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OBJECTIVES 
Describe the regional 

prevalence of 
STI 

Identify sub-
populations at risk for 

STI

Discuss STI and 
Treatment updates

Review STI 
Prophylaxis 



ACCELERATING PROGRESS
A MESSAGE FROM THE CDC  

• Increase awareness of STIs
• Collective public health efforts for prevention and control
• Increased use of innovation

• STI self-tests
• Newer point-of-care tests
• Doxy PEP

• Empowering communities to prioritize STI control
• Modernizing our systems 
• Advancing research 
• Support the public health workforce
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Primary and Secondary Syphilis — Reported Cases by Sex and 
Sex of Sex Partners and Year, United States, 2015–2024

* 2024 data are provisional as of August 14, 2025.

ACRONYMS: MSM = Men who have sex with men; MSU = Men with unknown sex of sex partners; MSW = Men who have 
sex with women only
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Congenital Syphilis — Reported Cases by Year of Birth and Rates of 
Reported Cases of Primary and Secondary Syphilis and Syphilis (All 
Stages) Among Women Aged 15–44 Years, United States, 2015–2024

* 2024 data are provisional as of August 14, 2025.

ACRONYMS: CS = Congenital syphilis; P&S Syphilis = Primary and secondary syphilis



10

Gonorrhea — Rates of Reported Cases by Sex and Year, United 
States, 2015–2024

* 2024 data are provisional as of August 14, 2025.
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Chlamydia — Rates of Reported Cases by Sex and Year, United 
States, 2015–2024

* 2024 data are provisional as of August 14, 2025.
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STI by Region 
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STI by Race/Ethnicity 



SUBGROUPS FOR HIV TESTING AND PREP FOCUS  
• HIV/AIDS Prevalence by county in SC (n=20,266) 
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WHO IS AT RISK FOR HIV ? 

• The conversation 
• How to save time and 

identify?
o Add to general 

screening 
questionnaires

o Ask with intake/Bp
o Flyers  

PrEP Resources
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QUESTION 
• How often should a versatile cis-gender MSM with multiple partners and 

prior STI be tested for Gonorrhea 
a. Q 6 months
b. Q 3 months 
c. Once per year 
d. Wait on symptoms to develop 



FREQUENCY OF SCREENING 
Chlamydia Gonorrhea Syphilis 

CDC
• <25 yo
• >25 yo  if  

increased risk*
as above  

  (all sites) 
• High prevalence  
• MSM: Q 3–6 mo 

• Baseline, at least 
annual, risk based

• < 25 yo
• > 25 yo increased risk*                

(no condom, $ for sex)
as above  

(all sites) 
• MSM: annually 
• Q 3–6 mo, high risk

• Baseline, at least 
annual, risk based

All at first visit
o Early 3rd trimester
o @delivery if risk

(all sites) 
• MSM: annually 
• Q 3–6 mo, high risk

• Baseline, at least annual, 
risk based/ local epi

Adopting a Sexual 
Health Paradigm 
2021 NIH

*Increased risk:
New partner
>1 partner

Partner with partners 
Partner with STI



FREQUENCY OF SCREENING 
Body Chlamydia Gonorrhea Syphilis 

USPSTF (Grade B)
o <24 yo
o >24 yo at increased risk   

 evidence  insufficient ( 2021) 

(Grade B)
o <24 yo 
o >24 yo at increased risk 

evidence insufficient ( 2021) 

(Grade A)
o Early screening 
o early 3rd trimester and 

@delivery if at risk 

AAFP
o  <25  
o Older or if at risk

MSM if at risk#

+people

o <25 
o Older or if at risk

 MSM if at risk#

+people

o

 MSM and other adults/ado at risk 
+people 

AAP
o  <25 (annual) 
o Older women/ if at risk+

o MSM: Q3-6mo (partners drugs)
o Hetero- annual 

o <25 (annual) 
o Older women/ if at risk+

o MSM: Annual and Q3-6mths (at risk)
o Hetero- annual 

 @ 3 mo; TOC: Pharyngeal only @14 days

Based on individual risk 
o MSM annually or every 3–6 

months if high risk
o Pregnant people 

ACOG
o  <25 annual
o >25 – risk based 
o -routine
o + annual

o <25 annual
o >25 – risk based 
o - <25 yo or prevalent area
o +  annual

 @ 3 mo /3rd trimester
TOC: Pharyngeal and alternative rx @14 days

• No recommendation for non-
• -1st visit; later in preg and 

@delivery if at risk 
• +  annual

Adopting a Sexual 
Health Paradigm 
2021 NIH



STI TESTING WHILE ON HIV PREP 



• Blood – syphilis or Hep C  
• GC and chlamydia by NAAT (all sites)  

