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Abstract Testing for and treating sexually transmitted diseases (STDs) in pregnant

women deserves specia attention. Treatment possibilities are limited because of
potential risksfor the devel oping fetus, and because effects can differ in pregnant
compared with non-pregnant women, re-infection may be missed because of the
intrinsic delicacy of contact-tracing during pregnancy and because pregnant
women are more reluctant to take the prescribed medication in itsfull dose, if at
al. However, the devastating effects of some of these genital infections far out-
weigh any potential adverse effects of treatment.

Although active syphilis has become a rarity in most Western countries, it is
still prevalent in South America, Africa and South-East Asia. Benzathine
benzylpenicillin (2.4 million units once or, safer, twice 7 days apart) is the treat-
ment of choice, although patients with syphilis of longer standing require 3
weekly injections as well as extensive investigation into whether there has been
any damage due to tertiary syphilis. Despite declining rates of gonorrhea, the
relative rate of penicillinase-producing strainsisincreasing, especialy in South-
East Asia. The recommended treatment is intramuscular ceftriaxone (125 or
250mg) or oral cefixime 400mg. Despite good safety recordsafter accidental use,
fluoroquinolones are contraindicated during pregnancy. An alternative to a
fluoroquinolone in pregnant women with combined gonorrhea and chlamydial
infection is oral azithromycin 1 or 2g. Azithromycin as asingle 1g dose is also
preferable to a 7 day course of erythromycin 500mg 4 times a day for patients
with chlamydia infection. Eradication of Haemophilus ducreyi in patients with
chancroid can a so be achieved with these regimens or intramuscul ar ceftriaxone
250mg. Trichomonas vaginalis, which is often seen as a co-infection, has been
linked to an increased risk of preterm birth. Patients infected with this parasite
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should therefore received metronidazole 500mg twice daily for 7 days as earlier
fears of teratogenesisin humans have not been confirmed by recent data.

Bacterial vaginosis is aso associated with preterm delivery in certain risk
groups, such aswomen with ahistory of preterm birth or of low maternal weight.
Such an association isyet to be convincingly proven in other women. The current
adviceistotreat only women diagnosed with bacterial vaginosiswho al so present
other risk factorsfor preterm delivery. The treatment of choiceisoral metronida-
zole 1 g/day for 5 days. The possible reduction of preterm birth by vaginally
applied metronidazole or clindamycin is still under investigation.

In general, both test of cure and re-testing after several weeks are advisablein
most pregnant patientswith STDs, because partner notification and treatment are
likely to be less efficient than outside pregnancy and the impact of inadequately
treated or recurrent diseaseis greater because of the added risk to the fetus. Every
diagnosis of an STD warrants afull screen for concomitant genital disease. Most
ulcerative genital infections, as well as abnormal vagina flora and bacterial
vaginosis, increase the sexual transmission efficiency of HIV, necessitating even

more stringent screening for and treating of STD during pregnancy.

Treatment of any disease in pregnancy poses
specific problems. Many medications are contrain-
dicated during pregnancy and possible fetal ad-
verse effects of many other medications have not
been adequately studiedinlarge, randomisedtrials.
Pregnant women in most Western countries are
very reluctant to use any medication, even those
considered to have no safety problems. Genital in-
fections often remain unnoticed during pregnancy,
astheir signs and symptoms may be seen as part of
the normal discomfort of pregnancy. Many drugs,
such as erythromycin, are not well tolerated during
pregnancy, so that patients do not adhere to the
treatment protocol properly. During pregnancy, the
link to other partners or the partners of their sexual
partner is often either ignored or not even made,
thus increasing the likelihood of re-infection after
curative treatment.

Since a second patient, the fetus, may also be
endangered, the case for screening and treating for
asymptomatic genital infectious disease may be
even stronger during pregnancy than at other times.
The need for screening for sexually transmitted
diseases (STDs) during pregnancy depends on the
prevalence of the condition, its severity and the
cost-benefit analysisfor apopulation or risk group.
However, once screening is instituted, adequate
treatment must automatically follow the diagnosis.
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Test of cureis not generally advised, but may be
considered in STDs during pregnancy, as the con-
sequences for the fetus may be severe if treatment
is inadequate. For a few genital infections with a
severeimpact on the outcome of the pregnancy, such
as syphilis, gonorrhoea and trichomonasis, a‘ screen
and treat’ policy is almost always cost-effective.l1]
Partner notification and treatment, even if he does
not want to be tested, is always warranted. L ocat-
ing partners may bedifficult: many women will not
admit to extramarital sexual relations during preg-
nancy and will bring a non-infected partner, not
infrequently their legal husband, infor treatment.[2

