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ABSTRACT  

Sexually transmissible gastrointestinal (enteric) infections cause oro-pharyngitis, hepatitis, 

enteritis, proctocolitis and ano-rectal disease, and can mimic neoplastic and inflammatory 

gastrointestinal disease. Sexually transmissible enteric infections are generally seen in men who 

have sex with men (MSM) due to sexual behaviours which risk faecal-oral transmission.  

Oropharyngeal and anorectal sexually transmitted infections (STI) are transmitted via direct 

inoculation from oral and anal sexual behaviours. Shigella spp. Campylobacter spp. Salmonella 

Spp. diarrhoeagenic E. coli, Giardia duodenalis and Entamoeba histolytica are recognised sexually 

transmissible enteric faeco-oral pathogens in MSM. N. gonorrhoeae, Chlamydia trachomatis, 

Herpes simplex virus (HSV), Treponema pallidum subspecies pallidum (Syphilis), Mpox and HSV 

cause sexually transmissible oro-pharyngeal and ano-rectal disease. Cryptosporidium, intestinal 

spirochaetosis, Blastocystis, Strongyloides stercoralis, Enterobius vermicularis and enteric viruses 

have infrequently been reported as sexually transmissible in MSM. Sexually transmissible enteric 

infections have increased in MSM over the past 35 years. Gastroenterologists and hepatologists do 

not generally enquire about sexual behaviours, but identifying sexually transmissible enteric 

infections is important because of high rates of bacterial antimicrobial resistance, and the 

additional management includes: bacterial antimicrobial susceptibility testing, testing for STIs/HIV, 

providing recommendations for sexual abstinence and partner notification; and onward referral to 

specialist sexual health clinics for sexual health prevention interventions. In this review we 

highlight the sexually transmissible infections which can affect the gastrointestinal tract and 

provide some key management points for gastroenterologists and hepatologists.  
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KEY POINTS: 

1. Sexually transmissible enteric infections: Some gastrointestinal pathogens can be sexually 

transmissible, particularly in men who have sex with men (MSM), and should be managed as 

sexually transmitted infections (STI). 

 

2. Sexual history taking and the clinical assessment: A sexual history and clinical assessment is 

important in people presenting with gastrointestinal syndromes (hepatitis, enteritis, 

proctocolitis and anal-rectal symptoms) for the recognition of sexually transmissible enteric 

infections. 

 

3. Investigations: Comprehensive stool testing for bacteria and parasites using sensitive 

molecular testing complemented by reflex antimicrobial susceptibility testing for enteric 

bacteria. Patients (particularly MSM) with ano-rectal or oropharyngeal symptoms where an 

STI is suspected should be referred to sexual health clinics (genitourinary medicine - GUM) 

for investigation. Patients with sexually transmissible enteric infections should be screened 

for other STIs including HIV. 

 

4. Antimicrobial and proton pump inhibitor (PPI) stewardship: Most bacterial enteric 

pathogens do not need antimicrobial treatment (but diagnostic testing and antimicrobial 

susceptibility testing should be undertaken). The use of PPIs should be rationalised as they 

can increase the risk of sexually transmissible enteric infections.  
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5. Prevention of transmission: Recommending a period of sexual abstinence and partner 

notification is important to prevent ongoing sexual transmission. People who work in food 

handling or health care need to follow local and national guidelines before returning to work. 

 

6. STI prevention: Identifying people (and their sexual partners) with sexually transmissible 

enteric pathogens provides opportunities for the prevention of other sexually transmitted 

infections (e.g. HIV testing, HIV pre-exposure prophylaxis). 
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SEXUALLY TRANSMISSIBLE ENTERIC INFECTIONS 

Introduction 

Faeco-oral transmission of pathogens during sexual behaviour is well recognised amongst who have 

sex with men (MSM).1 The first descriptions of sexually transmissible enteric infections were from 

