
	 www.eurosurveillance.org	 1

R esearch  ar ti cles

E p i d e m i o l o g y  o f  h e r p e s  s i m p l e x  v i r u s  t y p e s  2  a n d  1 
a m o n g s t  m e n  w h o  h av e  s e x  w i t h  m e n  at t e n d i n g  s e x u a l 
h e a lt h  c l i n i c s  i n  E n g l a n d  a n d  W a l e s :  i m p l i c at i o n s 
f o r  HIV   p r e v e n t i o n  a n d  m a n a g e m e n t

C Hill (caterina.hill@hpa.org.uk)1, E McKinney1, C M Lowndes1, H Munro1, G Murphy1, J V Parry1, O N Gill1, the GUM Anon 
Network2

1.	Health Protection Agency, Centre for Infections, HIV and STI Department, London, United Kingdom
2.	Members of the network are listed at the end of the article

This article was published on 26 November 2009. 
Citation style for this article: Hill C, McKinney E, Lowndes CM, Munro H, Murphy G, Parry JV, Gill ON, the GUM Anon Network. Epidemiology of herpes simplex virus types 
2 and 1 amongst men who have sex with men attending sexual health clinics in England and Wales: implications for HIV prevention and management . Euro Surveill. 
2009;14(47):pii=19418. Available online: http://www.eurosurveillance.org/ViewArticle.aspx?ArticleId=19418

The objective was to investigate herpes simplex virus (HSV) 
epidemiology amongst HIV-positive and HIV-negative men who have 
sex with men (MSM) in England and Wales. Unlinked anonymous 
sera from 3,968 MSM attending 12 sexual health clinics in 2003 
were tested for HIV, HSV-2 and HSV-1 antibodies. Fifty-five percent 
of HIV-positive MSM were HSV-2-seropositive, compared to 17% of 
HIV-negative MSM (Adj RR: 2.14 [CI: 1.92-2.37]). Amongst HIV-
positive individuals, there was no significant difference in HSV-2 
seroprevalence by knowledge of HIV status or whether the HIV 
infection was recently acquired (determined through STARHS).  HIV 
infection was also independently associated with HSV-1 serostatus 
(Adj RR 1.19 [CI: 1.14-1.24)]).  Four of the twelve attendees who 
received a diagnosis of recurrent anogenital herpes at the clinic visit 
were HSV-1-seropositive but not HSV-2-seropositive at the time, 
although no cultures or PCR results were available to type the cause 
of the ano-genital presenting disease. It is of concern that one in 
two HIV-positive MSM and one in six HIV-negative MSM may be 
infected with HSV-2, given increasing evidence of its impact on HIV 
progression, onward transmission and acquisition. To date results 
have been disappointing from trials aimed at reducing HIV onward 
transmission and HIV acquisition using HSV antiviral medication. 
However, recent research in an African context demonstrates the 
efficacy of HSV antivirals in delaying HIV progression. The high 
prevalence of HSV-2 amongst HIV-positive MSM suggests that an 
increased focus on HSV control in the management of HIV amongst 
MSM in the United Kingdom (UK) may be warranted. Given this 
and existing research on the high prevalence of genitally acquired 
HSV-1 amongst MSM in the UK, further research is also warranted 
into the role of HSV-1 in the HIV epidemic in this context.

Introduction 
Genital herpes is caused by infection with herpes simplex 

types 2 and 1 (HSV-2 and HSV-1).  There is increasing evidence 
from biological and epidemiological studies of the link between 
HSV-2 and the HIV epidemic. Research has shown that for HIV-
positive individuals, frequent asymptomatic HSV-2 reactivations 
are associated with increased HIV viral load and genital shedding.  
In addition, HSV-2 suppression using antivirals reduces HIV 
viral load and genital shedding [1-3].  Whilst trials to date have 