1. Syphilis

Syphilis screening should be performed even if
only 1 in 10 000 is expected to be positive.[*l Ac-
cording to the Centersfor Disease Control and Pre-
vention (CDC) guidelines, early syphilis (primary,
secondary or latent stage, lasting less than 1 year)
should be treated with only one intramuscular in-
jection of 2.4 million units (MU) of benzathine
benzylpenicillin (benzathine penicillin G).[4 The
late form (lasting longer than 1 year) requires 3 of
these injections one week apart. A recent study
shows a 98% success rate in the prevention of con-
genital syphiliswith asingleintramuscular dose of
benzathine benzylpenicillin 2.4MU administered
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to 204 mothers who had acquired syphilis within
the past year.!” However, it remains difficult to
prove all women actually acquired syphilis during
thelast year and were not just showing ‘ serological
scars [persistent low rapid plasma reagin (RPR)
and positive Treponema pallidum hemagglutination
assay (TPHA)], asissometimes seen for years after
a former, cured episode of syphilis. When such
women with persistent low titres were excluded
from the analysis of another study of 196 mothers
with early stage syphilis, treatment with a single
intramuscular injection of benzathinebenylpenicillin
2.4MU did not prevent preterm birth, intrauterine
death and congenital syphilis, when compared with
no treatment.[2 However, after 2 injections one
week apart, the neonatal outcome was favourable
and comparable to 3 weekly injections.[? After ad-
justing for the fact that some injections may have
been given at longer intervals than 1 week and for
the possibility that some women may have deliv-
ered before they had thefull advantage of thetreat-
ment given, identical conclusions were reached in
this study: treponemocidal activity of less than 3
weeks' duration (the estimated ‘full action’ equiv-
dent of one injection of benzathine benzylpenicillin
2.4MU) was insufficient to protect the newborn
from the devastating effects of the parasite. Unex-
pectedly, thisinsufficient protection was most pro-
nounced when treatment was given early in preg-
nancy.

Therefore, as long as there are no further data
on the efficacy of benzathine benzylpenicillin on
the outcome of pregnancy, asaminimal approach,
treatment with a single injection of benzathine
benzylpenicillin is advised in those patients whose
syphilis was acquired at 1 year or less, but it may
bewiseto add a second identical dose 1 week after
theinitial one. Thisextradoseisespecialy warranted
when the exact duration of syphilisisunknown, or
when patients are seen early in pregnancy. With
these safety measures taken into consideration,
screening and treatment should take place as early
in pregnancy as possible.

Follow-up tests using the quantitative RPR or
Venereal Disease Research Laboratory tests need
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to show a 4-fold decrease over less than 1 year to
become negative eventually. During pregnancy,
the rate of declining RPR titresis slower than out-
side pregnancy. Furthermore, the later treatment is
given during pregnancy, the slower the rate of de-
cline of the reagin tests. Even when pregnant pa-
tientsreceive adequate treatment, sporadic cases of
congenital syphilis will develop.[26.71 One should
bear in mind that some women will continue to
have positive tests at a low titre (less than 1: 8).
Such weak titres, together with apositive TPHA or
fluorescent treponemal antibody absorption (FTA-
ABS), may indicate that this patient has had afor-
mer, cured syphilisinfection, hasacquired syphilis
recently (and high titres have not devel oped yet) or
may indicate treastment failure. If the RPR titre more
than doubles again, relapse or re-infection has oc-
curred and treatment should be reinstated. In these
patients, an examination of the CSF to exclude
neurosyphilis is indicated. Intensive efforts are
needed to find and treat the sexual partnersof these
women, a task that is not easy to accomplish in
pregnancy, asin some high risk areas secret sexual
contacts during pregnancy are common, while the
legal husband may even remain seronegative.[

