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Describethe most
commonsSTls, including
clinicalsigns, testing, and
treatment

Summarize STI
surveillancedata with
emphasis on Oklahoma

Ide ntif; it trend d
N e :/‘Curren(‘ren san Note: Will foc us on
fnnovative practices adolescents/adults

related to STIs
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Centers for Disease Controland Prevention (CDC)

CDC Sexually Transmitted Infections Treatment
Guidelines, 2021

National STD Curriculum (highly recommend)

Willsite if from other source

National Overview: 2023

+ Over 24million ca ses of syphils, gon o hea , an d ch lam ydia

+ 208,000 ¢ases of sypHills
© 3,882c ases of congenital syp hlis, | eading to 279 s tilbth s an d ne ona tal/infantd eaths.

* Over 600,000 case s of gonorih ea

+ Over 16million ca ses of chla mydia

+ 39,201 new IV dia gno ses amon g 13y/0 and old er
© 81%malesand6 6% attrbute d o male-to-male se w al c ontact
© 38 %Black /Affica n American persons
o 51%residinginSo uthattime of disgn osis.

+ 4,49 HI Ve late dde aths

* 1,132,739 persons 13yloand olde rlivin gw ith HIV

CDC Screening Guidelines

+ Gene ml STI testing recommendations
o Allsexa lyactive persons 13-64annual HiVtesting
o All sexua lya ctive women <25y/oannual gonorrheaand chlamydia
= Withrisk factors (new/muitiple partners_expasivetnST_positive STI) >25y/o
o Everyonewhois pregnant: syphilis, HIV, h epatitis B& C early in pregnancy
* Repeatifneeded laterinpre gancy
= Ifatrisk, test for gonorrh eak hlamydia
© Menwhohave sex with menannual HIV,syphilis gon orrhea, chlamydia
= Every 3-6months if multiple or ano nymo us partne s
o Annual HIVif shares injection dru g equi pment
o Throat andrectal testingif engagein oral or ana lsex




CDC Screening Guidelines

Specific population categories ——————————

* Women

* Pregnant women

* Men who have sex withwomen

* Men who have sex with men

* Transgender and gender diverse persons
* Persons with HIV

’7 Specific by disease —‘
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Risk Assessment: The Five P's

To understand

. * Partners
your risk for * Areyou currently having sex of any kind?
* Whatisthe genders of your partners? AMAB? AFAB?
STls, | am Both?
A « Any newpartners since the last time you were tested
goingto ask for STis?
you some * Practices

* Whatkind of sex do you have? Vaginal (penis in
vagina)? Anal(penisinrectum/anus)? Oral (mouthon
penis/vagina)?

specific
questions

Risk Assessment: The Five P's

To understand
your risk for
STIS, | am .p::ﬁﬁaymsns
gOi ngto ask «Howyouever been ested for STIS/HV?When was thelasttime? Have you
ity ? trers i tive ?
«Pregnancy Intention =
yOU some Do yau thirk you woud like o have(more) chilcren inthefuture?
+Howimpartart isit oy ou to prevert mregnancy (il then)?

S peCifiC *Are you o yourpartrer using contracepti on or any form of b thcontrol?
N *Woud you like to talkabout waysto prevert pregnancy ?
questions

*Protection
Do you andyourpartner dscuss prev ertionof STI/ HIV? Geting te ste d?
“What youuse?C vs
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Clinical Resource -,

STI
Treatment
Guide
Mobile App

Pictures to Follow | -

Used for edu cational purposes. Available
online and cited.

| chlamydia (€T)

* Intercellular bacterium similar to gram-negative organism Chlamydia trachomatis
* Oklahoma: 19,104 in 2023

« 25thin US with arate 0f471.3/100,000 population

+ National average rate of 492.2

* Most frequently reported bacterial infectious diseasein US

* Prevalence highest <24 y/o

+ Transmitted via sexual contactwith incubation 7-21 days




Chlamydia (CT)

+ Canlead to pelvicirflammatary disease (PID), ectopic pregnancy, and infertiity
* Asymplomaticinfeclion canmon

+ Clinicalsxs:

o

o

o

Cervicitis, urethiitis, proctitis, conjnctivits

AFAB:M ucop ical discharge,endocervical Heeding, dysuria, utinary frequency
= Vague:abdominal discomfort, spotting