failed to find evidence that HSV antivirals can reduce onward HIV 
transmission [1,2,4], the recent Partners In Prevention (PIP) trial 
has demonstrated that HSV antivirals can significantly reduce 
HIV progression according to key indicators amongst HIV-positive 
HSV-2-positive African men and women [4]. For HIV-negative 
individuals, HSV-2 infection increases the risk of HIV acquisition 
more than two-fold [1,3,5,6], although trials to date have failed 
to show an impact of HSV medication on HIV acquisition [1-3]. 
The impact of HSV-1 on HIV is less researched, possibly as it 
causes genital herpes with less severe symptoms and less frequent 
recurrences [7] and because it is primarily acquired orally early on 
in childhood in most countries with a high HIV incidence [7,8]. 
However, 50% of diagnoses of first attacks of ano-genital herpes 
amongst MSM in the United Kingdom (UK) are now caused by 
HSV-1 [5,7,9,10].

The prevalence of HSV type 2 and 1 varies widely between and 
within countries [8,11]. In the UK as elsewhere in Western Europe, 
there are high rates of sexually transmitted infections (STI) (other 
than HSV) amongst MSM, particularly HIV-positive MSM [12,13], 
and there have been increasing diagnoses of anogenital herpes 
reported by sexual health clinics [9]. However, information on the 
prevalence of HSV amongst HIV-positive and HIV-negative MSM in 
the UK is not available: the infection is primarily asymptomatic or 
unrecognised and serological screening is not routinely performed 
[3,5]. Furthermore, mandatory reports from STI clinics do not 
currently include the HIV status of the person diagnosed.  Previous 
prevalence surveys in the UK included small numbers of MSM [14] 
or combined HIV-positive and HIV-negative MSM [15]. This study 
was carried out to measure the seroprevalence of HSV amongst 
HIV-positive and HIV-negative MSM in England and Wales to inform 
our understanding of the role of HSV in the HIV epidemic amongst 
MSM in the UK and the potential of HSV interventions to contribute 
to HIV prevention and management in this context.  

Methods
Samples were drawn from the National Unlinked Anonymous 

Survey of Genito-Urinary Medicine Clinic Attendees (GUM 
Anon) [16] serum archive, which includes unlinked anonymous 
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residual blood specimens collected for routine syphilis serology at 
representative sentinel sexual health clinics across England and 
Wales. For each serum limited information was available, including 
prevention group, prior knowledge of HIV status and diagnoses 
received at the visit. All specimens were screened for anti-HIV-1/-2 
antibodies using an immunometric (‘third generation’) enzyme 
immunoassay (Murex HIV-1.2.O EIA (GE95), Abbott Diagnostics)
[17]; reactive specimens were further examined to establish 
their true HIV status by a 2nd generation indirect EIA based on 
oligopeptide antigens (Clonesystems HIV-1/HIV-2 EIA (851403), 
BioChem ImmunoSystems Inc)[17] and by an in-house IgG class-
specific capture assay which distinguishes HIV-1 from HIV-2 
infection (GACPAT HIV 1+2) [18]. Specimens whose HIV status 
was still ambiguous were also examined by Western Blot. Sera from 
individuals with a previously undiagnosed HIV infection were further 
examined by the Serological Testing Algorithm for Recent HIV 
Seroconversion (STARHS) using the ‘detuned’ Vironostika HIV-1 
microelisa test (bioMérieux). The mean time since seroconversion 
for sera testing positive for recently acquired HIV infection by the 
detuned test is six months [19].

The study included a randomised age-stratified sample of 3,968 
specimens from a total of 8,463 specimens obtained from MSM 
attending twelve sentinel sexual health clinics (seven in London 
and five elsewhere across England and Wales) during 2003. All 
sera were tested for HSV-2 and HSV-1 antibodies using a pair of 
enzyme immunoassays that distinguish the type-specific antibody 
response against HSV-2 and HSV-1 [20]. They utilise type-specific 
murine monoclonal antibodies whose binding to the homologous 
HSV antigen is blocked when the specimen under test also contains 
the homologous antibody type. Specimens that inhibit the binding 
of the monoclonal antibody by ≥50% are considered to be positive 
for that HSV type-specific antibody. The performance of these 
assays has been established and validated against independent 
typing methods [21,22].  

