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How often do you see STDs in your practice?

Everyday

2-4 days a week
. Weekly
Bi-weekly

. Monthly

VoW e



Why does 1 2
STD Matter l

I n F I\/I ? SEXUALLY ACTIVE YOUNG PEOPLE WILL GET AN STD BEFORE THE AGE OF 25.
¢ MOST WILL NOT KNOW IT.

GET YOURSELF TALKING

GET YOURSELF TESTED

GYT



Ti

meline

GHEINCIE

Gonorrhea

Syphilis




Chlamydia




Chlamydia classitfication

C. trachomatis — 1) trachoma and 2) LGV

C. pneumoniae

C. psittaci

C. pecorum



Epidemiology (Nation)
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Chlamydia Rates (per 100 K) by Sex and Age

Male Rate* Female Rate*

5,000 4,000 3,000 2,000 1,000 O Age Group 0 1,000 2,000 3,000 4,000 5,000

1.3 10-14 854
846.3 15-19 2,857.9
1,627.3 20-24 3,729.6
988.3 25-29
611.7 30-34
340.7 35-39
203.3 40-44
98.8 45-54
38.7 55-64
6.4 65+
339.4 Total

*Per 100,000 population



Chlamydia Rates by Race/Ethnicity

Black

American Indian/
Alaska Native

Native Hawaiians/
Pacific Islander

Hispanic
Multirace
White

Asian
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Chlamydia Cases by Year (MO)
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Chlamydia Rate (per 100K) by Age Group (MO)
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Chlamydia Rate (per 100 K) by Race (MO)

Black

White

0 200 400 600 800 1,000 1,200 1,400 1,600



Case Rate (per 100 K)
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Chlamydia Life Cycle

il e Chlamydia Life Cycle

_ Attachment
and entry

Elementary body (EB)
Reticulate bodl
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Inclusion I‘QJ
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Nucleus

6-12 hrs 12-24 hrs 24-36 hrs

Transition Replication RBs reorganize
of EB to RB back to EBs

36-48 hrs

48 - 72 hrs

Lysis or extrusion

UW STD Curriculum



Transmission

Male-to-Female
transmission
probabilities per
partnership:
32.1-34.9%

Female-to-Male
transmission
probabilities per
partnership:
4.6 -21.4%

/

Lewis, 2021



Manifestation — Women

* Cervicitis / Urethritis — Asymptomatic
* Pelvic inflammatory disease

Chronic pain (30%)
Infertile (20%)
Ectopic pregnancy (1%)

* Other: Perihepatitis, Conjunctivitis, oropharyngeal infection, rectal infection,
lymphogranuloma venereum (LGV), reactive arthritis

Ness, 2002



Manifestation — Men

Urethritis

Epididymitis

Untreated rectal chlamydia: Increase the risk of HIV

Conjunctivitis, oropharyngeal infection, rectal infection, reactive
arthritis, lymphogranuloma venereum (LGV)



Manifestation - Children

* Conjunctivitis (inclusion / neonatal)
* Pneumonia (4-12 wks after delivery)
* Trachoma
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Lab testing

* Nucleic acid amplification tests — standard

Testing: any sites related to sexual activities (pharynx/urethra/rectum)

* Men
— urethral secretions or a first-catch urine specimen

* Women
— urine samples or vaginal swab
— self-swabbing



Screening

Population

Recommendation

Grade

Sexually active women, including
pregnant persons

The USPSTF recommends
screening for chlamydia in all
sexually active women 24 years or
younger and in women 25 years
or older who are at increased risk
for infection.

Sexually active men

The USPSTF concludes that the
current evidence is insufficient to
assess the balance of benefits
and harms of screening for
chlamydia and gonorrhea in men.

USPSTF 2021



https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/chlamydia-and-gonorrhea-screening

Treatment — Chlamydia

Urethral/cervical/rectal/oropharyngeal infection
* First choice: Doxycycline 100 mg BID 1-week

* Alternative options:
azithromycin 1 gm single dose, levofloxacin 500 mg QD 1-week

* Pregnant individuals:
- First choice: azithromycin 1 mg single dose
- Alternative option: amoxicillin

* LGV: doxycycline 100 mg BID for 21 days



A 32-year-old cisgender woman presents to her clinic with abnormal
vaginal discharge. She is diagnosed with cervical chlamydia and treated
with a course of doxycycline. She is not pregnant. Her two sex partners,
both of whom are cisgender men, are notified and both received
evaluation and treatment for chlamydia infection. She has been
asymptomatic following the treatment course with doxycycline.