AMAB: Dysuria, urethral discharge (clear, mucoid, mucopurlent)
= Epididymitis:scrotalpain, epididymal swelling, tenderness

Orcpharyr ustal ute tonsillitis/pharyngitis, dry/pruritic throat

Rectal: ustallyasymptomatic, proctitis with rectal pain, mwoid/hemorrhagic discharge,
fever, tenesmus (urge to have BM)
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Chlamydia (CT)

* Testing
o AFAB: vaginal/cervical swabs (optimal) orfirst-void urine
o AMAB: first-void urine (optimal) orurethral swab
o NAATs (nucleic acid amplification test) are most sensitive tests
o Vaginal swabs collected byclinician orself-swab
o Can perform NAATin cytology specimens for Pap smears
o Considerrectal (self-swab) and oropharyngealif receptive analoral

intercourse

Chlamydia (CT)

* Treatment:
o Recommended: Doxycycline 100mgpo 2 times/day for 7 days

o Alternative: Azithromycin 1g po single dose (pregnancy, allergy, acherence

concerns)
* Levofloxacin 500mgpo once daily for 7 day

o Doxycycline more efficacious forrectaloropharyngeal




Chlamydia (CT)

« Follow-up:
o Abstainfromintercourse for 7 days after single-dose or until 7-day regimen +sxs
resolve
o Al sex partners treate dif sexualc onta ct within 60 days of sxs onset or CT diagnosis
= Treat mostrecent sex partner regardless of timing
= Consider expedited partne r treatm ent (EPT)
© No testof cure neede dunless pregnancy (4 wee ks po st-treatm ent)
o NAATs at <4 weeks after treatmentnotrecommendedd/t presence of nonviable
organisms andfalse-positive results
o Retestin 3months after treatment
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Gonorrhea (GC)

Gram-negative bacte rium Ne isseriagonor rhoe ae
Oklahoma: 6,905 in 2023
20thinUSwith arateof 170.3/100,000population
National average rate of 179.5
2ndm ostfrequently reported bac teria  infec tious diseaseinUs
Transmitted via sexual contactwith inc ubation1-14 days
Antim icro bial-resistanc
o Fluoroguinolones nolonger used, cephalosporins only
o Cefixime effective ness waning (note this)

Gonorrhea (GC)

+ Canlead o pelvici lammatory disease PID), ectopic pregnancy, and ifertlty

* Asmpnmaicinicionccmmon
* Clinicalsxs
o Cenicitis, urethiitis, proctiti s, conj nctivit s
o P dschage, bleedng
. b d abcbmind discamfort Heed
* Barthding andinfecti ons: Unilateral fluid-fi lled cystor painful,tenderabscess on labia
o AMAB: Uretrit urthrl dert)

= Epididymits:sorotal pain epi ddymal swel ling, enderress
© Orpharyrged: us ally asymptamatic, mild sorethraat, tonsilitis/pharyngitis, feves, cervical adenitis (exucative
phanyngisisrare)

o Rectal:usally asymptomati ¢, proctitis with recta pain, T pruitis,
o haveBM)




Gonorrhea (GC)

* Testing
o AFAB: vaginal/cervical swabs (optimal) orfirst-void urine
o AMAB: first-void urine (optimal) orurethral swab
o NAATs (nucleic acid amplification test) are most sensitive tests
o Vaginal swabs collected by clinician orself:swab
o NAAT in cytology specimensfor Pap smearsnot in CDC guidelines

o Considerrectal (self-swab) and oropharyngeal if receptive analoral
intercourse

o Culture and antimicrobial s us ceptibility testing if treatment failure
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Gonorrhea (GC)

* Treatment:
o Recommended: Ceftriaxone 500mg IM single dose (<150kg or ~330lbs)
= Ceftriaxone 1g M single dose if >150kg
= Treat for CTifnot excluded
o Alternative dueto cephalosporin allergy: Gentamicin 240mg IM single dose
AND Azithromycin 2g po single dose
o Ifceftriaxonenot available/feasible: Cefixime 800mgpo single dose (do not
use with phary ngealinfection)
* Refer toinfectious disease if pharyngeal and cephalosporin allergy
o PCN cross-reactivity rare with third-generation cephalos porins (<1%)

Gonorrhea (GC)

