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ABSTRACT

Background. Men who have sex with men (MSM) taking pre-exposure prophylaxis (PrEP) are
recommended to have screening for asymptomatic chlamydia and gonorrhoea every 3 months
with high rates of asymptomatic chlamydia and gonorrhoea detected. However, there is little
evidence about the effectiveness of this screening interval and there is increasing concern about
antibiotic consumption and its impact on antimicrobial resistance. There have been calls to
reconsider this frequent screening for chlamydia and gonorrhoea. We conducted interviews with
MSM to assess their attitudes to 3-monthly chlamydia and gonorrhoea screening. Methods. Individual
semi-structured interviews were conducted with MSM living in Victoria, Australia. Participants were
aged 2062 years and had been taking PrEP for at least 6 months. Interviews were audio-recorded and
transcribed, and these data were investigated through reflexive thematic analysis. Results. Thirteen
interviews were conducted in August 202 1. Participants were hesitant about reducing the screening
frequency and reported that testing gave them a sense of security. While MSM recognised
antimicrobial resistance was a concern, it did not impact their sexual behaviour, with many
participants stating they would rather continue to take antibiotics to treat infections rather than
adopt preventative measures such as condom use. Positive attitudes towards screening interval
changes are more likely when PrEP patients are informed about the risks and benefits of sexual
healthcare recommendations. Conclusion. While MSM on PrEP were initially hesitant to changes
in screening frequency, changes may be acceptable if transparent communication, presenting the
benefits and harms of screening and treatment, was delivered by a trusted healthcare professional.

Keywords: AMR, MSM, PrEP, qualitative, sexual behaviour, sexual health, STI, STI screening.

Introduction

Sexually transmitted infection (STI) rates among men who have sex with men (MSM) have
increased markedly over the past 20 years, particularly in high income countries at a time
when HIV rates have declined considerably.'> Several factors are thought to have
contributed to the considerable rise in STIs among MSM over this time. For example,
the widespread uptake of highly effective anti-retroviral treatments for HIV to reduce
the risk of HIV acquisition, have contributed to a phenomenon known as ‘treatment
optimism’.>® Treatment optimism has prompted changed sexual practices, including
reduced condom use, due to the reduced fear towards HIV acquisition or transmission.>%’
There are concerns that similar risk compensation behaviours are occurring in pre-exposure
prophylaxis (PrEP) users, such as increased partner change and decreased condom use, as
recent reviews have established that use of PrEP is associated with increased diagnoses of
STIs.® Additionally, dense sexual networks among MSM on PrEP have facilitated the
transmission of STIs and have densified even further in recent years due social factors
such as the use of geospatial social networking applications (GSN apps) to find sex
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partners.®'® MSM using apps such as ‘Grindr’ have been found
to have higher numbers of sex partners and higher rates of
gonorrhoea and chlamydia (but not HIV or syphilis).!%-12

PrEP has been extraordinarily successful at reducing HIV
incidence.>'® However, it has had an impact on service provision
with a dramatic increase in asymptomatic STI testing among
those prescribed PrEP. In Australia, the UK and the USA,
clinical guidelines require that those prescribed PrEP are
screened every 3 months for chlamydia, gonorrhoea, syphilis,
and HIV.!*17 For MSM, three infection site testing is con-
ducted (oropharyngeal, urethral, and anorectal) for chlamydia
and gonorrhoea.'®!° Despite strong evidence to support this
frequency of regular screening for HIV and syphilis,?*?! there
is minimal evidence to indicate a noticeable reduction in prevalence
of gonorrhoea and chlamydia resulting from 3-monthly asymp-
tomatic screening.'>'® This is attributed to the fact that the
STI prevalence in MSM on PrEP is predominantly a result of
increased sexual network connectivity and screening frequency
does not impact sexual network density.'>1°

Furthermore, unlike in women, the adverse health con-
sequences of asymptomatic chlamydia and gonorrhoea
infections in men are minimal as these infections naturally
clear over time; within approximately 12 months for rectal
infections, 3-5 months for urethral infection, and less than
3 months for oropharyngeal infection if left untreated.????
This is an important consideration for this research as the
negligible health effects of asymptomatic chlamydia and
gonorrhoea is only relevant for those with male biological
sex characteristics excluding those who have sex with those
who are biologically female.?? Further, there is little evidence
that chlamydia and gonorrhoea in men on PrEP are associated
with incidental HIV infection.!”