New York City and San Francisco in the 1960s -1970s highlighting the transmission of Entamoeba 

histolytica, Giardia duodenalis, Hepatitis A Virus and Shigella spp. between MSM.2-5  During the early 

years of the HIV epidemic (1981-1997), there were few reports of sexually transmissible enteric 

infections in MSM. Since the availability of effective treatment and prevention of HIV including highly 

active anti-retroviral therapy (HAART), treatment as prevention and HIV pre-exposure prophylaxis 

(PrEP)., Sexually transmissible enteric infections have increased in-line with other sexually 

transmitted infections (STI).6 7 The broadening of sexual repertoires, changing patterns of recreational 

drug use including chemsex (sexualised use of crystal methamphetamine, gamma hydroxybutyrate 

and other recreational drugs usually as part of group sex organised via social media smart phone 

applications) and availability of sexual partnerships facilitated by social media are also likely to have 

increased rates of sexually transmissible enteric infections in MSM.8 9 It is important to acknowledge 

that the increase in screening for STIs, and the sensitivity of molecular tests used (e.g. polymerase 

chain reaction (PCR), nucleic acid amplification test (NAAT)) may have conflated the rise in STIs in 

MSM.7 10 

Oropharyngeal and ano-rectal STIs including Neisseria gonorrhoeae and Chlamydia trachomatis are 

commonly seen in MSM and are transmitted via oral and anal sexual behaviours and are frequently 

asymptomatic driving onward transmission.11-13 (Figure 1) Novel pathogens including the 

lymphogranuloma venereum subtype of Chlamydia trachomatis and Mpox which can cause 

anorectal symptoms have posed particular challenges in the past 20 years.14 15  Enteric pathogens can 

cause significant morbidity including fulminant hepatitis, severe dehydration, renal disease, 
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neurological disease and hospitalisation.16 17 The relatively high consumption of antimicrobials 

(particularly macrolides, fluroquinolones, tetracyclines and cephalosporins) in MSM for other STIs 

(e.g. N. gonorrhoeae, C. trachomatis) has contributed to concerning rates of transmission of 

antimicrobial resistant diarrhoeagenic Enterobactericeae.18-20 

Recently published clinical practice guidelines lack consistency and specific antimicrobial 

recommendations.21  There is a lack of awareness (amongst clinicians and communities) and a lack of 

effective control interventions for sexually transmissible enteric infections.19 22 Patients with 

symptomatic sexually transmissible enteric infections present across various clinical settings, 

including sexual health clinics, primary care, and acute hospitals (including gastroenterology and 

other non STI specialists).  

To improve understanding across specialities, this review aims to describe the faeco-oral sexually 

transmissible enteric pathogens grouped by clinical syndrome which mainly affect MSM. There are 

likely to be other groups of people such as cis-gendered women, gender non-conforming people and 

trans people, sex workers and heterosexually identifying MSM who are also at risk of faeco-oral 

sexually transmissible infections, however the majority of published evidence is from MSM. This 

review focuses on MSM only because that is where the evidence has been derived.  

Gastroenterologists and hepatologists may encounter hospitalised patients and people attending 

outpatients with sexually transmissible enteric infections. We outline the clinical and public health 

challenges, and key practical messages for gastroenterologists, hepatologists and other clinicians 

specifically for UK settings, although most of the advice and recommendations are universal. 

Importantly, MSM with sexually transmissible enteric infections should be referred to specialist 

sexual health services for appropriate screening, partner notification, treatment where appropriate 

and for other sexual health interventions (e.g. HIV-PrEP).23 

 

Oropharyngeal infections:  
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Treponema pallidum, subspecies pallidum (syphilis), Mpox and Herpes Simplex Virus (HSV) and rarely 

lymphogranuloma venereum (C. trachomatis L serovar) are sexually transmissible causes of oral 

ulceration seen mainly in MSM.24-26 Rates of T. pallidum globally have been increasing over the past 