* Follow-up:
o Abstainfromintercourse for 7 days aftersingle-dose + sxs resolve
o All sex partnerstreated if sexual contact within 60 days of sxs onsetor
GCdiagnosis
= Treat mostrecentsex partner regardless of timing
= Considerexpedited partnertreatment (EPT)
o Notest of cure needed for urogenital/rectal
o Testofcure for pharyngeal at7-14 (recommended) days posttreatment
o Iftreatment failure, referto infectious disease
o Retestin 3 months after treatment




Trichomoniasis (Trich)

Protozoan parasite Trichomonas vaginalis
Estimate dto be most com mon curable STl worldwide

2.6 million personsin US (based on population surveys)

Prevalence is 2.1% of females and 0.5% of males

Prevalence at STDclinic in Birmingham, ALwas 14.6% of women and 9.8% of men
Prevale nce rate samefor>24 yb and <24 y/o

Transmitted via sexual contactwith inc ubation5-28 days

Fomite transmission possible (think sex toys)

Higher risk forwomen with BV and lowerrisk for men whohave sex with men
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Trichomoniasis (Trich)

Associated with preterm birth, premature rupture of membranes, and infants
who are smallfor gestational age
Clinical sxs:

o AFAB: Frothy grayoryellow-green vaginal discharge, pruritus, and
dyspareunia

= Cervical punctate hemorrhages or "strawberry cervix" (<5%)
o AMAB: Usually asymptomatic
= Rarely prostatitis orepididymitis

Trichomoniasis (Trich)

Testing:
o AFAB: vaginal/cervical swabs (optimal) orfirst-void urine
* Immediately viewed wet mount (low sensitivity at 44%-68%)
o AMAB: first-void urine (optimal) orurethral swab
o NAATs (nucleic acid amplification test) are most sensitive tests
o Vaginal swabs collected by clinician orselfswab
o Can perform NAATin cytology specimens for Pap smears

= Ifincidental finding, not considered diagnostic, should be retested
to confirm

o Should be performed forwomen seekingcare for vaginal discharge




Trichomoniasis (Trich)

* Treatment:
o AFAB: Metronidazole 500mgpo 2 times/day for 7 days
o AMAB: Metronidazle 2gpo single dose
o Alternative: Tinidazole 2g single dose
o Nitroimidazoles onlyclasswith clinically demonstrated efficacy
o Note: Metronidazole gel DOES NOT reach therapeutic levels
o Pregnancy: test and treatwith metronidazole
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Trichomoniasis (Trich)

* Follow-up:
o Abstain fromintercourse for 7 days aftersingle-dose oruntil 7-day regimen +
sxs resolve
o All sex partnerstreated if sexual contact within 60 days of s»s onsetor CT
diagnosis
= Treat mostrecentsex partner regardless of timing
= Considerexpedited partnertreatment (EPT)
o Retestin 3 months after treatment
o Ifpersistentinfection, request kitfrom CDC fordrug-resistance testing

Urethritis

+ Urethralinflammation

+ Clinical sxs: dysuria, urethral pruritis, discharge (mucoid,
mucopurulent, purulent)

+ STl causes: GC/CT/Mgen/trich (rare in men)

* Testand treat for GC/CT

* Ifsuspectnongonococcal urethritis: doxycycline 100mg po 2 times/dayfor7 days
o Alternative: Azithromycin 1g po single dose




Cervicitis

+ Two diagnostic sxs (can have either/both}; 1) purulent or mucopurulent endocervical
exudatevisible in endocervical canal and 2) easily induced by g ntle passage of cotton
swabthroughcervical os

« Clinicalsxs: abnormal vaginal discharge and intermenstrualvagina | bleeding, e specially
after sex

STl causes: G C/CT/trich/Mgen/HSV
Assess for PID
+ Testfor GC/CT/trich, consider Mgen

If highrisk, treat withd oxyc yc line 100m g po 2 time skl ay for 7days
o Alter native : Azithrom ycin 1g posingle dose
o Consider GCtreatment
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Proctitis

* Inflammation of rectum

+ Clinicalsxs: anorectal pain, tenesmus, and rectal discharge

+ Associated with receptive anal exposure (oral-anal, digtal-anal, orgenital-anal)
* STl causes: GC/CT/syphilis/HSV

