England
2013–14. We assessed the association of ethnicity with (i) con-
domless sex with non-regular partner(s) (CLS-NR); (ii) �2
new partners in the last year (2NPLY); and (iii) STI diagnosis
in the past year (STI) using modified poisson regression
adjusted for age, study region, education and relationship
status.
Results 1075 heterosexual men (n=451) and women (n=624)
completed questionnaires. Ethnicity was as follows: 513
(48.4%) black/mixed African (BA), 159 (15.0%) black/mixed
Caribbean (BC), 288 (27.1%) white ethnicity (WE), 101
(9.5%) other ethnicity (OE).

Abstract O32 Table 1 AURAH

Adjusted PR (95%CI) CLS–NR 2NPLY STI within last year

Women: White

BA

BC

OE

1

0.65(0.49–0.85)

0.78(0.55–1.10)

0.66(0.39–1.13)

1

0.36(0.27–0.48)

0.39(0.25–0.61)

0.60(0.37–0.99)

1

0.92(0.61–1.38)

1.47(0.95–2.28)

1.23(0.68–2.23)

Men: White

BA

BC

OE

1

1.05(0.83–1.32)

1.02(0.73–1.44)

0.69(0.43–1.09)

1

0.77(0.62–0.96)

0.85(0.62–1.16)

1.29(1.03–1.61)

1

1.14(0.75–1.73)

1.76(1.10–2.82)

0.59(0.24–1.43)

Compared with WE women BA women were less likely to
report CLS-NR, BA and BC women were less likely to report
2NPLY, and BC women were more likely to report STI. In
men CLS-NR did not vary significantly by ethnicity. BA men
were less likely to report 2NPLY and BC men were more
likely to report STI compared with WE men.
Discussion The prevalence of SRBs was lower in black ethnic-
ity women, but history of STI was more prevalent among BC
women. Similarly, higher STI history in BC men was not con-
sistent with ethnic variation in SRB. Additional factors, e.g.
sexual networks, may be important determinants of sexual
health.

O33 SIGNIFICANTLY HIGHER RATES OF CHLAMYDIA FOUND
IN ARMY PERSONNEL COMPARED WITH NON-MILITARY
CLINIC ATTENDEES

Helen Iveson, Kate Galbally, Georgina Morris*. Salisbury NHS Foundation Trust, Salisbury,
UK
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Introduction Our Sexual Health service covers a county-wide
population, including large numbers of Army personnel.
Despite military personnel being recognised as high risk for
sexually-transmitted infections (STIs), accurate data on STI
and HIV epidemiology within the military is lacking (1).The
latter is compounded by difficulties differentiating military
from civilian patients attending Sexual Health clinics. We
introduced a local code (‘ARMY’) from April 2016. This has

enabled us to monitor numbers of Army attendees and com-
pare STI rates and risk factors with non-military patients.
Methods Local ‘ARMY’ code added by clinicians at time of
consultation, based on information including: patient self-
reported occupation, garrison address, military uniform.

Electronic patient records for all male new or rebook
attendees between 15/4/16 and 31/10/16 with an ‘ARMY’
code were reviewed (n = 234). These were compared with a
non-military group of patients (n=234) attending during same
time period and were matched for age group, gender, sexual-
ity and presence/absence of symptoms.
Results Army personnel were found to have significantly
higher levels of chlamydia positivity (19.2%) compared with
non-military attendees (11.1%) (p= 0.020, Fisher’s exact 2-
tail). This higher rate of chlamydia was found despite compa-
rable numbers of: sexual partners in prior three months, pre-
sentations as chlamydia contacts and high-risk alcohol users.
Rates of gonorrhoea, warts, HSV, HIV and syphilis did not
differ significantly. Army personnel were significantly more
likely to be of non- white British ethnicity (11.1%) than non-
military attendees (2.1%), reflecting local population (p
=0.0001, Fisher’s exact 2-tail).
Discussion Our findings support promotion of sexual health
screening for military personnel and targeting of chlamydia
testing. Military personnel often go home to other areas of
UK and overseas during leave and could disseminate
infections.

O34 BINGE DRINKING, SMOKING AND EXPERIENCE OF
INTIMATE PARTNER VIOLENCE AMONG WOMEN AGED
16–44 YEARS ATTENDING SEXUAL HEALTH CLINICS
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Introduction BASHH guidance includes assessment of smoking
history, intimate partner violence and alcohol risk in Sexual
Health (SH) clinics. As part of a study assessing psychosocial
predictors of sexual risk among women of reproductive age,
we investigated the prevalence of these issues and their associ-
ations with sexual risk.
Methods A convenience sample of women aged 16–44 years
attending a busy urban integrated Contraception and Sexual
Health clinic was invited to complete a questionnaire about
socio-demographic, sexual behaviour and psychosocial factors.
Results Of n=532 eligible women 44.5% were aged 16–24
years. 42.1% of participants reported binge-drinking (6+ units
on one occasion) on a weekly basis. 36.7% reported currently
smoking cigarettes or roll-ups. Using an adapted HITS domes-
tic violence (DV) measure, 16.1% were classified as currently
or previously experiencing DV. None of these factors was
associated with reported risk of unintended pregnancy in the
last 6 months. Multiple partnerships in the last year was not
associated with DV experience (p=0.187) but remained posi-
tively associated, after adjustment for age, with current weekly
binge-drinking (adjusted odds ratio = 2.13) and with current
smoking (AOR =1.87).
Discussion Findings suggest that interventions for binge-drink-
ing, cigarette smoking and DV may be warranted for a
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