25 years (since the availability of effective HIV treatment), initially in MSM, but also affecting other 

marginalised populations including sex workers, injecting drug users, vulnerable women and people 

who experience violence and poverty.27 Mpox is an emerging zoonotic pox virus; person to person 

sexual transmission was highlighted in the 2022 global outbreak of mpox amongst MSM.25 HSV may 

present with painful oral ulceration or pharyngitis, and can be confirmed with molecular testing; 

consideration of antiviral therapy (intermittent or suppressive) may be beneficial.28 Molecular testing 

for T. pallidum, Mpox, HSV are all available (in the UK) including in multiplex assays. Mpox can be life-

threatening in immunosuppressed hosts including people living with HIV with a low CD4 count.25 

Neisseria gonorrhoeae is a frequent asymptomatic infection of the oropharynx and can be detected 

by highly sensitive molecular testing (NAATs), supplemented by traditional culture for antimicrobial 

resistance testing.29 30 Oropharyngeal gonorrhoea drives both the transmission and the evolution of 

antimicrobial resistance in N. gonorrhoeae in MSM.30 There is current debate about whether the 

frequency of screening of MSM for pharyngeal N. gonorrhoeae is excessive over concern regarding 

the impact on antimicrobial consumption and generation of antimicrobial resistance.10 31 The WHO 

identifies antimicrobial-resistant N. gonorrhoeae as an "urgent threat to public health" due to the 

rise of extensively drug-resistant (XDR) strains, which significantly limits treatment options.30 

Although oropharyngeal Chlamydia trachomatis can be found in MSM, the pathogenesis and impact 

on ongoing transmission is unclear.11 32 Treatment of T. pallidum, N. gonorrhoeae, HSV and Mpox 

should be managed in specialist sexual health services where MSM can also be offered vaccination 

for Mpox.33 

Viral hepatitis 
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Hepatitis A transmission continues to occur in MSM, despite an effective vaccine, and hepatitis A 

immunity remains below the threshold required for herd immunity in high income settings.34 35  

(Figure 2)In 2016 a large global outbreak of three distinct hepatitis A subtypes was epidemiologically 

linked to  ‘gay’ pride festivals and events and circuit (sex) parties in Europe, the USA and Asia.36-39 

Hepatitis A in MSM is associated with living with HIV and acute HIV seroconversion, HIV-PrEP use, sex 

work, low educational attainment, sexual practices which increase the risk of faecal contamination 

(oral-anal sex), visiting sex on premises venues, recreational drug use, transmission of other STIs, and 

hospitalisation.34 (Figure 4) Although some people are asymptomatic, people with acute hepatitis A 

experience jaundice, fever, nausea, diarrhoea and abdominal discomfort which can last up to 2 

months; hepatitis A does not cause a chronic or persistent infection. Fulminant hepatitis A and liver 

failure is rare.40  Treatment for hepatitis A is generally supportive, although many individuals are 

hospitalised.34  Healthcare networks need to increase the offer and uptake of hepatitis A vaccination 

for susceptible MSM which will entail reducing stigma and discrimination barriers.41 

Hepatitis E is a zoonotic faeco-oral virus described during outbreaks of unexplained hepatitis in India, 

Kashmir and Afghanistan in the 1950s-1970s.42 Genotypes 1A and 2A cause acute hepatitis in 

humans following an incubation period of 15-60 days.43 Hepatitis E can (rarely) cause extrahepatic 

manifestations, including neurological disease (e.g., neuralgic amyotrophy, Guillain-Barré syndrome, 

encephalitis, myelitis, mononeuritis multiplex, Bell’s palsy, vestibular neuritis, myositis, myasthenia 

gravis, peripheral neuropathy), renal disease (glomerulonephritis, IgA nephropathy), and 

haematological disease (thrombocytopenia, aplastic anaemia). Other reported complications include 

pancreatitis, arthritis, myocarditis, and thyroiditis.17 Acute hepatitis E in the third trimester of 

pregnancy is associated with 20% maternal morbidity and mortality caused by eclampsia, 

haemorrhagic complications and liver failure. Ribavirin and corticosteroids have been used in the 

management of immunosuppressed hosts; novel compounds (NITD008 and GPC-N114) have been 

used in experimental studies, and effective vaccines are in development and potentially offer high 

efficacy.44 Hepatitis E has been shown to be sexually transmissible in MSM, therefore MSM with 
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unexplained transaminitis, renal disease and neurological disease should be tested.17 Hepatitis B 

virus, and to a far lesser extent, Hepatitis C Virus disproportionately affects men who have sex with 

men due to sexual transmissibility, although they are bloodborne viruses, not faeco-oral.45 46 