It is important to note that 3-monthly screening for
asymptomatic chlamydia and gonorrhoea may have some
unintended negative consequences. The high incidence of
asymptomatic gonorrhoea and chlamydia detected during
the 3-monthly screens have led to dramatic increases in
antibiotic prescribing raising concern about antimicrobial
resistance (AMR).'"> AMR has been identified as a global
health issue.?*?> Macrolide resistance in Mycoplasma genitalium
(MG) has occurred in response to the widespread prescription
of azithromycin for asymptomatic chlamydia.?® Widespread
use of azithromycin for asymptomatic chlamydia is also
thought to have contributed to outbreaks of azithromycin-
resistant syphilis in Australian communities and globally.?%2”
Furthermore, sexual health services and laboratory testing
services are strained, and 3-monthly testing increases their
costs and already significant workload.'®

Concerns about the harms of such regular STI screening
have prompted calls by some to reconsider the frequency of
asymptomatic screening for chlamydia and gonorrhoea among
MSM.!>16:2427-31 However, sexual public health campaigns in
Australia targeted at MSM have predominantly focused on the
importance of regular STI screening.>>33 As such, the recep-
tivity of MSM to reduce STI testing frequency as a way of

improving public sexual health may be a barrier to imple-
menting changes in guidelines. Therefore, it is critical to
investigate the attitudes of MSM and how they feel about
the frequency of screening for asymptomatic chlamydia and
gonorrhoea and whether they would support reducing the
screening frequency. In this qualitative study, we interviewed
MSM on PrEP to explore their views about the frequency of
asymptomatic screening for chlamydia and gonorrhoea.

Materials and methods

Study design, participants, and recruitment

This was a qualitative study involving semi-structured
interviews with MSM. Participants were invited for an
interview if they were cis-gender men aged 18 years or
older who exclusively had sex with cis-gender men. To be
eligible, participants must have been on PrEP for at least
6 months to ensure they had experience with the routine
screening process and needed to be proficient in English.
Participants were recruited through electronic and paper-
based advertising flyers and social media, including Twitter
and Instagram. Advertising flyers were placed at sexual health
clinics in Victoria. Recruitment was voluntary and self-
selective. Potential participants were invited to contact the
primary researcher (AW) by email and were sent a plain
language statement via email with a description of the study
being undertaken. We aimed to recruit 10-15 participants, a
sample size consistent with our chosen methodology (semi-
structured interviews and reflexive thematic analysis).3*3°

Ethics approval was attained from the University of
Melbourne Human Research Ethics Committee (Ethics ID:
2021-20798-18258-3.)

Data collection

Participants completed an individual semi-structured
interview lasting between 45 min and 1 h, on Zoom or via
telephone depending on their preference. All interviews were
conducted by the primary researcher (AW). All participants
gave informed verbal consent prior to participating in an
interview and all interviews were recorded and transcribed.

As standard semi-structured interview methodology,*
interviews involved the same key open-ended questions and
probes for every participant, with a slight variance in how
and when they were delivered depending on the responses
from participants. The interview structure involved asking
participants about their perspectives on current screening
guidelines and STIs generally, followed by asking their
perspective on AMR and changing STI guidelines. Researchers
anticipated that not every participant would know what AMR
was or about the natural clearance of asymptomatic chlamydia
and gonorrhoea. Consequently, the interview schedule
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provided general information to the participants about these
topics, for example:

Asymptomatic chlamydia and gonorrhoea infections in
men who have sex with men have no long-term adverse
health outcomes and also many of these infections can
clear themselves spontaneously without antibiotics —
Interviewer

Antibiotic resistance means that bacteria become resistant
to the antibiotic and is unable to be treated. — Interviewer

The interview questions explored participant’s lived experi-
ences of attitudes and perceptions towards current STI screening
guidelines, how they would feel living with an untreated
asymptomatic STI, their attitudes towards antibiotic resistance
and probes into their previous experiences of testing. For more
information on the interview questions, see the interview
schedule available online (Supplementary Material File S1).