Q: Which one of the following should be recommended regarding
routine follow-up chlamydia testing for this woman?

1. Retest with a nucleic acid amplification (NAAT) 1 week after
completion of therapy

2. Retest with NAAT 4 weeks after completion of therapy
3. Retest with NAAT 3 months after completion of therapy
4. Retesting with NAAT is NOT recommended.



A 32-year-old cisgender woman presents to her clinic with abnormal
vaginal discharge. She is diagnosed with cervical chlamydia and treated
with a course of doxycycline. She is not pregnant. Her two sex partners,
both of whom are cisgender men, are notified and both received
evaluation and treatment for chlamydia infection. She has been
asymptomatic following the treatment course with doxycycline.

Q: Which one of the following should be recommended regarding
routine follow-up chlamydia testing for this woman?

1. Retest with a nucleic acid amplification (NAAT) 1 week after
completion of therapy

2. Retest with NAAT 4 weeks after completion of therapy
3. Retest with NAAT 3 months after completion of therapy
4. Retesting with NAAT is NOT recommended.




Post-Treatment Follow-up

e Routine test-of-cure after tx: NOT Recommended
* Repeat testing 3 months after tx: Recommended for re-infection

* AVOID repeat NAAT testing within the first 4 weeks after treatment
(high rates of false-positive test results)



Gonorrhea




Epidemiology

More than 700 K cases in 2021 (28% increased since 2017)

Sex: Men > Female

Age: highest rate among 20 to 24 years of age for both males/females

Race/Ethnicity: highest among Black individuals

Region: highest rates in the South and the Midwest

CDC. STD Surveillance 2021.



https://www.cdc.gov/std/statistics/2021/default.htm

Gonorrhea — Rates of Reported Cases by State
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Transmission

* Urethra-to-vagina per episode of vaginal intercourse: 50-70%

* \Vagina-to-urethra per episode of insertive vaginal intercourse: 20%
- Increases to 60 to 80% after four or more episodes

Lin, 1998



Manifestation — Men

e Urethritis
* Proctitis
* Epididymitis

* Disseminated gonococcal infection, conjunctivitis, pharyngitis



Manifestation — Female

* Cervicitis

* Proctitis

 Bartholin gland infection (Bartholin cyst/abscess)

* Pelvic inflammatory disease

* Perihepatitis

* Disseminated gonococcal infection, conjunctivitis, pharyngitis



Lab testing

* Nucleic acid amplification tests — standard

Testing: any sites related to sexual activities (pharynx/urethra/rectum)

* Men
— urethral secretions or a first-catch urine specimen

* Women
— urine samples or vaginal swab
— self-swabbing



Screening

Sexually active women, including | The USPSTF recommends B
pregnant persons screening for gonorrhea in all

sexually active women 24 years or
younger and in women 25 years
or older who are at increased risk
for infection.

Sexually active men The USPSTF concludes that the l
current evidence is insufficient to
assess the balance of benefits
and harms of screening for
chlamydia and gonorrhea in men.

USPSTF 2021



https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/chlamydia-and-gonorrhea-screening

Treatment

* Gonococcal infection of the cervix/urethra/rectum
* Weight < 150 kg — Single IM Ceftriaxone 250 to 500 mg
* Weight > 150 kg - Single IM Ceftriaxone 1 gm
* If Chlamydia has been ruled out — monotherapy / (if not) dual therapy

* Gonococcal infection of the pharynx
* Weight < 150 kg — Single IM Ceftriaxone 500 mg
* Weight > 150 kg - Single IM Ceftriaxone 1 gm



Post-Treatment Follow-up

* Routine test-of-cure at 7 to 14 days post-treatment
e Cervix/Urethra/Rectum: NOT RECOMMENDED

* Pharynx: RECOMMENDED - include antimicrobial susceptibility testing

e ALL: Repeat testing in 3 months at the anatomic site of exposure



Suspected Gonococcal Treatment Failure

1. Appropriate treatment
2. No sexual contact during the post-treatment f/u period
3. Remain symptomatic (or positive test-of-cure)

* First approach: Retreatment

* Likely treatment failure:
Single-dose PO azithromycin 2 gm + IM gentamicin 240 mg



Patient Education — Chlamydia & Gonorrhea

* When to resume sexual activity?
a) > 7 days after tx completion
b) No genitourinary symptoms
c) Partner treatment

* Partner notification: all sex partners in the prior 60 days
* Follow-up testing: 3-month f/u testing
e STI Prevention: number of sex partners, condom use, PrEP