Point prevalence estimates of HSV-2 and HSV-1 serostatus 
were calculated. These were weighted to adjust for age-group 
stratification.  Associations of HSV serostatus with HIV infection 
and other risk factors were analysed using prevalence risk ratios 
(RR) at the univariate and multivariate level, through applying 
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Seroprevalence of herpes simplex virus type 2 (HSV-2) and prevalence risk ratios amongst men who have sex with men (MSM) 
attending sentinel sexual health clinics in England and Wales, by selected clinical and demographic characteristics, 2003

  n HSV-2 seroprevalence# (95% CI)  Univariate risk ratio (95% CI) Multivariate risk ratio** (95% CI)

Unlinked anonymous HIV serostatus

HIV-seronegative 3,363 17% (CI: 15%-18%) 1 1 

HIV-seropositive 605 55% (CI: 51%-59%) 3.29 (2.94-3.68)* 2.14 (1.92-2.37)*

World region of birth 

United Kingdom 2,416 18% (CI: 16%-19%) 1 1 

Other European country or United 
States 

477 31% (CI: 27%-35%) 1.75 (1.48-2.08)* 1.27 (1.08-1.49)*

Caribbean 31 46% (CI: 28%-64%) 2.59 (1.69-3.95)* 1.94 (1.33-2.84)*

Sub-Saharan Africa 102 17% (CI: 10%-26%) 0.94 (0.59-1.51) 0.79 (0.52-1.21)

Central and South America 115 43% (CI: 34%-53%) 2.44 (1.92-3.11)* 1.93 (1.55-2.39)*

Elsewhere 206 16% (CI: 11%-21%) 0.89 (0.64-1.24) 0.97 (0.74-1.27)

Not recorded 621 34% (CI: 30%-38%) 1.93 (1.67-2.24)* 1.13 (1.00-1.29)

Age-group (in years) 

<25 1,283 7% (CI: 5%-8%) 1 1 

25-34 889 18% (CI: 16%-21%) 2.71 (2.12-3.47)* 1.92 (1.560-2.45)*

35-44 895 33% (CI: 30%-36%) 4.98 (3.99-6.23)* 3.24 (2.59-4.07)*

>=45 901 42% (CI: 40%-46%) 6.41 (5.16-7.96)* 4.55 (3.65-5.68)*

Clinic location 

Outside London 1,304 10% (CI: 9%-12%) 1  1

London 2,664 28% (CI: 26%-30%) 2.75 (2.28-3.31)* 1.71 (1.43-2.05)*

Unlinked anonymous HSV-1 serostatus 

HSV-1-seronegative 1,159 17% (CI: 15%-20%) 1 1 

HSV-1-seropositive 2,809 25% (CI: 23%-27%) 1.46 (1.26-1.71)* 1.00 (0.88-1.14)

Diagnosis of acute STI at clinic visit $  

No 2,620 24% (CI: 22%-26%) 1  1

Yes 1,348 20% (CI: 18%-23%) 0.84 (0.74-0.96)* 1.04 (0.93-1.16)

Total 3,968 23% (CI: 21%-24%) n/a n/a

# Weighted to adjust for age-group stratification in the sampling
*Chi-squared test shows this to be a statistically significant difference at the 95% level
**All risk factors included in multivariate analysis
$ Acute sexually transmitted infection (STI) defined as presenting at the clinic visit with one of the following: infectious syphilis, gonorrhoea, 
chlamydia, non-specific urethritis (NSU), trichomoniasis, scabies/pediculosis, human papillomavirus (HPV) first attack or molluscum contagiosum.  
Excludes ano-genital herpes diagnoses.
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a modified Poisson Regression method [23].  Risk ratios were 
used rather than odds ratios, as the seroprevalence of HSV was 
high. Among HIV-positive individuals, the association of HSV-2 
and HSV-1 serostatus with knowledge of HIV serostatus, recently 
acquired HIV infection (derived through STARHS) and other 
characteristics was investigated. HSV-2 and HSV-1 serostatus was 
also determined for individuals who received diagnoses of clinical 
first attack and recurrent genital herpes at the visit.  All confidence 
intervals (CI) were calculated at the 95% level. STATA 10 was used 
for analysis.