+ Should be examined by anoscopyif possible

* TestforGC/CT/syphilis/HSV

+ Treat acute proctitis for GC/CT

o Ifbloody discharge, perianalulcers, or mucosal ulcers with positive rectal CT,
extend treatment to doxycycline to 21 days

Epididymitis

« Acute: pain, swe lling, and inflammation of epididymis that has lasted < 6 weeks
« Clinical sxs: unilateral testicular pain/tend erness, hyd o cele, and swelling

Consider testicular orsonif sudde nonset

STl causes: GC/CT/Mgen

Assoc iatedwithinsertive partn er during anal sex

Test for GC/CT

« Treatacute epididymitis mot likely due to GC/CT

o Ceftriaxone 500mg IMsingle d ose and doxycycline 100mg po 2 times/dayfor 10 days

o If practice in se rive sex ad d levofloxacin 500mg po daily for 10d ays for enteric orga nisms
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Pelvic Inflammatory Disease (PID)

* Infammatory disorder of upperfemale genital tractincluding endometritis,
salpingitis, tubo-ovarian abs cess, and pelvic peritonitis
. Conjmoriy caused by GC/CT altthough trend isdecreasing with ~50% testing
positive
o Other causes: vaginalflora, BV, trich, Mgen
* Maybe subtle sxs orasymptomatic
+ Diagnosis: Pelvic/lowerabdominal pain + one ormore of the following on pelvic

exam 1) cervical motion tenderness, 2) uterine tenderness, and/or3)adnexal
tenderness
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Pelvic Inflammatory Disease (PID)

+ Diagnosis: pelvic/lowerabdominal pain +one or more of the following onpelvicexam 1)
cervical motionte nde mess, 2) uterine tendern ess, and/or 3) adnexal ten dern ess
« Other considerations:
o Omltemperature >38 3°C (>101°F)
© Abnormal cervica | muc opurulent discharge or cervical friability
o Presenceof abundant numbers of WBCs on saline m icroscopy of vaginal fluid
o Elevated erythrocyte sedimentationrate
o Elevated C-reactive protein
o Positive GC/CT

Pelvic Inflammatory Disease (PID)

* Treatment: empiric, board-spectrum cover age
+ Ifmild-to-moderate (severe referto ER forIVtherapy):
o Ceftriaxone 500mg IMsingle dose PLUS
o Doxycycline 100mg po 2 times/day for1ddays WITH
o Metronidazole 500mg po 2 times/day for 1ddays
* Follow-up: clinicalimprovement <72 hours
o Refer forhospitalization if no improvement
* IfIUD, greatest riskwithin 3 weeks of insertion
o Donot needtoremove, cantreat
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Reminders of Other Complications

« Peiitepatitis (Fiz-Hugh-Cuttis Syndrome)

o Inflammat on of liverdue to CT/GC

o RUQ pain,n/v,fever, PID
+ Reactive arthitis(Reither's Syndome)

© 3-6 weeksafter urcgenital CT

o Corjurctiitis, urethitis, digioathrits, skin lesions, balanit swith red, ring-shaped lesions
* Disseminated gonococcal infection (DGI)

© More common in women after menstruation and dufingpregnancy

o Petechial/pustular skin lesionson extrem ties, asym metiic polyarthralga, tenosynovitis,

oligoarticular septic arthritis, endocardit's, meningi s
© Requires hospitalization
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Syphilis

+ Systemic disease caused by spirochete bacterium Treponema pallidum
* Oklahoma:1,121in2023

+ 6thin US with arate 0f27.7/100,000 population

* National average rate of 15.8

+ Transmission when lesions and rash present (usually within first year)

+ Transmission during pregnancyvia transplacental passage or contact during
delivery

Syphilis

Drt ntortags b clondin s s wichg s et
Sniemin s oo atad hfeton(biKEAteE md mral o

Nl e darshils mdaosphiscmos @ my o
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Syphilis

« Clinicalsxsof neurosyphilis ocular syphilis, and otosyphilis
o Sewereheadache
o Musc le wea kness and o trouble with muscle move ments
o Stiff neck
o Change s toyour mental state (trou ble foc using, confusion, personality change)
and/or dem entia (problems with m emory, thinking, and/or decision making)
o Eye pain andbrredness
o Changes in your vision orevenblindness
o Hearingloss
o Ringing, buzzing, roaring, or hissingintheears ("tinnitus")
o Diziness orvertigo (feeling like youoryour sur roundings a re moving or spinning)
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Syphilis = :