Data analysis

Reflexive thematic analysis was used to analyse the data.¢-%”

Thematic analysis is an iterative process in which themes are
generated from the empirical data, and reflexivity ensures the
researchers influence on data interpretation is considered in
analysis.>>% As this study aimed to understand the attitudes
towards STI screening, reflexive thematic analysis was considered
a suitable method for undertaking the analysis. This analysis
was facilitated using the qualitative data analysis software
NVIVO.3®

The reflexive thematic analysis occurred in the following
five stages to establish common patterns, themes and sub-
themes within the data that was collected.®® Stage one involved
familiarisation with the data, including transcribing, reading,
and re-reading, and noting down initial ideas. After the com-
pletion of each interview, the researcher also kept an analysis
log to ensure any initial thoughts about the interview were
captured and included. Stage two involved generated codes
to systematically organise the data. Stage three involved
searching for themes and then sorting all relevant data into
each identified theme. Initial themes were then reviewed in
consultation with the broader research team (HW, CC), and
key themes were generated from the data (stages four and five).

A key conceptual framework to contextualise the attitudes
of MSM, is their experience of sexual behaviour stigma parti-
cularly when accessing healthcare services.3® Sexual behaviour
stigma can be understood as stigma anticipated, perceived, or
experienced as a result of one’s sexual experience.*® Such
stigma has been well documented to negatively influence sexual
health outcomes of MSM. For example, discrimination from
healthcare professionals towards MSM has been linked with
increased fear and avoidance of health services and treatment.*!
This framework is also helpful for understanding the complex
experiences of marginalisation of PrEP users among the MSM
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community. When PrEP was first introduced, there was some
stigma held by the broader MSM population that it was only
used by those who engage in higher risk sexual behaviours,
such as using PrEP as a substitute for condoms.*> However,
targeted public health campaigns have fought to shift this stigma,
which instead promote PrEP patients as empowered and
informed.*>* As such, in this study, we interpret and con-
textualise our findings with this stigma in mind, recognising
its historical influence on health seeking behaviours among
this population, and its potential to impact the current
attitudes of MSM towards existing STI screening guidelines.

Results

A total of 16 men responded to the advertisement and of these,
13 were eligible, consented to participate and were interviewed
between August and September 2021. Table 1 describes the
demographics of this sample of men. The average duration of
PrEP usage for participants was 3.1 years.

We identified three key themes during analysis: (1)
resistance to change; (2) perception of risk; and (3) the role
of trust in sexual health care

Theme |: Resistance to change

This theme demonstrates that for many participants, the
current 3-monthly screening requirements were reassuring

Table I. Participant characteristics (n = 13).
Characteristic N
Median age (years) 36.2
Age range (years) 20-62
Country of birth
Australia 11
Other 2
Education
Postgraduate qualification 4
Bachelor/certificate 9
Employment
Full time 5
Part time 5
Unemployed 3
Relationship status
Polyamorous/open 4
Monogamous I
Regular casual partners 4
Random casual partners 2
Single 2

PrEP usage (average years; range) 3.1, 0.67-6 years
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and perceived as necessary to ensure the health of not just
themselves but the MSM community broadly. Participants
consistently expressed how they would feel worried and
concerned if they received less screening, and how being on
PrEP has become synonymous with caring about your
sexual health because of these screening requirements.