• Pharyngeal 
• Rectal  
• Urine   

oSelf-collected specimen has equivalent 
performance1-3

oSpecimen collection resource:

STI SCREENING 

1. Barbee  J Acquir Immune Defic Syndr. 2016
2 Freeman  Chlamydia /GC pharyngeal infection  STD. 2011
3. Lunny PloS One. 2015 
http://www.cdc.gov/hiv/pdf/prepguidelines2017.pdf



CASE 
• Oral and Perianal lesions 



SYPHILIS 



SYPHILIS CLINICAL PRESENTATION: STAGES  

Golden Update on syphilis: resurgence of an old problem. Jama. 2003   

Case 2019
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TREATMENT
Preferred Alternative Allergic Pregnant 

Gonorrhea Ceftriaxone 500 
mg IM*1

If unavailable,  
Cefixime 800 mg PO, 
single dose

Gentamicin 240 
mg IM*1 PLUS 
Azithro 2 gm PO*1

Ceftriaxone 500 mg 
IM in a single dose

DGI Ceftriaxone 1 gm 
IM or by IV Q24 hr

Cefotaxime 1 gm by IV 
Q8 rs OR 
Ceftizoxime 1 gm Q8 hr

Chlamydia Doxycycline 100 
mg PO BID for 7 
days

• Azithromycin 1 gm 
PO*1 OR 

• Levofloxacin 500 mg 
PO 1x/day* 7 days

• Azithromycin 1 gm 
PO*1 

• Amoxicillin 500 
mg PO TID*7 dy

LGV Doxycycline 100 
mg orally 2x/day 
for 21 days

Azithromycin 1 gm orally 
1x/week for 3 weeks 



• Sequelae: Infertility, rectal stenosis  
• Disseminated GC

oSeptic joints
oEndocarditis

• Cost 
• Microbiome
• Antimicrobial Stewardship 

GC EASILY TREATED, CONSIDERATIONS?  

While international resistance is high, the US has  low rates of ceftriaxone 
resistance, with less than 0.1% of isolates showing "alert" levels.
Neisseria gonorrhoeae Antimicrobial Resistance: The Future of Antibiotic 
Therapy - PMC

https://pmc.ncbi.nlm.nih.gov/articles/PMC10744250/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10744250/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10744250/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10744250/


• Gepotidacin (Blujepa) approved early December 2025
oFirst in class- triazaacenaphthylene: inhibits DNA replication via 

DNA gyrase and topoisomerase IV
oPreviously approved for UTI
o3000 mg PO q12hr *2 doses (1tab=750mg)
oQTc prolongation and DDI

• Zoliflodacin (Nuzolvence) approved mid-December 2025
oFirst in class- spiropyrimidinetrione: disrupts bacterial DNA 

replication via DNA gyrase and topoisomerase IV
o3g *1 dose – granules
oFetal harm and pregnancy loss, testicular toxicity

NEW AGENTS FOR GONORRHEA 

CDI risk



TREATMENT
Preferred Alternative Alternative Pregnant 

Nongonococcal 
Urethritis

Doxycycline 100 
mg PO BID *7 dy

Azithromycin 1 gm *1   OR                         
Azithro 500 mg *1, then 250mg QD* 4 dy

Persistent/ Recurrent 
NGU: test myco-
plasma genitalium

Doxycycline 100 mg PO BID* 7 dy, then 
Moxifloxacin 400 mg PO QD* 7 dy

Syphilis 
Primary/Sec/ Early 
latent  

Benzathine 
penicillin G 2.4 
million units IM *1
(Bicillin L-A)

• Doxycycline (100 
mg PO BID*14 dy)

• Ceftriaxone Ig IM/IV  
QD*10-14dy –
optimal unknown

• Procaine PCN 
600000U IM QD* 
10-14 dy              
(European 2000)

Amoxil 3g/24hr  + 
probenecid 
720mg/24hr  
(divided tid)*14 dys 
*Japanese 286 HIV 
pt –95.5% efficacy 
(CID 2015)

Amoxil 1.5 g/24 hrs 
similar efficacy (STI 
2022) 

Benzathine 
penicillin G 
2.4 million 
units IM*1



TREATMENT
Preferred Alternative Alternatives Pregnant 

Syphilis 
Late latent 3 doses of 2.4 million 

units IM Q wk
(10-14 dy 
interval acceptable) 