Syphilis

* False positive nontreponemal may be due to HIV, autoimmune conditions,
vaccinations, V druguse, pregnancy, and olderage
o Confirmation with treponemal test
* Use nontreponemal testantibodytiters for disease activity, monitoring treatment
response, andreinfection
« Titers usuallydecrease after treatment (atleastbyfourfold) and mightbecome
nonreactive over time

13



Syphilis

« Treament:
o Primary/secondary:Benzathine penicillin (BCN) G 2.4 milin units M single dose
= Atternative: Doxycycline 100m g2 times/cay for 14 days
o Eatylatent BCN2.4 million units M single dose
o Late latent or unknown duration:BCN 2.4 million units IM single dose for 3 doses at1-week intervals
(total7.2 million units)
= Alternative for latent orunknown duration: Doxycycline 100m g2 timesday for 28 cays
o Tertiary reeds CSF examination
« Jaiisch-Herxheim erR eaction
o Acute fetrile react on within first 24 hours dtertreatment
o Feverheadache,myalgia
o Suppottivecareand ant pyretics
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Syphilis

* Follow-up:
o Abstain fromintercourse for 7 days aftertreatment completion and lesions
have resolved
o Allsexpartnerstreated if sexual contact within 90 days of diagnosis
o Ifsexual contact>90 days, testor treat if testing notpossible
o Retestin 6 and 12 months aftertreatment
= 24 nonths if latent and unknown duration

+ ContactOklahoma Health Department Disease Intervention Services for
guidance

Human Immunodeficiency Virus (HIV)

* Retrovirusthatinfects CD4+ Tlymphocytes
* Oklahoma: 380 new HNV infections in 2022
* Rate 0f11.4/100,000 population
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Human Immunodeficiency Virus (HIV)

+ Acute sxs: fever, malaise, lymphadenopathy, pharyngitis, arthritis, skin rash
o Can be asymptomatic
o Highly infectious
* Chronic depletes CD4+ Tlymphocytes
o Cantake years-decade
* Untreated HV leadsto symptomatic, life-threatening immunodeficiency or
acquiredimmunodeficiency syndrome (AIDS)
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Human Immunodeficiency

Virus (HIV) L ¥ HIV Testi for Serum or

HIV-112 antigeniantibody combination immuncassay

*) -
Negativetor HIL1 and -2
antiodies andp2d Ay

HIV-HIV-2 antibocy differentistion immuncassay

HvA (3] HA () HVA[)  HIVA [ or indeterminate
HV2 () V2 [4) HV24) WV ()
BN antivodes. K2 antlodies IV antibodies |
detected detected S AT

HIV-A MAT (4] HIV-1 NAT [}

Acute HV-1infocion  Wegativefor KV

Human Immunodeficiency Virus (HIV)

* Antigen/antibodytests: detectin 18-45 days af ter exposure
o Fingerstick: 18-90 days

+ Antibodytests: detect in 23-90 days af ter exposure

* NATs (RNA): detect in 10-33 days af ter exposure

15



Human Immunodeficiency Virus (HIV)

+ Referfortreatmentto HIV clinical care provider
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PrEP and PEP

PrEP: Pre-Exposure Prophylaxis —

* Medication to prevent HV
* Dailyoral or long-actinginjectables
* Canreduce risk from sex by 9% and by 74% if from IV drug use (hivgov)

PEP: Post-Exposure Prophylaxis —

* 28-day course of oral HIV medications
* Startas soon as possible and up to 72 hours
* Canreduce risk bymore than 80% (hivinfo.nih.gov)

I Herpes Simplex Virus (HSV)

« Chronic lifelongviralinfection: HSV-1 and HSV-2

* Genital herpescause by HSV prevalence unknown
o0 HSV-1 has replaced HSV-2 asleading cause of first-episode genital herpes
o Likely several million prevalent genital HSV-1 infections
01n2018, 572,000 persons 18-49 y/o newlyacquired HSV-2 infectionswith an
estimated 18.6 million persons livingwith HSV-2
o Data from National Health and Nutrition Examination Survey (NHANES)
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Herpes Simplex Virus (HSV)