There was an overwhelmingly positive attitude towards
the current 3-monthly STI screening requirements for
asymptomatic chlamydia and gonorrhoea from participants
who felt this requirement created feelings of safety and
control. For example, when asked to describe how he feels
about STI screening, one participant described his feelings
of empowerment after being tested regularly:

Oh, like I said I feel less inhibited to express myself, I feel
freer, I feel more confident I just feel much better about
what I am doing and enjoying my time with the other
guy. Reassuring and confidence are the two things that
come to my mind. (Participant B, 56 years of age, regular
and casual sexual partners, 1 year on PrEP)

Many participants articulated how the 3-monthly screening
was less about their own personal health and more about
feeling like they were protecting the sexual health of the
wider MSM community. Participants identified how they felt
the guidelines were important for ensuring their safety and
confidence when engaging in sexual activity.

This was identified as particularly important as many
participants thought 3-monthly testing was necessary due
to high-risk sexual behaviours of the MSM community. For
example, this participant states:

I'm very pro testing I think it is important especially in
the gay community. Especially if you go on to sex on site
premises, where there is a lot of random casual sex in
groups, where the risk of transmission is quite high. Yeah,
it is essential that men take responsibility of their sexual
health and get regular testing. (Participant B, 56 years of
age, regular and casual sexual partners, 1 year on PrEP)

Additionally, a recurring suggestion from participants was
that they felt being on PrEP meant other MSM perceived you
as responsible for your sexual health. This was articulated
clearly by the following participant:

It means if I am on PrEP, I get tested every 3 months. ..
which is a really good shorthand to show you are
looking after your sexual health. (Participant L, 34 years
of age, open relationship status, 3 years on PrEP)

Concurrently, the idea of a longer screening interval for
asymptomatic chlamydia and gonorrhoea was initially received
with concern and resistance from almost all participants. This
hesitation was attributed to the fear it would increase the
prevalence of chlamydia and gonorrhoea in the community

and reduce the positive attitudes towards PrEP users and
their sexual health. As this participant states:

I would...worry about the community...I would feel
more anxious about sex in general...I think PrEP would
lose some of its status as sort of a badge of someone who
takes care of sexual health. (Participant H, 26 years of
age, single, 18 months on PrEP)

Despite being informed that asymptomatic infections
would not result in long term health problems for MSM, very
few participants would be happy to allow asymptomatic
infections to clear on their own. Many participants discussed
the moral accountability they would feel passing on any kind
of infection to a partner and the stigma around that. As stated
by participant D:

I think I am less concerned about my own health in those
circumstances I'm more concerned about passing it on and
having someone else judge me for that. Or causing any kind
of issue in someone else’s life, that’s more where the issue
would come in with being asymptomatic. (Participant D,
26 years of age, monogamous, 18 months on PrEP)

Evidently, for this participant, and others in our study,
knowingly passing on an infection to a sexual partner was a
significant concern.

Theme 2: Perception of risk

This theme explored how participants’ perception of risk for
different STIs impacted their understanding of treatment.
This theme is critical to understand the attitudes towards
STI screening requirements and explains the hesitancy
participants feel towards less frequent screening.

An important observation identified was that the level of
concern participants felt about certain STIs correlated strongly
with the availability of treatment. This was evidenced
by the response of participant M when asked if he thought
the ease of treatment of gonorrhoea and chlamydia led to his
feelings of indifference about contracting these STIs:

That is 100% right. You know that even...before I even
had [gonorrhoea] I was sort like oh yeah you got
gonorrhoea oh yeah cool. It’s like two or three pills or
whatever it is...and a shot in the bum and you are
good. You know it’s just a really easy fix! (Participant M,
32 years of age, single, 3 years on PrEP)

Increase in STlIs since starting PrEP

A reoccurring sub-theme throughout the data was the
significant increase in STIs rates participants reported after
starting PrEP. For the following participant, this coincided
with a reduction in his use of condoms since starting PrEP:
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Before I went on PrEP, I would religiously use condoms,
ALL the time EVERY time. So, for the first 20 years of
my sexual life before PrEP came along, I would use
condoms all the time. Interestingly in the 20 years I
never actually got an STI at all. I never got an STI! In 20
years. As soon as I got onto PrEP, and I started not using
condoms I found that I was getting STIs left right and
centre. (Participant A, 46 years of age, regular and casual
partners, 6 years on PrEP)