Expedited Partner Therapy (EPT)




Expedited Partner Therapy

* Prompt referral and treatment: unavailable

e Recommended regimen for Chlamydia:
- Azithromycin 1 gm, PO, single dose

e Recommended regimen for Gonorrhea
- Ceftriaxone 500 mg, IM, single dose
- Cefixime 800 mg, PO, single dose

* Check State Legal Status

CDC, Expedited Partner Therapy



- Permissible

Potentially
allowable

- Prohibited




. Permissible
. Potentially
allowable

B Pronivited




Syphilis




Epidemiology (Nation)
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Epidemiology (Nation)

* Sex: Men > Women

* Sex partner —38% - MSM

» Age (highest rates) — 25-29 years of age

* Race/Ethnicity (highest rates) - Black persons

* Region and Sate: West / Nevada and Mississippi



Syphilis — Rates of Reported Cases by State
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Syphilis Cases in Missouri
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Primary Syphilis

* Chancres
- 2-3 weeks (10~90 days) after the acquisition of T. pallidum
- Site: penis, labia, perianal region, or mouth
- highly contagious
- heal spontaneously in 3-8 weeks




Secondary Syphilis

* 4-10 weeks after the acquisition
* Generalized body rash (>75%)

* Mucous patches (6-30%)

e Condylomata Lata (10-20%)

* Alopecia (5%)




|II

"Traditional” syphilis testing algorithm

RPR or other
nontreponemal test

O &

[ TPPA or other J

treponemal test + Syphilis unlikely, or too early to detect.

« |f clinical signs point to incubating or

suspected primary syphilis, treat with
o ° benzathine penicillin G.

Evaluate clinically: If at risk, repeat RPR in several
+ Past infection and treatment? weeks.
» Current infection risk?

+ Administer therapy according to CDC's
Sexually Transmitted Diseases Treatment
\Guidelines, 2010 if not previously treatedj

/" syphilis (pastor present) [ Syphilis unlikely ]




Reverse Testing Algorithm

[ ElAorClA |
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[ Quantitative RPR or other
nontreponemal test
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Syphilis (past or present) \

Evaluate clinically:

Past infection and treatment?

If clinical signs point to incubating or
suspected primary syphilis, treat with

benzathine penicillin G

|

Current infection risk?

Administer therapy according to CDC’s
Sexually Transmitted Diseases Treatment

k Guidelines, 2010 if not previously treatefl/

[

If at risk for syphilis, repeat
RPR in several weeks

J




Screening

* No routine screening:
1) men who have sex with women 2) women who are not pregnant

* MSM: at least annually
* Pregnant individuals: first prenatal visit +/- 28-wk GA and at delivery
* Individuals with HIV: first visit and then at least annually thereafter



Treatment

* Primary/Secondary: Benzathine penicillin G 2.4 M units IM, single

* Penicillin Allergy

- Doxycycline 100 mg BID for 14 days
- Azithromycin: 2-gm oral dose, single
- Ceftriaxone 1 gm daily for 10 days

 CHECK allergy history in detail (severity, timing)
e Jarisch-Herxheimer reaction: Patient Education!



Post-Treatment Follow-up

At least 4-fold decrease in non-treponemal titers

* Primary/Secondary Syphilis
* Individuals w/o HIV: 6 and 12 months
* Individuals with HIV: 3, 6,9, 12, and 24 months

 Latent Syphilis
* Individuals w/o HIV: 6, 12, and 24 months
* Individuals with HIV: 6, 12, 18, and 24 months



Latent Syphilis

* Early (acquired within a year)
- IM Benzathine Penicillin G 2.4 M units, a single dose
- If PC allergy +: same with primary/secondary syphilis

* Late (acquired > 1 year ago)
- IM Benzathine Penicillin G 2.4 M units x 3 weekly doses
- If PC allergy +: doxycycline 100 mg BID x 28 days



Patient Education — Syphilis

* When to resume sexual activity?
a) > 7 days after tx completion
b) No mucosal and skin symptoms
c) Partner treatment

* Partner notification: all sex partners in the prior 90 days
* Follow-up testing
e STI Prevention: number of sex partners, condom use, PrEP



HIV PrEP




Indications

* Recent STI with syphilis, gonorrhea, or chlamydia within 6 months
* Inconsistent condom use
* Drug use

 Partner with HIV infection



PrEP Options

TDF/FTC (Truvada®) Cabotegravir (CAB)
TAF/FTC (Descovy® ) Apretude® - IM
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