* Clinical sxs:
o Painfulvesicularor ulcerative lesions, dysuria, itching, va ginalurethral disc harge,
tender ade nopathy
o Primary outbrea k most severe
o Lesionslast2-3 weeks without treatm ent

+ Transmission:
o Sexual contact orsubclinical viral shedding

+ Cycles betwe en late ntinfection andre activation
« Viral shedding more frequentthe firstyear of infec tion the ndecre ases overtime

* Recurrenc es and viral shed ding more com mon withHSV-2

Herpes Simplex Virus (HSV)

- Testng:
© Type-specific virlo gic testing fro mle sion w ith NAAT (pre fer red) o o ult e
* Scrap base of e sionwi thswa b
o Type-specific antibo dy ser olog ic testing ca n aid in di agno sis in ab sen ce of genital les ions
+ Antib odiies de velop in ir stwes ks afterin fection and per sistin def inits |y
* Presence of HSV-2impli es ano gen ital infec ton

+ Presence o HSV-1 does notdiffe ren tiat e be twee n oral an d gen ital in fec tion
+ HSV-1may be o linfe ction ac quiredin chil cho od
* Useforscreeningis NOT recommen ded
* Whe ntouse serolo gic te stin gf or HS V-2
+ Recurme nt/atypical ge nita L sxs.
+ Lesions withn egatie HSV NAAT/culture
+ Clinical d iagno sis with outLab ora tory co nfir ma ton
« Pamnerhas genita Lher pes

Herpes Simplex Virus (HSV)

+ Teament:
o Antiviral medica tion
= Acyclovir
= Valacyclovir (betie rabsorption, less frequent d osing)
= Famciclovir (ess effe cive forviral shedding)
o Initialo utbreak for 7-10d ays
o Long-term therapy for episodic treatment for 1-5days
o Long-term therapy with d ailysu ppressive treatment
= Reduces recurrences by 70%-80%
= Valacyclovir has onc e daily dosing
o Topical not recommend ed

17



Human Papillomavirus (HPV)

+ ~150 types of HPV havebeenidenti fied

o @ infectgeritdarea

© Most self-imited andasymptoratic

o Highriskorcogeric HPV(eg, types 16/18)cause most cervicdl, penile, vulvar, vagind, anal,ard aropharyrgeal

carncers

o Othertypes (e.g,6/11) causegerita warts
* HPVprvaenceurknonn

© 0% infectionsare dinical silert andwill resolveontheirown

o In 2018, estimateof 13milionnew HPVinfections

= 69milion inmen,6.1 milionin women

© Datafrom NationalHealthand Nuti ionExamination Strvey (NHANES

. rewHPV-atr year20122016

« Tansmissionthrough skin-to-sk ncontact

9/21/2025

Human Papillomavirus (HPV)

* Prevention with HPVvaccines
o 9-valentvaccine (Gardasil) preventstypes 6, 11,16, 18,31, 33, 45,52, and 58

= Types 16/18 66% of all cervical cancers
= 5 additionaltypesfor another 15%
= Types 6/11>90% of genital warts
= Recommend routine HPVvaccination for all adolescents at11 or12y/o
= Catch until 26 y/o and clinical decision-making for 27-45y/o
= 2doses if>15yb and 3doses<15y/o

Human Papillomavirus (HPV)

| Mabie App

« ASCCPAppfor cervical cancer guidelines and
recomme nda tions
+ USPSTFscreeningguidelines:
o Paponly 21-29 yb every 3 years
o Pap+ HPV 30-64 yb every 5 years
© Do NOT scree nyounger than 21 yb

et Guidin
Is Norw Awadable
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Human Papillomavirus (HPV)

« Types of anogenital warts:
© Condylom ataa cumina ta (cauliflo wer-like a pp earan ce, skin-colored, pink, or
hyp erpigmen ted)
o Smoothpapule s (dome-sha ped and skin-colo red)
o Flat papules (mac ular or slightly raised, skin-co o red, sm ooth surfa ce)
o Ke ratotic warts (resem ble commonwarts)
« Treatment:
o Patient-applie d: Imiquimod cre am, podo filox solution/ge |, sinec atechins ointme nt

o Provider-administere d: trichloroace tic (TCA)/bichloroace tic BCA) acid, cryoth erapy,
surgical rem oval
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Hepatitis B and C