A peculiar adverse effect of penicillin therapy,
the Jari sch-Herxkeimer reaction, may occasionally
be encountered during pregnancy. When it occurs
during the second half of pregnancy, it may lead to
preterm contractions and associated fetal distress.
Of note, as the Jarisch-Herxheimer reaction only
occurs when spirochetes are abundant, preterm
birth or stillbirth should also be expected as a con-
sequence of severe, untreated syphilis itself.[Z
Penicillin allergy isreported in approximately 10%
of pregnancies, but threatening allergic reactions
arerare and only 30 to 40% of alleged allergic pa-
tients actually show positive skin tests. Aslong as
there are no good and safe alternativesto penicillin
in pregnancy, the treatment of preference hasto be
penicillin desensitisation followed by treatment
with intravenous or intramuscular penicillin. If a
skin test proves positive, the patient should be
desensitised by oral administration of increasing
doses of phenoxymethylpenicillin (penicillin V)
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suspension according to astrict protocol .8 Theuse
of macrolides, such as erythromycin, has been
shown to produce inferior results to penicillin and
should to bediscouraged. Treatment with ceftriaxone
250mg to 2g was effective in some studies, but treat-
ment has to be administered for at least 5 (29 regi-
men) to 10 (250mg regimen) days.[%19 Even in
high doses of up to 3g, asingle dose of ceftriaxone
isinsufficient for cure.l’% Thus, if ceftriaxoneis cho-
sen as an aternative treatment for syphilisin pa-
tientswith penicillin allergy, multiple dose therapy
should always be used.

2. Gonorrhoea

Where syphilisis prevalent, systematic screen-
ing with cervical culture for gonorrhoea is also
obligatory. Although usually associated with a
higher prevalence of syphilis, there may be situa-
tions where screening for gonorrhoea is warranted
whether or not syphilisis present. We have calcu-
lated that screening is cost efficient when gonor-
rhoea prevalence is more than 1%./2 Although
some claim urethral swabs add little to the yield
obtained with a cervical specimen, we advise to
first swab the urethra and then the cervix with the
same swab. Gonorrhoea is a most devastating in-
fection during pregnancy, leading to a 4-fold in-
creased risk of preterm delivery.[! Whereasin most
parts of the world penicillinase-producing strains
preclude the use of penicillin, ampicillin and
amoxycillin, in other areas, such as central South
Africa, therate of gonorrhoeahasdeclined over the
last 10 years, without penicillinase-producing
strains of Neisseria gonorrhoeae (PPNG) emerg-
ing (van Straeten D, personal communication). Al-
though treatment of uncomplicated gonorrhoea
with benzylpenicillin is atempting option in coun-
tries where treatment cost plays a pivotal role and
thereis good surveillance of both PPNG and chro-
mosomally resistant N. gonorrhoeae, it is still ill-
advised. Indeed, as seen in other countries with a
previously low incidence of PPNG, this situation
can change rapidly.l"l Chromosomal resistance
continues to evolve and spread all over the world.
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In most Western and Eastern countries, rates of
gonorrhoeaarefalling, but the proportion of PPNG
isrising. In Heidelberg, for example, PPNG repre-
sented 10% of the strains in one study.[*2 Accord-
ing to some, asingle dose of ceftriaxone 125mg is
sufficient to treat uncomplicated gonorrhoea?!
but, notwithstanding the CDC guidelines that rec-
ommend the same 125mg regimen for pharyngeal
or complicated forms, 250mg has been advised by
others.[2] Given the serious risks of preterm birth
and the 30% increased volume of distribution (Vd)
during pregnancy,*® a dose of 250mg should also
be preferred for uncomplicated gonorrhoea during
pregnancy. Adverse effects such asimmediate type
hypersensitivity are extremely rare.[!8! Even though
test of cure is not advised outside pregnancy, and
can be omitted if concomitant therapy to cover
Chlamydia trachomatis is given (see section 3), a
control swab 4 weeks after treatment is strongly
recommended in most other situations, given the
devastating effect of un- or under-treated gonorrhoea
on pregnancy. It also enables further STD screen-
ing, as concomitant chlamydial infection, syphilis,
trichomonasis and/or HIV infection would com-
promise the pregnancy outcome even further. If the
test of cure is positive, extended partner notifica-
tion and treatment should be instigated, as well as
re-treatment with a single intramuscular injection
of ceftriaxone 250mg. When gonorrhoea is diag-
nosed and treated early in pregnancy, arepeat cul-
ture is warranted in the third trimester.

Onesingle ora dose of ofloxacin 400mg or cip-
rofloxacin 500mg is extremely efficient in eradi-
cating N. gonorrhoeae in non-pregnant women,
but the use of these agentsiscontraindicated during
pregnancy because of maturation defects in the
joint cartilage of the neonate, with arisk of lifelong
disabilities, analogous to those seen in experimen-
tal animals.[1”] Although one study demonstrated
anincreased risk of 11.9% of congenital malforma-
tions after exposure to ofloxacin in utero,[18! acci-
dental use of quinolones during pregnancy has not
reveal ed these or other notorious adverse effectsin
human neonates, not even when used in the first
trimester or in high doses.[29 It should al so be men-
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tioned that quinolone resistance against N. gonor-
rhoeaeisrising rapidly in some parts of theworld,
already precluding its use for gonorrhoea in vast
areas of South-East Asia.

