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Introduction Gonorrhoea is among the most common bacterial
sexually-transmitted infections in the UK, over 41,000 cases
were recorded in 2015, with over half in men who have sex
with men (MSM). As the bacterium has developed resistance
to each first-line antibiotic in turn, we need improved quanti-
fication of fitness-benefits and costs of antibiotic resistance to
inform control policy. Cefixime was recommended as a single-
dose treatment for gonorrhoea from 2005–2010, during which
time resistance increased, and then subsequently declined. We
hypothesise that there is a net fitness-benefit to cefixime-resist-
ance when cefixime is widely-prescribed and a net fitness-cost
when cefixime-prescriptions decline.
Methods We developed a stochastic compartmental model rep-
resenting the natural history and transmission of cefixime-sen-
sitive and -resistant strains of gonorrhoea in UK MSM, which
was fitted to data on diagnoses and prescriptions over 2008-
2015 using particle Markov Chain Monte Carlo (pMCMC)
methods.
Results The model replicated the observed data and indicated
that the fitness-benefit of cefixime-resistance exceeds its cost
when cefixime is prescribed for >31% (95% CI [26%, 36%])
of gonorrhoea diagnoses, and that the resistant strain is fitter
than the cefixime-susceptible strain when cefixime is pre-
scribed for >51% (95% CI [43%, 62%]) of diagnoses.
Discussion The use of state-of-the-art pMCMC methods pro-
vided significant evidence in favour of our hypothesis and
insights into the dynamics of cefixime-resistance in gonor-
rhoea. Our findings have important implications for antibiotic-
stewardship and public health policies, such as targeted pre-
scriptions and combination therapy; as well as emerging resist-
ance through similar mechanisms to the current first-line
treatment, ceftriaxone.
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Introduction European guidelines on Mycoplasma genitalium
(MG) infections and on the mangement of non-gonococcal
urethritis strongly recommend NAAT testing for MG and
screening for macrolide resistance. The ResistancePlus™ MG
kit has been developed for the simultaneous detection of MG
and five mutations in the 23S rRNA gene associated with azi-
thromycin resistance.
Methods The ResistancePlus™ MG kit (SpeeDx) was evaluated
in a prospective-restrospective study on 182 urogenital samples
from patients routinely tested for Chlamydia and gonorrhoea.

The ResistancePlus™ MG (550) kit was performed using the
7500 Fast (Applied Biosystems), after sample extraction on the
MagNA Pure 96 Instrument (Roche) using the DNA and Viral
NA Small Volume Kit following the Universal Pathogen 200
protocol. Results were analysed using the FastFinder Resistan-
cePlus™ MG (7500) analysis software. Results were compared
with an in-house qPCR test for MG detection with positives
subsequently sequenced to determine 23S rRNA mutation
status.
Results The ResistancePlus™ MG kit showed high clinical per-
formance compared with the reference methods with sensitiv-
ity and specificity for MG detection of 98% and 100%, and
23S rRNA mutation detection of 92.5% and 100%, respec-
tively. The ResistancePlus™ assay has an analytical sensitivity
of 10-15 copies for all targets, and no cross-reactivity was
seen in a wide range of non-target organisms.
Discussion The ResistancePlus™ MG kit demonstrated excel-
lent clinical performance for the simultaneous detection of
MG and mutations associated with macrolide resistance.
Detection of MG with resistance information is capable of
guiding personalised treatment at the first health-care visit,
reducing clinical-care costs and reducing the spread of antimi-
crobial resistance.
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Introduction Syndromic management of sexually transmitted
infections (STIs) is common practice in sexual health clinics
(SHC). Implementation of multi-pathogen point-of-care-tests
(POCTs) can improve patient management by providing same
day diagnoses and treatment. We assessed the potential impact
of five POCT protocols consisting of tests for different combi-
nations of Chlamydia trachomatis (CT), Neisseria gonorrhoeae
(NG), Mycoplasma genitalium (MG) and Trichomonas vaginalis
(TV) infections, on a standard care pathway (SCP), for 81
symptomatic female patients.
Methods 5 virtual POCT protocols (assuming 100% sensitivity
and specificity) were analysed against diagnoses and laboratory
results. Reflex tests (i.e. tests used dependent on the result of
another test) were incorporated into protocols to investigate
utility of testing for certain pathogens separately. McNemar’s
test was used to compare proportions of correct diagnoses
from each protocol against each other and establish which is
most effective. P values were adjusted using Holm-Bonferroni
correction.
Results Protocol P1 was statistically the most effective at pro-
viding the correct diagnosis (p=0.000). P5 was also statisti-
cally more effective than the SCP (p=0.001). No significant
differences were found between other protocols. Although P4
and P5 diagnosed equal proportions of patients, P5 had better
performance (p=0.001) compared with P4 (p=0.0012).
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Abstract P007 Table 1 Point of care test results

Testing protocols Correct diagnoses (%) 95% Confidence Interval (%)

SCP 75.31 64.92 to 83.41

P1: CT/NG/MG/TV 100.00 96.96 to 98.30

P2: CT/NG + MG reflex 92.59 86.89 to 98.30

P3: NG/MG 88.89 82.04 to 95.73

P4: CT/MG + NG reflex 95.06 90.34 to 99.78

P5: NG/MG + CT/TV reflex 95.06 90.34 to 99.78

Discussion P1 was more effective than the SCP and all other
protocols, however, may not be technically feasible. P5 was
not statistically different from P1 and may be a valid alterna-
tive. Due to high rates of MG and CT infection in this
cohort, a protocol including tests for both pathogens would
be desirable for this population.