 
The legal and ethical basis for unlinked anonymous HIV testing 

was established before the programme began and is consistent with 
the Human Tissue Act 2004 and other guidelines [24]. Approval 
was received from local ethics committees covering each site where 

the GUM Anon survey was underway. Approval for HSV testing was 
also given by a Multi-Centre Research Ethics Committee (REC: 
05/MRE02/4).  

Results 
The study population
Sixteen percent (CI: 15%-17%) of the study population were 

HIV-positive according to unlinked anonymous HIV antibody 
testing. Of these 83% (CI: 80%-86%) already knew their status 
on attending the clinic, 8% (CI: 6%-11%) were diagnosed at the 
visit and 9% (CI: 6%-11%) remained undiagnosed on leaving the 
clinic.  Overall, 59% (CI: 57%-60%) of the study population were 
UK-born, 59% were under the age of 35 years, and 70% (CI: 
69%-71%) attended a clinic in London.   Forty-seven individuals 
(1%, CI: 1%-2%) received an ano-genital herpes diagnosis at 
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Seroprevalence of herpes simplex virus type 2 (HSV-2) amongst HIV-positive and HIV-negative men who have sex with men (MSM) 
attending sentinel sexual health clinics in England and Wales, by world region of birth and age-group, 2003

  HIV-positive MSM HIV-negative MSM

  n HSV-2 prevalence# (95% CI) N HSV-2 prevalence# (95% CI)

World region of birth 

United Kingdom 257 52% (CI: 45%-58%) 2,159 13% (CI: 12%-15%)

Other European country or United States 104 57% (CI: 47%-66%) 373 23% (CI: 19%-28%)

Caribbean 8 82% (CI: 47%-96%) 23 33% (CI: 16%-56%)

Sub-Saharan Africa 21 28% (CI: 12%-51%) 81 14% (CI: 7%-24%)

Central and South America 23 79% (CI: 56%-92%) 92 33% (CI: 24%-44%)

Elsewhere 23 38% (CI: 20%-59%) 183 13% (CI: 9%-18%)

Not known 160 60% (CI: 52%-68%) 461 25% (CI: 21%-30%)

Age group (in years) 

<25 47 28% (CI: 17%-43%) 1,236 6% (CI: 5%-7%)

25-34 138 39% (CI: 32%-48%) 751 14% (CI: 12%-17%)

35-44 217 65% (CI: 58%-71%) 678 23% (CI: 20%-27%)

>=45 194 70% (CI: 64%-76%) 707 35% (CI: 32%-39%)

# Weighted to adjust for age-group stratification in the sampling

T a b l e  3

Seroprevalence of herpes simplex virus type 2 (HSV-2) amongst men who have sex with men (MSM) attending sentinel sexual 
health clinics in England and Wales, 2003, by knowledge of HIV status and recently acquired HIV infection

  n HSV-2 seroprevalence (95% CI)# Univariate risk ratio (95% CI) Multivariate risk ratio** (95% CI) 

Knowledge of HIV status 

HIV-negative 3,363 17% (CI: 15%-18%) 1 1

Diagnosed HIV-positive at the visit 46 49% (CI: 34%-63%) 2.91 (CI: 2.11-4.02)* 2.57 (CI: 1.92-3.43)*

Remained undiagnosed HIV-positive after 
visit

46 52% (CI: 37%-66%)  3.12 (CI: 2.31-4.22)* 2.45 (CI: 1.86-3.23)*

Diagnosed HIV-positive before visit 513 56% (CI: 51%-60%) 3.34 (CI: 2.98-3.76)* 2.08 (CI: 1.87-2.32)*

Recently acquired HIV infection (determined through STARHS)^ 

HIV-negative 3,363 17% (CI: 15%-18%)  

Recently acquired HIV infection 20 39% (CI: 20%-62%) 2.34(CI: 1.31-4.18)* 1.95 (CI: 1.16-3.28)*

Non-recently acquired HIV infection 62 53% (CI: 41%-66%) 3.2 (CI: 2.49-4.15)* 2.61 (CI: 2.06-3.32)*