Cefiximeallowsan oral equivalent of intramus-
cular ceftriaxone in the treatment of gonorrhoea,
including PPNG. Cefixime serum concentrations,
minimum inhibitory concentration (MIC) values
and cure rates after a single oral dose of 400mg
compared well with intramuscular ceftriaxone
250mg in 233 nonpregnant patients.29 Further-
more, thistreatment i sconsidered saf e during preg-
nancy and lactation, and can beviewed asthetreat-
ment of choicein pregnancy. A 400mg regimen is
recommended(?l] rather than the 800mg regimen,
because of the lower likelihood of gastrointestinal
adverse effects.[20]

Inview of possible co-infection with C. tracho-
matis, which is suspected to occur in at least 25%
of patients with gonorrhoea, treatment with a ora
azithromycinispromising. Singledosesof azithro-
mycin 1g have produced 93 to 100% bacteriologi-
cal cure rates for gonorrhoea.[?224 During preg-
nancy, aswell asin complicated casesof gonorrhoea,
29 regimens must be considered. However, gastro-
intestinal intolerance rates can be as high as 35%
with the latter regimen and may even be higher
during pregnancy. There are no specific dataavail-
able from randomised trials on the saf ety of the use
of azithromycin during pregnancy, but the drug has
been used extensively during pregnancy without
any notable adverse effect.

3. Chlamydia

Uncomplicated chlamydial urethritisor cervici-
tis must be treated with either erythromycin or
azithromycin, as both tetracyclines and fluoro-
quinolones are contraindicated during pregnancy.
Outside pregnancy, erythromycin base 500mg or
erythromycin ethylsuccinate 800mg (both four
times daily for 7 days) are slightly less efficient
than azithromycin 1g, and the effect of the 7-day
regimen depends entirely on full compliance.[l As
azythromycin can beapplied asasingledose, it can
be dispensed on site and its intake can be super-
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vised. A single dose of lessthan 1gisless efficient
in eradicating urethritis in men,[2526 so single
doses below 1g are aso likely to be insufficient in
pregnancy. If co-infection with gonorrhoea is a
possibility, 1g may be insufficient during preg-
nancy. A single 2g dose produced high bacterial
cureratesfrom all anatomical sitesfor both gonor-
rhoea and chlamydial infection in 370 of 374 and
17 of 17 patients, respectively.[?2 In an attempt to
prevent the frequent adverse effects, alternativere-
gimensinvolving azythromycin 1g combined with
cefixime 400mg have been used.[?”l However, this
combined regimen produced even more adverse ef -
fectsthan those reported after a single dose of azy-
thromycin 2g. For lymphogranuloma venereum,
caused by C. trachomatis serotypes L1 to L3, the
same medication can be used asfor chlamydial cer-
vicitis, but longer therapy is required. According
to CDC recommendations, test of curefor chlamydial
infectionsiswarranted, aswell asrepeat testing in
the third trimester of pregnancy.

Despiteits efficacy in pregnancy, concerns about
the possible adverse effects or teratogenesis of
azythromycin may preclude its unconditional use
in pregnancy. However, no teratogenic effectswere
observed in reproduction studiesin animals, and it
has been awarded US Food and Drug Administra-
tion pregnancy rating category B status. At least
two studies have shown a single 1g dose to be
equivalent to erythromycin 2 g/day for 7 days in
eradicating C. trachomatis during pregnancy, and
there was no harm to the fetus in the 60 patients
involved.[2829 Numbers of pregnant women treated
in published series are still limited. Nevertheless,
the drug is in world-wide use now and no adverse
effects for the fetus have been reported as yet.

As large scale studies on the safety of thisdrug
during pregnancy will probably never be carried
out, the attending physician will haveto decide for
him or herself whether or not the incompl ete knowl-
edge of fetal adverse effects outweighsthe efficiency
compared with alternative treatments during preg-
nancy. Although well-designed studiesin pregnancy
are scarce, and given the poor tolerability of eryth-
romycin during pregnancy, we believe that present
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knowledge is sufficiently confirmative to use sin-
gle dose azythromycin in pregnancy for the treat-
ment of chlamydial infections, particularly if con-
comitant gonorrhoea is present or suspected. One
study provides evidence that amoxycillin is also
efficient for treating chlamydial infections during
pregnancy,!3 |eading to the CDC recommendation
to useit as a possible alternative.[!