 

Enteritis 

Giardia duodenalis (also known as Giardia lamblia and Giardia intestinalis) is a flagellated non-

invasive parasite consisting of 8 subtypes (assemblages) of which A and B cause human disease.47  

The inert cysts of G. duodenalis are generally transmitted via contaminated food or water and excyst 

in the acidic stomach to pathogenic trophozoites which cause epithelial inflammation and villous 

flattening leading to fat malabsorption and steatorrhea.47 The sexual transmission of G. duodenalis 

between MSM is associated with living with HIV, co-infections with other STIs and enteric pathogens, 

and sexual behaviours which risk faecal contamination.48 G. duodenalis can be diagnosed using 

traditional stool microscopy for visualisation of cysts, or trophozoites; however the sensitivity of 

molecular tests is far superior.23 48 Antimicrobial treatment with nitroimidazoles (e.g. tinidazole or 

metronidazole), paromomycin or nitazoxanide is recommended, and treatment failure is being 

reported possibly due to antimicrobial resistance.23 48  

T. pallidum (syphilis) is estimated to cause an ulcerative gastritis in 1% of cases.49 Most patients will 

also have a typical truncal maculopapular rash and other symptoms including preceding ano-genital 

ulcer(s), fatigue and weight loss.50 Syphilis can also cause a hepatitis and cholestasis.51 

 

Proctocolitis 

Enterobacteriaceae Shigella sonnei, Shigella flexneri, Campylobacter spp. Diarrhoeagenic Escherichia 

coli (including Shiga-toxin producing E. coli) and Salmonella Enterica (Typhi and non-typhi) are 

sexually transmissible in MSM.52-55 These organisms require a very small inoculum for transmission, 
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especially Shigella spp. (as few as ten organisms can cause an infection) and some may survive on 

surfaces and sex toys.56 There have been significant outbreaks of Shigella among MSM in high 

income settings, including extensively drug resistant (against three antimicrobials used historically to 

treat Shigella namely, azithromycin, ciprofloxacin, and cephalosporins).19 57 These organisms cause 

proctocolitis and extra-intestinal phenomena such as neurological disease (encephalitis, 

polyneuropathy) and rheumatological disease (sexually acquired reactive arthritis).53 Antimicrobial 

treatment should be avoided unless patients are hospitalised with prolonged symptoms, 

immunosuppression or other co-morbidities.21 23 Expert antimicrobial advice should be sought as 

empirical quinolones, macrolides and cephalosporins are unlikely to be effective in MSM: fosfomicin, 

pivmecillinam or carbopenems can be considered in people who need atimicrobials.58 59 In England, 

there are currently more cases of sexually transmissible shigellosis  compared with travel associated 

shigellosis; and all MSM with Shigella should be managed as having an STI.60 Furthermore, a meta-

analysis estimated asymptomatic carriage rates of ; 1.1% for Shigella, 1.9% for Campylobacter spp., 

3.8% diarrhoeagenic E. coli, and 0.3% Salmonella spp. in MSM.61 

 