Many participants mentioned complacency driven by PrEP
usage and was exacerbated by the neutrality felt towards STIs
such as chlamydia and gonorrhoea:

Now I understand that condoms are much more important
for the broader range of STIs. It doesn’t just stop HIV there
are a lot of other things you can catch. BUT I would have to
say within the community my feeling is that PrEP has
reduced the use of condoms. Um... and given people a
false sense of security. Yes, it has helped with HIV, but it
doesn’t help obviously with the range of other STIs that
you can catch. (Participant B, 56 years of age, regular
and casual sexual partners, 1 year on PrEP)

The high prevalence of chlamydia and gonorrhoea seemed
to reinforce the lack of concern towards contracting these
bacterial STIs for our participants. As stated by the following
participant when asked about whether he was worried about the
spread of chlamydia and gonorrhoea in the MSM community:

In the community at the moment chlamydia and
gonorrhoea . .. it’s really not much of a big deal anymore.
I don’t want to say some people there’s a slight degree of
complacency . .. not complacency it’s just not as much of
a big deal... so people might not feel as much need to
tell everyone because you assume the people you’re
having sex with are also on PrEP and also being tested
frequently. So, if you don’t tell them that you have
something it’s at worst going to be 3 months till they get
tested anyway. (Participant G, 28 years of age, regular
and casual partners, 5 years on PrEP)

Strong desire to still have asymptomatic
infections treated

Despite the recognition that asymptomatic chlamydia and
gonorrhoea were not STIs that concerned them greatly and
would not endanger their health, participants repeatedly voiced
their desire to be treated with antibiotics for asymptomatic
infections. This cognitive dissonance was articulated by
participant D:

I actually didn’t know that asymptomatic cases can clear on
their own. I had no idea, and hearing you say this now I sort
of think we are so like scared! I wonder if it is the social
stigma that makes us so scared of these things to try and
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get rid of them with any means necessary. (Participant
D, 26 years of age, monogamous relationship, 18 months
on PrEP)

Cognitive dissonance in this context refers to how the
neutrality towards STIs such as chlamydia and gonorrhoea
was dependent on the readily available treatment, yet the
threat of AMR was not something that worried participants
enough to change their desire for treatment or their sexual
behaviour. As discussed by Participant G:

I know some guys who have MG (Mycoplasma genitalium)
that is really hard to treat properly. And that’s not nice, I
haven’t had any complications for me it’s easy for me to
say no I am not worried about it. I am sure if something like
that happened to me, I might change my mind. Butno. .. I
don’t worry about .. .there’s no change in my behaviour
thinking about whether or not there are resistant STIs.
(Participant G, 28 years of age, regular and casual
partners, 5 years on PrEP)

Many participants stated their concern about antibiotic
resistance, yet not to the point where they would happily
forgo treatment of an asymptomatic STI to improve AMR
overall. A repeated sentiment among participants was that
they would feel obliged to abstain from sex during this
recovery period and that was not a realistic option for them:

I think I would rather take the treatments again and
again rather than not be treated. Then it’s sort of like
well... for how long? I just wait until the infection
clears up on its own? What if it doesn’t or lasts for a
year. (Participant G, 28 years of age, regular and casual
partners, 5 years on PrEP)

Knowing they could currently get treated quickly and
efficiently for gonorrhoea and chlamydia, meant participants
did not feel these bacterial infections were of great concern.

Theme 3: The role of trust in sexual healthcare

Considering the aforementioned themes and the clear resis-
tance and distress at the thought of extending STI screening
time frame for asymptomatic chlamydia and gonorrhoea, it
became clear that trusting sexual healthcare providers had
a key role to play in making these shifts more acceptable
to the MSM population. Many participants expressed their
previous experiences of stigma and harmful sexual healthcare
experiences. The following participant explained how a
negative experience at a specialised sexual healthcare
service led him to change healthcare providers multiple
times until he found one he trusted:

I didn’t feel like I had a relationship with the doctors there.
I felt like I was being talked down to a little bit, you know it
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felt a little like ‘we the people and you the dirty masses.
(Participant D, 26 years of age, monogamous relationship,
18 months on PrEP)