Because of the lesser impact of the infection on
the course of pregnancy than syphilis and gonor-
rhoea, and the efficiency of the medication which
isclaimed to be virtually complete, many advocate
that there is no need for test of cure. Only if com-
plaints or symptoms of urethritis or cervicitis per-
Sist is there a need to retest for C. trachomatis,
gonorrhoea, syphilis, trichomoniasis and HIV in-
fection, as re-infection or concomitant infection
may have occurred. On the other hand, when the
prevalence of chlamydiais above 10%, test of cure
and repeated screening of both treated and initially
negative pregnant women may be advised,!3 and
the CDC recommends test of cure in all pregnant
women.

4. Chancroid

Chancroid is also very often a co-infection, or
leads to co-infection, with other STDs, primarily
HIV, herpes, syphilisand probably also chlamydia
and gonorrhoea. Its causative organism, Hemophilus
ducreyi, is extremely sensitive to ceftriaxone (sin-
gle dose of 250mg), erythromycin (2 g/day for 7
days) or azythromycin (singleoral 1g dose).[4! Cul-
tures for H. ducreyi will become negative, but the
specific culture technique is not widely available,
isdifficultto performandisnot very sensitive. Hence,
thetest of cure meansdemonstration of clinical and
subjectiveimprovement of thelesionsafter 1 week,
and complete healing of the ulcers after 2 to 3
weeks. All recent sexual partners need to betreated
aswell, regardless of whether or not they are symp-
tomatic. Fluoroquinolones, although effective for
chancroid, are contraindicated in pregnancy.
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5. Trichomonas

Trichomonas vaginalis is a parasite that causes
vaginitis, urethritis and infection of the perigenital
accessory glands. The drug of choice for tricho-
moniasisis the anti-anaerobic antibiotic metronid-
azole, by oral administered at a dosage of 500mg
twiceaday for 5to 7 days. Alternatively, oral met-
ronidazole can be given as a single 2g dose, but
gastrointestinal tolerance may be a problem. In
general, the oral regimens are preferred over vagi-
nal applications, as the accessory glands and urine
are often infected and adeguate metroni dazol e con-
centrations may not be reached with the latter
route. Therefore, neither ovulae containing metro-
nidazole nor low dose gels of metronidazole are
advisable for treatment of vagina trichomoniasis
in pregnancy, except when treatment isin the first
trimester. The latter treatment in the first trimester
by vagina application of metronidazole instead of
oral, stems from the fear of teratogenesis in the
beginning of pregnancy.

Asearlier studies claimed possible carcinogenic
and teratogenic effectsin mice, concerns about the
safety of metronidazole use in preghancy make
some physicians and patients reluctant to useit for
acondition that was considered to be a banal cause
of vaginitis. However, T. vaginalis infection is as-
sociated with preterm delivery and preterm rupture
of the fetal membranes and therefore needs to be
treated adequately.[32 Furthermore, as with many
other STDs, co-infection with other genital patho-
gens is common, and the bacterial vagina florais
often severely disturbed, increasing the likelihood
of preterm delivery yet further.[33] Recent reanaly-
sis of the earlier studies and a review of the cur-
rently available information on the adverse effects
of the use of metronidazole in human pregnancy
provide reassurance, and allow the use of oral met-
ronidazole in the second and third trimester of
pregnancy. If the infection is symptomatic, use of
vaginal ovules is aso permissible in the first tri-
mester.[34]

Tinidazol (2g once) and ornidazol (1.5g once)
are effective in eradicating T. vaginalis and better
tolerated than metronidazole, but safety data dur-
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ing pregnancy aretoo sparseto legitimatetheir use
in pregnancy.

6. Abnormal Vaginal Flora and
Bacterial Vaginosis

Although bacterial vaginosisisnot usually clas-
sified asan STD, itsrelationship with sexual activ-
ity cannot be denied. Bacterial vaginosis becomes
more frequent after sexual debut and increases
with the number of sexual partners, and the symp-
toms become most obvious after unprotected vag-
inal intercourse.[39 Recent studies found associa-
tions between bacteria vaginosis and other STDs,
such astrichomoniasis, chlamydial infection, gon-
orrhoea, syphilis and HIV infection.[35:3¢1 We have
previously pointed out that these STDs are often
associated with severely disturbed bacterial flora
(absence of lactobacilli), but plead for cautious-
nessin calling any disturbed vaginal florabacterial
vaginosis.[®2 Bacterial vaginosisin itsorigina se-
mantics means an overgrowth by Gardnerella
vaginalis and anaerobic bacteria, such as Bacteroi-
des, Prevotella, peptostreptococci and Maobiluncus
spp., leading to fishy odor, thin discharge, in-
creased pH, and decreased or absent lactobacillary
morphotypes and clue cells on microscopy. When
other clinical infections such as cervicitis, aerobic
vaginitisor certain STDs cause the vaginal florato
become abnormal 1371 one should not call this con-
dition bacterial vaginosis, unlessthe above criteria
of anaerobic bacteriosis are present.