* Hepatitis B:

o Screenalladults>18y/o at least once in theirlifetime with triple panel test
* Hepatitis C:

o Screenalladults>18y/o at least once intheirlifetime

Trends: Mycoplasma Genitalium (Mgen)

* Member of Mollicute Class of bacteria
* Prevalence lowerthan CTbuthigher than GC
o Data from National Health and Nutrition Examination Survey (NHANES)
+ Transmission through sexual contact
* Clinicalsxs:
o AFAB: vaginitis /cervicitis, urethritis/dysuria, PID
o AMAB: urethritis/dysuria
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Trends: Mycoplasma Genitalium (Mgen)

+ Testing:
o NAAT for Mgen
o AFAB: endocervicaland vaginal swab
o AMAB: urine and urethral swab
o Testmen with recurrent urethritis
o Testwomen with recurrentcervicitisand consider with PID
o Screening of asymptomatic is NOT recommended
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Trends: Mycoplasma Genitalium (Mgen)

* Treatment:
o Limited available antimicrobials available to treat(no rigid cellwall)
o Ifresistance testingis NOT available
= Doxycycline 100mgpo 2 times/day for 7 days FOLLOWED BY
= Moxifloxacin 400mgpo once daily for 7 days
* Follow up:
o Testofcure not recommended
o Testpartnersifsymptomatic, can treatpartnersif testing not possible

Trends: Mycoplasma Genitalium (Mgen)

* Ureaplasma urealyticum and Ureaplasma parvumis a subclass
o Notenough evidence to inkwith diseasesyndromes
o Per UpToDate: doesnotcause vaginitis
o Partofnormalgenital flora
o Has been linked to complications in pregnancy
o TreatmentperUploDate: doxycycline 100mg po 2 times/day for 14 days
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Trends: Is Bacterial Vaginosis a STI?

* Vagnalinfection when nomal Lactobecillus is replaced with anaerobic bacteria, G. vaginalis and other
species
« Associated with mult ple sex partrers, female partners, new sexpartrer, lackof condom use, dauching,
menses
« Protective factors:condam use, drcumcised male parters, orl contmceptives
* Diagnosiswith Amselcriteria (rquires3 out of4):
© Homogeneous, thin dscharge (milk-like cansistency) that smoothlycoats the vaginalwalls
o Clue cells (e.g. vagina epithelialcells studded with adherent bacteria) on mi croscopic examination
o pH ofvaginalfluid >4.5
o Afisty odorof vagina discharge before orafter addition of 10% KOH (.., the whiff test)
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Trends: Is Bacterial Vaginosis a STI?

* Treatment:
o Metronidazole 500mg po 2 times/day for 7 days
o Metronidazole gel 0.75% intravaginally once daily for 5 days
* Treatmentin men?
o Penile flora may harborBV causing bacterial species
o Studyfound that recurrence rate of 35% if both partnerswere treated vs 63%
recurrence rate ifonly female treated
o Twice daily400mg po metronidazole + 2% topical clindamycin applied to
penisglans and upper shaftfor7 days
o Vodstrcil, LAetal. NEngl) Med. 2025

Trends: Expedited Partner Therapy (EPT)

* EPTpermissible in OKasof 11/1/2024

+ "[A]health care provider who clinically diagnosed a patient with a sexually
transmitted infection may provide expedited partner therapyif, in the
professionaljudgment ofthe health care provider, the patient's sexual partner is
unlikely orunable to present forexamination, testing, and treatment ”
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Trends: Doxy-PEP

+ CDCsites 3 large randomized controlled trails among men who have sexwith
men (MSM) and transgender women (TGW) that
demonstrated significant reduction inriskof bacterial STIs(CT/GC/syphilis)
+ Counselwith at risk populations: gay, bisexual, and otherMSMand TGWwith
history of at least one bacterial STl in past 12 months
o Use shared-decision making with other at risk populations

* Doxycycline 200mg po once within 72 hours of condomless sex

Innovative Practices

* POCT CT/GC/trich: Results in ~30 minutes
+ POCT HIV/syphilis: Resultsin 15-25 minutes
+ Oklahoma Health Department Rapid Start Program for HIV
* Tulsa County STl Taskforce
o Community-wide STl plan
* Oklahoma PEP/PrEP Hotline
+ Centralized folow-up
* Others?

Mandated Reporting

* Do notforget toreport!
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Questions?
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