In multiple interviews participants mentioned misdiagnosis
and a lack of knowledge around sexual health needs for MSM.
For example, Participant L stated:

Yeah, there is a reason I don’t go to my GP! I have been
misdiagnosed at least twice for a sexually related issue.
By two separate GPs! I absolutely don’t trust non-specialist
for that kind of thing anymore. (Participant L, 34 years of
age, open relationship status, 3 years on PrEP)

Understanding MSM’s previous experiences of stigma and
marginalisation from healthcare professionals is important to
contextualise their receptivity towards new STI prevention
strategies.

Several participants communicated their concern that
reducing screening frequency would just be about health
professionals saving money rather than improving health
outcomes of MSM, as stated by Participant G:

I think they would have to have a pretty good rationale. If
you’ve been telling people to get tested for years and years
and that’s the public health messaging... I think you would
also need to tell the gay community what the personal
benefits are. Because if you are just saying its more cost
effective to the government if gay men get 6-monthly
tested instead of 3-monthly. I don’t think that would sit
well. (Participant G, 28 years of age, regular and casual
partners, 5 years on PrEP)

Additionally, some participants stated that they would
feel overlooked by the healthcare system if this change in
guideline were to occur, suggesting that they would feel as
if healthcare professionals were more concerned with cutting
costs than their health and wellbeing:

I would feel like they are just trying to save money. I'd feel
neglected. (Participant C, 58 years, open relationship,
6 years on PrEP)

However, as the interviews progressed and it was clearly
explained to the participants that changing guidelines
may be better for AMR and this change would only happen
if supported by specialised sexual healthcare professionals,
their attitudes shifted. As stated by participant M:

I trust that the health advice is still there to keep us safe and
keep us regularly tested and all of that. But there is some-
thing happening behind the scenes which I do not know but
they are still doing all the great things! (Participant M,
33 years of age, single, 5 years)

Some participants articulated their comfortability with
living with an asymptomatic STI without treating it by the
end of the interview process:

There are negative consequences to the use of antibiotics.
And you know I don’t want to be taking any medication I
don’t need to take. I think overtime I would be quite
comfortable, um. .. well, somewhat comfortable with not
being treated even though I might have been positive but
be asymptomatic, to see if it clears on its own. (Participant
B, 56 years of age, regular casual sexual partners, 1 year
on PrEP)

Our participants’ comments highlighted that initial
hesitation and resistance to changing screening requirements
is heavily dependent on how the public health messaging is
delivered and the relationship the participants had with
their health professional.

Discussion

The findings of this study suggest that while participants
were hesitant about increasing time between screens for
asymptomatic chlamydia and gonorrhoea, this hesitation
could be overcome if recommendations were made by trusted
sexual health services and explained properly to patients.
MSM on PrEP strongly support 3-monthly screening require-
ments and consider them to be a crucial part of maintaining
the sexual health of not just themselves but the wider MSM
community. The observed resistance to changing guidelines
was deeply influenced by their perception of bacterial STIs
such as chlamydia and gonorrhoea being easily treatable.
While MSM acknowledged AMR was a concern, it did not
impact their sexual risk-taking behaviour. Ensuring any
potential future change in screening intervals is delivered
with informed care from trusted sexual healthcare professionals,
would be critical to ensuring acceptability and adherence to
these changes.

A key concern of participants was that the prevalence of
chlamydia and gonorrhoea would increase in MSM com-
munities if the screening frequency was decreased. Partici-
pants strongly associated more frequent testing with better
sexual health outcomes. This is unsurprising as public health
campaigns in Australia have long campaigned for increasing
STI testing among those most at risk.*? Therefore, investigating
the receptivity of MSM to reducing STI testing frequency as a
way of improving public sexual health is an important aspect
of our study and reveals how less testing may be met with
resistance from MSM. Given the increasing concern about
AMR and its implications beyond simply treating STIs, any
changes to public health campaigns must be considered in
consultation with MSM. Our results add to a growing body
of literature that supports antibiotic stewardship and the
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implementation of strict evidence-based practices that are
relevant to specific populations such as MSM. This could
indicate a historic shift in sexual health promotion where the
impact of AMR is recognised and ‘one size fits all’ approaches
to STI treatment are disbanded.