* Chi-squared test shows this to be a statistically significant difference at the 95% level 
** Multivariate analysis is adjusted by world region of birth, age-group, clinic location, HSV-1 serostatus diagnosis with acute STI 
^ derived through the Serological Testing Algorithm for Recent HIV Seroconversion (STARHS) which was applied to all ‘previously undiagnosed’ HIV 
positive sera.  The mean time since seroconversion for those testing positive for recently acquired HIV infection is six months. and diagnosis with 
acute STI 
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the visit, including 12 (24% (CI: 13%-39%) that were recurrent 
infections. Thirty-four percent of the study population (CI: 33%-
36%) received a diagnosis with another ‘acute STI’ diagnosis at 
the visit (infectious syphilis, gonorrhoea, chlamydia, non-specific 
urethritis (NSU), trichomoniasis, scabies/pediculosis, human 
papilloma virus (HPV) first attack or molluscum contagiosum). Of 
the 92 sera with a previously undiagnosed HIV infection 82 had 
STARHS results available. Of these, 23% (CI: 15%-33%) were 
classified as a ‘recent’ infection.  

HSV-2 seroprevalence amongst HIV-positive and HIV-negative 
MSM
Of HIV-positive men, 55% (CI: 51%-59%) were HSV-2-

seropositive, compared to 17% (CI: 15%-18%) of HIV-negative 
men.  The unadjusted risk ratio for HSV-2 infection was 3.29 (CI: 
2.94-3.68, p<0.001), over three-fold higher amongst HIV-positive 
men than HIV-negative men, and this association remained highly 
significant in multivariate analysis (RR=2.14 [CI: 1.92-2.37], 
p<0.001) (Table 1).  

HSV-2 seroprevalence was higher amongst men born outside 
the UK (28% [CI: 25%-31%], vs 18% [CI: 16%-19%]), even after 
adjusting for HIV status and other cofactors (adj RR 1.25 [CI: 1.09-
1.42].  The prevalence of HSV-2 was particularly high amongst 
those born in the Caribbean and in Central and South America. 
There was no statistical difference in HSV-2 seroprevalence 
between men born in sub-Saharan Africa and those born in the 
UK, even after adjusting for other variables, p=0.285).  HSV-2 
seroprevalence increased with age-group (Table 1).  These trends 
were similar for HIV-positive and HIV-negative MSM (Table 2).  

Amongst HIV-positive men, there was no statistical evidence for 
a difference in HSV-2 seroprevalence between those diagnosed with 
HIV prior to the sexual health clinic attendance, those diagnosed at 
the visit and those that remained undiagnosed.  Prevalence in each 
of these sub-groups of HIV-positive men was more than two-fold 
higher than the 17% prevalence (CI: 15%-18%) found amongst 
HIVnegative men (Table 3).  

T a b l e  4

Seroprevalence of herpes simplex virus type 1 (HSV-1) and prevalence risk ratios amongst men who have sex with men (MSM) 
attending sentinel sexual health clinics in England and Wales, by selected clinical and demographic characteristics, 2003

  n Seroprevalence (95% CI) # Univariate risk ratio (95% CI) Multivariate risk ratio** (95% CI)

Unlinked anonymous HIV serostatus  

HIV-seronegative 3372 69% (67%-71%) 1 1

HIV-seropositive 596 88% (85%-90%) 1.27 (1.22-1.33)* 1.19 (1.14-1.24)*

World region of birth 

United Kingdom 2,416 68% (66%-70%) 1 1

Other European country or United States 477 77% (73%-81%) 1.14 (1.08-1.21)* 1.09 (1.03-1.16)*

Caribbean 31 81% (61%-92%) 1.21 (1.01-1.44)* 1.22 (1.03-1.45)*

Sub-Saharan Africa 102 79% (70%-89%) 1.20 (1.09-1.33)* 1.19 (1.07-1.32)*

Central and South America 115 89% (81%-93%) 1.33 (1.24-1.43)* 1.30 (1.20-1.41)*

Elsewhere 206 71% (64%-77%) 1.03 (0.94-1.14) 1.03 (0.93-1.13)