Doxycycline (100 mg 
PO BID for 28 dy)

Procaine PCN 
600000U IM qdaily 17-
21 days (European 2000)

Amoxil 3g qd with 
probenecid 750mg qd 
(divided tid)* 28 dy

Ceftriaxone Ig IM/IV 
QD (10-14dys) –optimal 
unknown

If interval 
>9 days 
start over 

Neuro Penicillin G 18–24 
million units /day, 
*10–14 dy

Procaine penicillin G 
2.4 MU IM QD PLUS 
probenecid 500 mg 
orally 4x/day* 10–14 
days

Ceftriaxone I-2g IM/IV 
qdaily (10-14days)                   
– French study lancet ID 
2021 (European 2000)



TEST OF CURE/REPEAT SCREENING 

• Rx all  partners from last 60 days
• No test of cure for non-pregnant, if SOC used
• Pregnancy – test of cure s/p  3 wk after rx then q 3 mo 

/close to delivery



TEST OF CURE/REPEAT TESTING  
Body Chlamydia Gonorrhea Syphilis 

CDC
o < 25 yr  of age
o >25 yr  if  increased risk 

3 months s/p rx

o < 25 yr  of age
o >25 yr if increased risk  

 3 mo s/p rx

as above
• 3rd  trimester 
• TOC: 3–4 wk 

as above 
• 3 mo s/p rx 

  First visit 
• Early 3rd trimester and 

@ delivery if at risk 

(all sites) 
• All in high prevalence local
• MSM: Q3–6 mo 

(all sites) 
• MSM: annually 
• Q:3–6 mo in high risk

(all sites) 
• MSM: annually 
• Q: 3–6 mo in high risk

• Baseline and at least annual, risk 
dependent

• Baseline and at least annual, risk 
dependent

• Baseline and at least annual, risk 
dependent/ local epi

Adopting a Sexual 
Health Paradigm 
2021 NIH



TEST OF CURE/REPEAT SCREENING 
Body Chlamydia Gonorrhea Syphilis 

AAP
•  <25 (annual) 
• Older women or if at risk+

MSM: Q3-6mo                           
(partners and drugs)
Hetero- annual 

• <25 (annual) 
• Older women or pregnant women if at risk+

MSM: Annual and Q3-6mths                             
(at risk)
Hetero- annual 

 @ 3 mo
TOC: Pharyngeal only @14 days

Based on individual risk 

• MSM annually or every 3–6 months if 
high risk

• Pregnant people 

ACOG
•  <25 annual
• >25 – risk based 
• -routine
• + annual

• <25 annual
• >25 – risk based 
•  <25 yo or prevalent area
• +  annual

 @ 3 mo /3rd trimester
TOC: Pharyngeal and alternative rx                      
@14 days

• No recommendation for non 
• -1st visit; later in preg and 

@delivery if at risk 
• +  annual

Adopting a Sexual Health 
Paradigm 2021 NIH



SYPHILIS RPT TESTING AND INTERPRETATION
• Rpt testing at 3, 6, 12 mo

• Primary/Secondary expect:
• 4 fold (2 tubes) decline @ 6 mo
• 6 fold (3 tubes) decline @ 12 mo
• 8 fold (4 tubes) decline @24 mo

• Primary syphilis
• 50% RPR sero-ve at 12mo

(Romanowski AIM 1991)

• 24% -ve FTA/ABS at 2-3 yo
    (Romanowski AIM 1991)



SYPHILIS RPT TESTING AND LP
• Prior recommendation, if failure to respond (< 4fold decline) consider CSF

• If positive rx as neurosyphilis
• If negative, rx as latent syphilis

• 15-20% remain serofast = no change or 2 fold down

• Current CDC expert opinion away from CSF and just close monitoring (MMWR 2021)

• Neuro exam and titers
• If follow up unlikely or RPR >1:32 with no response- Consider retreatment with 3 

doses
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DOXY PEP 



DOXY-PEP: IPERGAY SUB-STUDY (FRANCE)
Study Design
• : MSM on PrEP
• Design: Open-label, 

randomized (1:1)
• :

• Doxy-PEP: doxy 
200mg <24 hr 
after sex

• Control: No PEP

• : 232 total
• 116 Doxy-PEP
• 116 Control

• Follow-up: Median 
8.7 mo        

 (IQR 7.8–9.7)

Molina and ANRS IPERGAY Study Group Lancet 2018  (https://pubmed.ncbi.nlm.nih.gov/29229440/) 