Entamoeba histolytica is an invasive parasite with an estimated annual global mortality of 55,000 

people.62 The inert transmissible cysts can survive in the environment for weeks and following 

ingestion, excystation occurs in the small intestine producing trophozoites which invade intestinal 

epithelium causing inflammation and can migrate via the portal system leading to liver abscess.62 It is 

estimated that 90% of human hosts are asymptomatic; symptomatic disease presents as watery or 

bloody diarrhoea, abdominal pain and weight loss.62 In MSM, E. histolytica is associated with; 

increasing age, lower educational achievement, seasonality, concurrent and previous sexually 

transmitted infections, hepatitis B, hepatitis C, concurrent sexually transmitted enteric infections, 

oral-anal sex, exclusively/majority receptive anal sex and sadomasochism.63 Traditionally, stool 

microscopy has been used for diagnosis, however, microscopy cannot reliably differentiate 
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pathogenic E. histolytica from other non-pathogenic Entamoebae, in particular Entamoeba dispar, 

Entamoeba Bangladeshi and Entamoeba moshkovskii. Molecular diagnostics can now distinguish 

between E. histolytica and non-pathogenic amoebae.62 All cases of E. histolytica, asymptomatic and 

symptomatic including sexual contacts who test positive, require sequential courses of a tissue 

amoebicide, usually a nitroimidazole (e.g. tinidazole) followed by a luminal amoebicide (e.g. 

paromomycin) to ensure clearance of both active trophozoites and cysts.23 62 The investigation of liver 

abscess in patients with E. histolytica is recommended.62   

Ano-rectal disease 

Ano-rectal STIs are common in MSM and may increase the risk of HIV transmission.64-66 (Figure 

1)Herpes simplex virus, Neisseria gonorrhoea, Chlamydia trachomatis (including lymphogranuloma 

venereum (LGV)), T. pallidum and Mpox are all causes of sexually transmissible ano-rectal ulceration 

and proctitis in MSM and are all diagnosed using molecular NAAT from ano-rectal swabs and in the 

case of syphilis, with complimentary serology.15 23 65-67 N. gonorrhoeae and C. trachomatis (non LGV 

subtypes) are usually asymptomatic but can cause a symptomatic and muco-purulent haemorrhagic 

proctitis.13 68 T. pallidum (syphilis) and Mpox and have diverse clinical ano-rectal features which can 

be challenging to diagnose and distinguish clinically including ulceration, condylomata lata, and 

proctitis. (Figure 5) HSV typically presents as ano-rectal ulceration frequently accompanied by urinary 

(e.g. urinary hesitancy and retention) constitutional (e.g. fever) and neurological (e.g. paraesthesia) 

symptoms.69 LGV is an ulcerative invasive sexually transmitted infection caused by the L genovars of 

Chlamydia trachomatis which has been endemic in Europe and other high-income settings since 

2003.14 Classical (inguinal LGV) presents as genital ulceration and lymphadenopathy (bubos); but the 

current epidemic is characterised by the ano-rectal syndrome where MSM present with ano-rectal 

symptoms and sometimes a colitis complicated by fever, strictures, perforation, abscesses and 

fistulae.70 On initial presentation, MSM with ano-rectal symptoms and signs should be thoroughly 

investigated for sexually transmissible causes as T. pallidum (syphilis) and LGV can mimic 
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inflammatory and neoplastic conditions.71-73  Clinicians are faced with a clinical conundrum when 

managing MSM presenting with a proctitis before microbiology results are available: empirically treat 

for N. gonorrhoeae, C. trachomatis with or without treatment for HSV?23 65 Current clinical guidelines 

lack consistency and clarity in the recommendation for the empirical treatment of ano-rectal HSV.21 23 

69 74 Human papilloma virus can cause ano-genital and oral warts (condyloma), and dysplasia (anal 

intraepithelial neoplasia and anal / oropharyngeal squamous cell carcinoma).75 MSM with ano-rectal 

symptoms should be carefully examined using a proctoscope.76 In refractory cases of proctitis in 

MSM where initial microbiology tests are negative, testing for M. genitalium is recommended.23  

 

 

 

Other pathogens 

Other pathogens which share similar transmission dynamics to the enteric pathogens described so 

far, but are infrequently sexually transmissible include the parasites Blastocystis and 