Not recorded 621 79% (75%-82%) 1.17 (1.11-1.23)* 1.05 (1.00-1.11)

Age-group (in years) 

<25 1283 56% (53%-59%) 1 1

25-34 889 74% (71%-77%) 1.32 (1.24-1.40)* 1.25 (1.18-1.34)*

35-44 895 81% (78%-83%) 1.44 (1.36-1.52)* 1.37 (1.29-1.46)*

>=45 901 78% (75%-81%) 1.39 (1.31-1.48)* 1.35 (1.27-1.44)*

Clinic location 

Outside London 1304 66% (63%-69%)  

London 2664 75% (73%-76%) 1.13 (1.08-1.19) 0.99 (0.94-1.04)

Unlinked anonymous HSV-2 serostatus 

No 3,034 70% (68%-72%) 1 1

Yes 934 79% (76%-82%) 1.13 (1.08-1.17)* 0.98 (0.94-1.03)*

Diagnosis of STI at clinic visit $ 

No 2620 71% (69%-73%) 1 1

Yes 1348 74% (71%-76%) 1.04 (0.99-1.08) 1.06 (1.02-1.11)*

Total 3,968 72% (70%-74%) n/a n/a

# Weighted to adjust for age-group stratification in the sampling
*Chi-squared test shows this to be a statistically significant difference at the 95% level
**All risk factors included in multivariate analysis
$ Acute STI defined as presenting at the clinic visit with one of the following diagnoses: infectious syphilis, gonorrhoea, chlamydia, non-specific 
urethritis (NSU), trichomoniasis, scabies/pediculosis and human papillomavirus (HPV) first attack or molluscum contagiosum.  Excludes ano-genital 
herpes diagnoses.
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Similarly, there was also no statistical evidence for a difference 
in HSV-2 seroprevalence between MSM with recently acquired HIV 
infection and those with ‘non-recent’ HIV infection (p-value=0.269).  
Both groups had a higher seroprevalence of HSV-2 than HIV-
negative men.  

HSV-1 seroprevalence
Overall, seven in 10 men were HSV-1 seropositive.  As with 

HSV-2, HSV-1 seroprevalence was higher amongst HIV-positive 
men (88% [CI: 85%-90%]) than HIV-negative men (69% [CI: 67%-
71%]), although the risk ratio was smaller than for HSV-2 (Adj RR: 
1.19 [CI: 1.14-1.24]) (Table 4).  As with HSV-2, the seroprevalence 
of HSV-1 increased with age, although it was much higher in the 
youngest age-group than the seroprevalence of HSV-2 (56% [CI: 
53%-59%]) vs 7% [CI: 5%-8%]).

There were 47 (1%, CI: 1%-2%) episodes of ano-genital 
herpes diagnosed clinically among the 3,968 attendees.  Of the 
35 diagnoses of first attack  ano-genital herpes, 15 (43%) were 
HSV-1 seropositive and HSV-2 seronegative at the time of clinical 
diagnosis. The same was true for four (33%) of the 12 diagnoses 
with recurrent ano-genital herpes (Figure).  

Discussion
To our knowledge this is the first published study of the 

seroprevalence of HSV-2 and HSV-1 amongst MSM in the UK 
where it has been possible to differentiate between HIV-positive 
and HIV-negative MSM.  More than one in two HIV-positive MSM 
and nearly one in six HIV-negative MSM attending sexual health 
clinics in 2003 were HSV-2-seropositive. This is of concern, given 

the increasing evidence for the role of HSV-2 in HIV progression, 
onward transmission and acquisition [1-3]. The prevalence rates 
may be an underestimate of current rates amongst MSM attending 
sexual health clinics, as the annual number of ano-genital herpes 
diagnoses in sexual health clinics and the prevalence of HIV and 
other STI have increased since 2003 [9]. It should be borne in mind 
that in general prevalence rates of STI amongst MSM attending 
sexual health services are likely to be higher than amongst other 
MSM.  