Despite being informed about the negligible health impacts
of infection with asymptomatic chlamydia and gonorrhoea for
MSM, participants were strongly opposed to letting these
infections clear on their own. A unique finding from the
study was to investigate how participants would feel living
with an asymptomatic infection that was not causing long-
term health problems. This has not been explored in previous
literature and provides insight into the acceptability of living
with an asymptomatic STI. Participants repeatedly discussed
the moral concern of passing an asymptomatic infection on
to a sexual partner. While this resistance and concern is
understandable, particularly when applying the conceptual
framework of stigma towards MSM sexual behaviour, it is
important that MSM are informed of how the benefits of
screening should outweigh the harms and are equipped
with accurate information regarding asymptomatic STIs.3°
These results suggest that if the screening frequency was to
reduce, health professionals would need to clearly explain
to MSM that 3-monthly intensive screening for gonorrhoea
and chlamydia is not necessarily associated with reduced
prevalence of these bacterial infections and asymptomatic
infections are not causing any negative impact on their
health.'%2° As previous literature suggests, this is likely due
to the fact that while 3-monthly screening may reduce
prevalence/transmission in the short term, it is not addressing
key drivers such as changing sexual practices such as decreased
condom usage and dense sexual networks that are maintaining
STIs at their endemic state in the MSM community.?**3 Qur
participants suggested that acceptability of a change in screening
frequency is possible with transparent communication delivered
by a trusted healthcare professional.

Participants did not perceive asymptomatic chlamydia and
gonorrhoea as a major threat to their health and this
influenced their sexual behaviour. Results from this study
supported findings of earlier research that PrEP can lead to
changed sexual behaviour among MSM* such as increased
partner numbers.3%*3 Similar to previous findings, participants
of this study frequently reported an increase in STI diagnosis
since starting PrEP.® While attitudes to STI prevention vary
greatly among the MSM population, the majority participants
in this study stated they were very cautious with condom
usage prior to starting PrEP and then stopped using condoms
altogether once they were taking PrEP. The implications of
these findings for health promotion are significant, as they
indicate more should be done by health professionals to
educate MSM on STI prevention strategies that should be used
in conjunction with PrEP.

Furthermore, the observed normalisation of being infected
with gonorrhoea and chlamydia was often attributed to being
the ‘price of admission’ of being a sexually active gay man and
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that gonorrhoea and chlamydia are perceived as ‘easier to
treat than the common cold’ (Participant H). Participants
neutrality towards contracting bacterial STIs such as gonorrhoea
and chlamydia, was linked to the availability of treatment; an
important consideration due to the impending threat of AMR.
Literature has demonstrated comfort with chlamydia and
gonorrhoea is attributed to their curability.*>*® Getting tested
and treated for curable STIs is of minimal inconvenience to
PrEP users.*® The effectiveness of PrEP at preventing HIV,
has reduced the apparent need for condoms and other
preventative behaviours meaning that incidence rates of
gonorrhoea and chlamydia in the MSM population are
maintained.'* These attitudes have substantial implications
for health promotion in the sexual health field. The fact that
participants were not overly concerned about the threat of
AMR, revealed a cognitive dissonance as their neutrality
towards gonorrhoea and chlamydia was contingent on being
able to treat these bacterial STIs easily with available
antibiotics. Cognitive dissonance in this context refers to
how participants were not worried about chlamydia and
gonorrhoea infections because of the effect treatment availa-
ble, yet would still want to treat asymptomatic infections and
not preserve the use of antibiotics for when they were needed
to ensure their efficacy was maintained into the future.
Exploring alternative initiatives to tackle AMR is critical as
the World Health Organization (WHO) has recognised that
the threat of AMR is of global concern®® and gonorrhoea is
becoming increasingly hard to treat. Research has shown,
that intensive screening and treatment is not reducing STI
prevalence in this population as intended.? Instead, the
high prevalence of STIs in the MSM community is likely
linked to sexual network connectivity.?*? Intensive screening
in MSM on PrEP has resulted in very high consumption levels
of azithromycin and ceftriaxone.'®> Both are broad-spectrum
antibiotics that can also cause resistance in other non-STI
organisms and, according to the WHO, should be reserved
for infections where there is clear evidence of benefit, and
no alternatives exist.** It is important that healthcare providers
understand the importance of AMR and are able inform MSM of
the risk of AMR, and how reducing screening frequency could
lead to less consumption of antibiotics.