P008 A YEAR OF PROCTITIS: AETIOLOGY AND MANAGEMENT
IN AN URBAN GUM CLINIC

1Luke Hanna*, 1Anton Brusov, 1Sarah Stockwell, 1,2Suneeta Soni, 1,2Daniel Richardson.
1Brighton and Sussex University Hospitals NHS Trust, Brighton, UK; 2Brighton and Sussex
Medical School, Brighton, UK

10.1136/sextrans-2017-053232.54

Introduction Chlamydia trachomatis (CT), including Lymphog-
ranuloma venereum (LGV), Neisseria gonorrhoeae (NG), syph-
ilis and herpes simplex (HSV) all cause proctitis in MSM.
Local guidance recommends testing and treating for these
organisms. We examined the aetiology and management of
cases of proctitis at our sexual health clinics.
Methods Clinical records were reviewed of all men coded for
proctitis between January and December 2016. Clinical pre-
sentation, microbiology results, and treatments issued at initial
clinic visit were recorded and data analysed.
Results 46 MSM were correctly coded as having proctitis. The
median age was 38.5(19–75) years. 21/46(45.7%) were HIV-
positive. Presenting symptoms included: rectal discomfort
(69.6%), discharge(47.8%), bleeding(39.1%), altered bowel
habit(23.9%), and tenesmus(17.4%). 7/46(15.2%) had anorec-
tal ulceration.

All patients were tested for CT and NG. NG was detected
in 11/46(23.9%) and CT in 10/46(21.7%), including 4 with
LGV. 27/46(58.7%) were tested for HSV, which was positive
in 8/27(29.6%). 1 Mycoplasma genitalium and 4 Syphilis were
diagnosed. Co-infections with >1 organism were identified in
8(17.4%). In 22/46(47.8%) no cause was identified. 41/46
(89.1%) MSM received antibiotics for CT. In 30/46(65.2%)
MSM this included anti-microbial cover for NG and 17/46
(37.0%) had an extended course of doxycycline for LGV. Aci-
clovir was given to 12/46 MSM (26.1%).
Discussion NG was the commonest pathogen identified, how-
ever only 65% of MSM were treated. HSV testing rates were
low despite one third of those tested being HSV positive.
This indicates a need to better educate clinicians of the multi-
pathogen, syndromic, approach to proctitis management to
ensure that relevant pathogens are not missed.
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Introduction A self versus clinician Chlamydia/gonorrhoea (CT/
NG) NAAT swab trial, with pooling of self-taken samples,
recruited January 2015–September 2016. There was concern
that nucleic acid contamination of clinic surfaces could be a
source of false-positive samples during the pooling process.
Aim(s)/objectives To ascertain levels of environmental nucleic
acid contamination within clinic environments. To determine
number of false positive pooled samples throughout study.
Methods Environmental samples of clinic rooms, sluices and
toilets were performed and tested using Aptima Combo 2
throughout duration of study. In November 2015, the clinic
relocated from old premises to a newly renovated site.

Results were disseminated to staff throughout to raise
awareness and to reduce risk of contamination during sam-
pling/pooling. Posters in self-swab areas highlighted risk of
contamination, importance of handwashing and no surface
contact for swabs.
Results Of 41 environmental sampling episodes over 12
months, 17 (41%) were CT/GC positive/indeterminate. These
were distributed throughout the whole 12 months. Positive
results were obtained from surfaces in all clinical examination
rooms at the old site and toilets and sluices (where urines
were pipetted) at both sites. 3/4 clinic rooms regularly used
for examination at the new site remained contamination free.
There were 7 false positive pooled samples (6 female, 1
male); all were in the first 6-months of the study.
Discussion Nucleic acid contamination was repeatedly found
throughout the clinic despite regular cleaning/decontamination.
Raising staff and patient awareness did not reduce contamina-
tion but it did reduce false positive pooled samples, with
none occurring after the first 6-months.
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Introduction BASHH guidelines advise either azithromycin 1g
stat or doxycycline 100mg bd 7 days as first line treatment
for uncomplicated Chlamydia infection. In practice, azithromy-
cin 1g is favoured in many clinics due to perceptions of better
adherence, tolerability and efficacy. Evidence has mounted of
suboptimal efficacy of azithromycin, yet guidelines and prac-
tice remain unchanged. We routinely use doxycycline as first
line treatment for Chlamydia infection. We sought to audit
this practice, investigate rates of intolerance and adherence
and explore treatment failure in those who had follow-up
testing.
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