Cryptosporidium; Enterobius vermicularis (threadworms), Brachyspira pilosicoli and B. aalborgi 

(intestinal spirochaetosis), Strongyloides stercoralis, and some enteric viruses (enterovirus, norovirus, 

rotavirus, enteric adenovirus, sapovirus, astrovirus, and enteric coronaviruses).69 77-83 (Figure 3)  

Sexually transmissible enteric infections are under-researched so the absence of evidence should not 

treated as evidence of absence.68 In people living with HIV, opportunistic infections may reactivate 

and or affect the gastrointestinal tract including Candida albicans (oesophagitis), cytomegalovirus 

(CMV), Epstein Barr Virus, Mycobacterium tuberculosis and non-tuberculous Mycobacteria (e.g 

Mycobacteria avium complex).84 

Stigma, shame, prejudice and discrimination affect the access to healthcare for diverse people 

including MSM, other sexual minorities, racialised minority groups, gender diverse people, sex 
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workers, people living in poverty, incarcerated people and some groups of cisgendered women; and 

having a sexually transmissible infection or gastrointestinal infection can further limit peoples access 

to healthcare.85 86 Globally, enteric pathogens remain neglected and more work is needed to improve 

the awareness, clinical guidelines, diagnostics and therapeutic options including vaccines to control 

the transmission of these pathogens.21 55 

 

PRACTICAL CONSIDERATIONS FOR GASTROENTEROLOGISTS AND HEPATOLOGISTS 

 

Sexual history taking 

Sexually transmitted infections should be considered in people with unexplained gastrointestinal 

symptoms. This should include at a minimum, sensitive sexual history-taking and specifically 

identifying the gender of a patient’s sexual partners, the recency of sexual behaviour (“how many 

sexual partners have you had in the past 3 months”), the type of sexual behaviours people have been 

engaging in (oral, vaginal, anal, rimming, use of toys), and the use of condoms or other barriers. We 

acknowledge that some clinicians may find talking about sexual behaviours challenging. In general, 

patients are generally open to discussing sexual behaviours after consent (for example, “I would like 

to ask you some questions about your sexual life if that’s OK?” When approached respectfully and 

professionally, most people are not embarrassed or consider this an invasion of privacy.87 Patients 

with possible sexually transmissible enteric infectious should ideally be referred on to specialist 

sexual health clinics. Travel history, particularly to regions where diarrhoeal pathogens are more 

endemic, and occupational history is also important.23 

Clinical assessment 

Examination of the oral cavity, external genitalia, perianal region and anus and proctoscopy can 

highlight important clinical signs. A general medical assessment including blood pressure, pulse, 
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temperature, abdominal examination, and an assessment of hydration status in people presenting 

with diarrhoea; as recommended by NICE can support decisions for hospital admission.88 MSM with 

ano-rectal symptoms should be carefully examined using a proctoscope.76  

Investigations 

Support patients to provide stool specimens for microbiological testing, including molecular panels 

for bacteria, viruses, and parasites, with reflex culture and antimicrobial susceptibility testing for 

enteric bacteria. Direct specimens (swabs) from oral and anorectal lesions using molecular testing for 

N. gonorrhoeae, C. trachomatis (including LGV), HSV, T pallidum and mpox.  Blood tests should 

include HIV and hepatitis serology (including HAV and HEV IgM) when viral hepatitis is suspected. In 

refractory cases of proctitis in MSM where initial microbiology tests are negative, testing for M. 

genitalium is recommended.23 Its important to note that some people with early oral or ano-rectal 

syphilis have positive molecular tests (swabs) paralleled with negative serology.89 Unnecessary 

invasive interventions such as endoscopy, sigmoidoscopy and colonoscopy should be avoided.16 

Sexually transmitted infection testing 

In the UK, most jurisdictions are supported by sexual health clinics (genitourinary medicine) for STI/ 