Confused use of theterm bacterial vaginosiscan
lead to less-than-optimal treatment being insti-
tuted, and may lead to the peculiar finding that al-
though bacterial vaginosis is associated with pre-
term birth, successful treatment cures most cases
of ‘bacterial vaginosis' but doesnot always prevent
this complication of preterm birth.[38 Not every
woman with bacterial vaginosisis at risk of preg-
nancy complications, but those with associated in-
fections or non-infectious prematurity risks, such
aslow maternal weight, previous preterm delivery,
and concomitant infection with mycoplasma or
bacteroides, are at risk.I38 Therefore, bacterial
vaginosisand abnormal bacterial floramay both be
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seen as markers that require further investigation
of the prematurity risk and warrant appropriate
treatment in some subgroups of patientsto prevent
complications during the pregnancy. Screening
and treatment should be initiated as early asin the
first trimester, as miscarriage and second trimester
pregnancy losses al so seem to correl ate with thefind-
ing of bacterial vaginosis and disturbed flora.[32:38.39

Treatment of bacterial vaginosisisstill under dis-
cussion. Both metronidazole and clindamycin eradi-
cate 85% of bacterial vaginosis, but up to 40to 80%
recurrence rates can occur within 6 months.[40:41
This high recurrence rate cannot be ameliorated by
treating the woman’s sexual partner.[44243] There-
fore, both test of cure and follow-up examinations
are mandatory during pregnancy. The use of acid-
ifying vaginal products and the insertion of lacto-
bacilli into the vagina in order to prevent recur-
rences after acute treatment have not been examined
thoroughly yet, but preliminary results seem prom-
ising.[44+%%] For acute treatment, metronidazole can
be administered as a single oral dose of 2g, or
orally at adose of 500mg twicedaily for 5 days.[4]
The CDC recommends metronidazole 250mg 3
times daily for 5 to 7 days, in order to minimise
possiblefetal adverse effects.[4 However, itisany-
thing but logical to undertreat during pregnancy, as
the increased Vd, 15% treatment failure rate and
the high recurrence rate would argue more for an
increased rather than adecreased dose, particularly
if there is an additional risk of preterm delivery.
Vagina treatment with either metronidazole (500mg
ovulesdaily for 5 days or 0.75% gel for 7 days) or
clindamycin (5g daily of 2% cream for 5 days) is
aso possible, but prevention of preterm birth isless
well proven with the use of local administration
and, therefore, oral administration with either met-
ronidazole or clindamycin is currently advised.[]

7. Conclusion

Testing and treating for STDs is different in
pregnant women compared with nonpregnant
women. First of all, routine search for most STDs
is warranted during the early stages of pregnancy,
especially when prevalence isknown or suspected
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to be high. A special reason for thisisthe potential
harm of most STDsfor the pregnancy, with chorio-
amnionitis, fetal infection, stillbirth and preterm
delivery being the most feared complications. Sec-
ondly, partner notification and treatment isimpor-
tant to prevent re-infection, but one has to realise
this may be more delicate and unsuccessful because
of pregnancy. Thirdly, one has to search for the most
suitable medication which combines maximal effi-
ciency and compliance to therapy with lack of ter-
atogenicity. Finaly, rather than risking insufficient
treatment because of fears of alleged and often re-
mote adverse effects for the fetus, often a higher
dose of medication is desirable during pregnancy.

As afinal remark, it must be remembered that
theoccurrenceof one STD must makeany clinician
suspicious of possible concomitant STD patho-
gens. HIV must be feared in particular, as African
data clearly show that any STD, especially the ul-
cerative ones such as herpes, chancroid and syphi-
lis, but also gonorrhoea, chlamydial infection and
trichomonasis, facilitate the transmission of HIV.[47]
Recent data provide evidence that abnormal vagi-
nal flora such as bacterial vaginosisis also associ-
ated with an increased risk for HIV transmis-
sion.[48]
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