▪ : Any new STI
– 22% with dPEP
– 42% without PEP
 (p = 0.007)

▪  Risk Reduction
– Hazard Ratio: 0.53 

(95% CI 0.33–0.85) 

https://pubmed.ncbi.nlm.nih.gov/?term=ANRS+IPERGAY+Study+Group%5BCorporate+Author%5D
https://pubmed.ncbi.nlm.nih.gov/29229440/


DOXY-PEP: IPERGAY SUB STUDY (FRANCE)

• Doxy-PEP significantly reduced first STI episode:
• Chlamydia

• HR 0·30; 95% CI 0·13-0·70; p=0·006
• Syphilis

• HR 0·27; 0·07-0·98; p=0·047
• No significant reduction in gonorrhea

• HR 0·83; 0·47-1·47; p=0·52

• GI AE in 53% 
participants in dPEP 
group(p=0·05)

Molina and ANRS IPERGAY Study Group Lancet 2 018  (https://pubmed.ncbi.nlm.nih.gov/29229440/) 

https://pubmed.ncbi.nlm.nih.gov/?term=ANRS+IPERGAY+Study+Group%5BCorporate+Author%5D
https://pubmed.ncbi.nlm.nih.gov/29229440/


DOXY PEP WORKFLOW

https://www.cdc.gov/std/tre
atment-guidelines/clinical-
primary.htm#CautionsForD
oxyPEP

https://www.cdc.gov/hiv/pd
f/programresources/cdc-
hiv-npep-guidelines.pdf

• : Gay and bisexual men and trans women 
• : Doxy 200mg *1 dose; within 24-72 hrs of condomless sex

 Give 30 pills
• : Phototoxicity, GI upset, more rarely esophageal ulceration  

• : SOC--- triple site q 3 months 

https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/std/treatment-guidelines/clinical-primary.htm#CautionsForDoxyPEP
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf


DOXY PEP AND REAL WORD EXPEIRNECE
• Gonorrhea 

oLess effective for gonorrhea, lower protection 
rates (12-55%) compared to other STIs
 Harvard Pilgrim Health Care Institute: 12% 

reduction in gonorrhea and 79–80% 
reduction in chlamydia/syphilis

• Antibiotic Resistance (2025)
oDoxyPEP usage is linked to higher rates of:
 Tetracycline-resistant gonorrhea 
 Greater prevalence of antibiotic-resistant 

staph/strep bacteria in the throat



HIV PREP OPTIONS 
Route Population Cost Renal 

CrCL
SE

TDF/F $ >60 GI, Renal, 1% BMD

TAF/F $$ >30 GI, Weight gain, 
Lipid 

Cabotegravir IM $$$ Local pain 

Lenacapavir SC $$$$ Injection site 
reaction 

Effectiveness estimate : ~99% if used as directed

2025 update

2021
guidelines

CDC PrEP



ENDING THE EPIDEMICS: ALL THE CROSSROADS
• Conversations 

• Condoms:
o52% of high school students did not use a 

condom @ last sexual intercourse (2023) 

• Intersection of SUD and STI Strategies: Condom 
Availability Programs 
(CAPs)
 

Sexual health “requires a positive and respectful approach to 
sexuality and sexual relationships, as well as the possibility of 

having pleasurable and safe sexual experiences, free of coercion, 
discrimination, and violence. (WHO)



SUD AMONG PERSONS WITH SYPHILIS 

• Talk chem sex 
• Screen SUD



OTHER STI TO THINK ABOUT
• MPOX

oPrevention - Vaccine -->

• HPV
oVaccine 
 Catch up Age 13-26
 Shared decision making 27-45 -->

oAnal paps



HONORABLE MENTION: TRICHOMONAS VAGINALIS
Adverse outcomes 

• Abnormal PAP and ?risk of Ca, 
pregnancy complications, risk of HIV 
and STI, infertility, PID

Treatment 

• Metronidazole 500mg po bid*7 days
• 2g for any partners within 60 days

• Metronidazole allergy
• Metronidazole desensitization
• Cross reactivity with Tinidazole

Treatment failure
• Non-adherence
• Sex with untreated partner
• Retreatment

Management of resistant trich
• Sample sent to CDC
• Tinidazole PO + topical paramomycin *2 

weeks (Workowski et al)
• $$

 Rx partner with Tinidazole



ADVANCING STI CARE
QUESTIONS   

Kamla Sanasi-Bhola, MD, FIDSA
Kamla.sanasi@uscmed.sc.edu
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