HIV testing and management of STIs. NAAT testing (direct swabs from the oropharynx and rectum; 

and urine) for Chlamydia trachomatis, Neisseria gonorrhoeae and serology for T. pallidum and HIV 

are now readily available. In cases of MSM with enteric infections, hepatitis A, B and C serology is 

also recommended.23 

Antimicrobial- and PPI-stewardship 

Empirical antimicrobial therapy is rarely required in enteric bacterial infections. In MSM who require 

hospital admission for shigellosis, specialist microbiology advice should be sought to guide 

antimicrobial choice. Routine susceptibility testing provides individualised care and supports public 

health surveillance.23 Proton pump inhibitors (PPI) can increase the susceptibility of enteric infections 
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by altering gastric pH.90 Up to 70% of PPI prescriptions may be inappropriate; promoting PPI 

stewardship may reduce transmission risk in MSM.90 91 

Prevention of transmission 

Discussing a period of sexual abstinence with patients who have a sexually transmissible enteric 

infection is recommended.23 (Table 1)The Unites States Centres for Disease Control (CDC) have 

recommended the following interventions to prevent transmission: wash hands, genitals, and anus 

before and after sexual activity; use a condom or dental dam when engaging in anilingus (oro-anal 

sex or ‘rimming’); use latex gloves when fingering or fisting; avoid having sex with a partner for at 

least 2 weeks after symptoms resolve if you or your partner has recently had diarrhoea or a diagnosis 

of shigellosis; wash sex toys before and after each use; and wash hands after touching used sex 

toys.92 However these interventions are not always acceptable for patients and lack real world-use 

evidence.23 93 Supporting MSM who experience dependence on recreational drugs and chemsex may 

reduce onward transmission of enteric pathogens.94 95 Partner notification and testing can reduce 

onward transmission and identify people within sexual networks who benefit from STI and HIV 

testing.96 Asymptomatic MSM sexual contacts of E.histolytica require testing and treatment if 

positive to reduce the risk of invasive disease and transmission.23 62 Ensuring food handlers (and 

people who work in health care) stay away from work until at least 2 days after cessation of 

symptoms as part of UKHSA guidelines and compliance with other public health interventions (e.g. 

microbiological clearance) in partnership with health protection teams.97 

STI prevention 

Identifying people (partner notification and contact tracing) including MSM who are part of sexual 

networks involving the transmission of sexually transmissible enteric pathogens provides 

opportunities for STI and HIV prevention. These patients should be referred to sexual health services 

to access HIV pre-exposure prophylaxis, discussion about doxycycline post-exposure prophylaxis 

(DoxyPEP), vaccines for Hepatitis A, hepatitis B, Human papilloma virus, mpox, N gonorrhoeae 
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(4CmenB) and comprehensive STI testing where recommended.23 98-100 DoxyPEP is not recommended 

in all jurisdictions due to concerns over antimicrobial resistance.101 102  

Public health 

The UK health security agency provides clear guidelines on reporting of notifiable enteric pathogens 

and may contact clinicians to work in partnership to design and deliver local outbreak management 

strategies. Clinicians should work sensitively with patients and public health to facilitate outbreak 

management. Co-designed interventions with affected communities may be more effective than top-

down approaches. 

 

 

 

Table 1: Interventions to consider in men who have sex with sexually transmissible enteric infections 

Sexually transmissible enteric 
infection management 

Partner notification 

A period of abstinence from sexual contact  

Public health notification (where mandated) 

HIV prevention HIV testing 

  HIV pre-exposure prophylaxis 

  HIV treatment as prevention 

Sexually transmissible enteric 
infection prevention 

Hepatitis A vaccination 

Sexual behaviour modification/recreational drug use support 
PPI stewardship 

Sexually transmitted infection 
prevention 

STI testing (particularly Treponema pallidum [syphilis]) 

4CmenB vaccine (gonorrhoea vaccine) where recommended 

Human papilloma virus vaccine 

Hepatitis B vaccine 

Mpox vaccine 
Doxycycline Post exposure prophylaxis (doxyPEP) [not recommended 
in all jurisdictions] 
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