The prevalence of HSV-2 in this study is similar or lower 
than those found amongst HIV-positive and HIV-negative MSM 
in studies elsewhere in Europe, the Americas and Australia [8]. 
This is consistent with the global epidemiology: whilst there is 
considerable variation in HSV-2 prevalence worldwide, in general, 
HSV-2 prevalence is lower in Europe than in Africa and the Americas 
[8,11]. In our study, the prevalence of HSV-2 amongst MSM born 
in sub-Saharan Africa was not different to that amongst UK-born 
MSM, even after adjusting for age and other factors. Additional 
information such as ethnicity and sexual behaviour would be 
needed to understand how MSM born in sub-Saharan Africa 
attending sexual health clinics in England and Wales differ from 
the overall population in their region of birth. As would be expected, 
the prevalence of HSV-2 increased with age [8,15]. Whether or not 
the men knew their HIV status and whether or not they had been 
recently infected with HIV made little difference to the prevalence 
of HSV-2 amongst HIV-positive MSM.  It was not possible with this 
study design to identify whether the HSV-2 infection took place 
before, after or concurrently with the HIV infection.  

This study also showed that seven in 10 MSM were HSV-1-
positive, a rate similar to that found in other high-risk groups in 
Europe [8]. As with HSV-2, the prevalence was disproportionately 
high amongst HIV-positive MSM and this association remained 
significant at the multivariate level.  In our study, almost one in two 
men diagnosed clinically with a first attack of ano-genital herpes 
and one in three men diagnosed with a recurrent attack of ano-
genital herpes had only HSV-1 antibodies at the time of the clinical 
diagnosis. Unfortunately, no culture or PCR result was available 
from the genital ulcers to determine the type causing the presenting 
ano-genital disease. Most of those diagnosed with a first attack of 
ano-genital herpes who were HSV-1 seropositive only may have 
been infected with HSV-2 as well but had not yet seroconverted. 
However, the high proportion of those with a clinical diagnosis 
of a recurrent attack who were HSV-1 seropositive only is in line 
with existing data showing that HSV-1 is increasingly acquired 
genitally in many developed countries.  HSV-1 now accounts for 
approximately half of first episodes of ano-genital herpes amongst 
MSM in the UK [5,7]. Given this and the association between 
HSV-1 serostatus and HIV, more research is merited on the role of 
HSV-1 in the HIV epidemic among MSM in England and Wales.  

Implications for HIV prevention and management
Despite several trials demonstrating that HSV antivirals can 

reduce HIV viral load and viral shedding [25,27], no trials to date 
have demonstrated the efficacy of HSV antivirals in reducing HIV 
onward transmission [1,2,4].  Similarly, despite trials showing that 
HSV-2-seropositive individuals are more than twice as likely to 
acquire HIV, no trials have demonstrated that antivirals can reduce 
HIV acquisition [1-3].  Research is ongoing as to whether different 
antivirals, or an HSV vaccine or other interventions, may yet prove 
to be successful at using HSV control for HIV prevention (2).

F i g u r e

Herpes simplex virus type 2 and 1 (HSV-2 and HSV-1) 
serostatus of patients at time of receiving clinical diagnosis 
of ano-genital herpes, men who have sex with men (MSM) 
attending sentinel sexual health clinics in England and 
Wales, 2003 (n=47)
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Results have been more promising in terms of HSV control in 
the context of HIV management.  The recent Partners in Prevention 
trial showed that HSV antivirals significantly slowed the rate of HIV 
progression to a CD4 cells count <200 mm3, need for antiviral 
treatment and death amongst dually infected African men and 
women [4].  This is supported by pre-HAART trials showing that 
HSV antivirals offered a significant survival benefit for HIV-positive 
individuals [28]. Currently, clinics in England and Wales do not 
routinely carry out asymptomatic serological screening for HSV 
amongst HIV-positive MSM, although they do administer antivirals 
to symptomatic herpes patients [1].  While the UK context is very 
different to many African countries, these recent PIP trial results 
together with the high prevalence of HSV-2 amongst HIV-positive 
MSM in England and Wales suggest a review of HSV control in the 
management of HIV amongst MSM is warranted.
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