However, addressing risk compensation behaviours of
MSM must be balanced with the sexual empowerment that
PrEP offers the MSM community. Risk compensation refers
to the theory that MSM on PrEP may compensate for the
protection afforded against HIV by having more condomless
sex or increasing their number of sexual partners.®*> Previous
findings have established that experiences of sexual pleasure
and intimacy are enhanced for PrEP users because it reduces
the physical and emotional barriers that always using a
condom and the risk of HIV poses, a particularly important
consideration for a population that has been so stigmatised
for their sexual behaviours.*” These results were supported
by our findings, which found that participants framed PrEP
users as individuals who care about their sexual health.
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This is particularly significant as it represents a shift from
PrEP users being stigmatised for their sexual behaviour as
being irresponsible,*? rather they are stepping forward and
embracing demanding STI testing guidelines.

STIs are a key public health concern and condoms continue
to be the most effective prevention method; however, public
health messaging should take into account the reality of
sexual behaviours in the MSM community and create health
promotion strategies that are likely to be followed.*® Attitudes
towards STIs vary significantly in the MSM population,*® and
as such adherence to different STI prevention strategies varies
greatly as well. For example, condom use for sexual activities
such as oral sex, while important to curb transmission of
bacterial STIs, is a practice that is rarely enacted.*®

Strengths and limitations

Our findings should be considered within their limitations.
Recruitment was limited to social media services and sexual
health clinics that were accessible to the research team. As
such, it may have narrowed the population down to partici-
pants who had access to technology, and more affiliated
with university networks. The results of this study cannot
be generalised to other populations as only MSM who lived
in Melbourne were recruited; future research may wish to
explore the perspectives of MSM living in different areas of
Australia. In addition, further research should be conducted
to investigate the attitudes of MSM towards current STI
screening guidelines, and why there may be hesitation towards
extending screening to longer time frames. The perspectives of
health professionals and key informants to provide more robust
evidence about the impact of changing guidelines should also
be explored.

Our study also has strengths. We were unable to identify
any comparable studies that have given insight into the
attitudes of MSM on PrEP towards STI screening guidelines
and AMR. This study suggests stigma still experienced by
this population would impact on the acceptability and
feasibility of any future changes to STI screening frequency.
Ensuring that medical practices are not just evidence based
but are supported by their target population is essential to
their success. As such, this study provides nuanced insight
into the lived experiences that will help inform future research
particularly regarding the acceptability STI screening guide-
lines and understanding attitudes towards AMR.

Conclusion

While some are calling for reduced asymptomatic chlamydia
and gonorrhoea screening among MSM to reduce AMR, any
changes should be informed by the beliefs and lived experi-
ence of those who will be impacted. Considering the increased

recognition that intensive STI screening/treatment is not
reducing STI incidence in MSM using PrEP as previously
expected, current STI testing recommendations for asymptomatic
gonorrhoea and chlamydia should be re-examined. However,
increasing the screening frequency from every 3 months to a
longer time interval will only be an effective intervention if the
MSM population on PrEP adequately understand why this
change is occurring and are provided ongoing and supportive
sexual health care from a physician they trust. Positive
attitudes towards screening changes are more likely when
PrEP patients are informed about the risks and benefits of
recommendations for sexual health care, and as such are
more likely to adhere to them.

Supplementary material

Supplementary material is available online.
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