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Addressing Congenital Syphilis With
Point-of-Care Testing in Urgent Care

Urgent Message: Urgent care centers can help prevent congenital syphilis by screening
pregnant patients lacking prenatal records, confirming reactive point-of-care results,
and administering penicillin when follow-up is uncertain.
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Abstract

Purpose: The purpose of this review is to use clinical,
operational, and economic evidence to support
integrating rapid point-of-care syphilis testing in U.S.
urgent care centers. Urgent care centers, despite
becoming a de facto frontline for sexually transmitted
infection (STI) care in key populations, have limited
adoption of point-of-care syphilis testing.

Recent Findings: Epidemiological data reveals that,
although primary and secondary syphilis rates are
falling, congenital syphilis rates are climbing. Clinical
data from emergency department settings show that
opt-out point-of-care testing models increase screening
rates as much as 28-fold (from 2% to 56%), enabling
single-visit testing and treatment. Adoption of the
models, however, may be hindered due to perceived
increased costs and staff time and lack of adequate
models demonstrating workflow and clinical outcomes.
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Summary: To navigate limitations of current tests, we
propose a “test-and-treat” algorithm. A longer-term
solution requires a multifaceted approach: changes to
point-of-care testing reimbursement; creating or
strengthening partnerships between urgent care centers
and public health departments for reporting and follow-
up; and accelerated Food and Drug Administration
approval of additional point-of-care tests targeting
multiple STIs.

Introduction

ongenital syphilis—a preventable outcome of maternal

Treponema pallidum infection—is surging in the United

States primarily due to 3 factors: missed or delayed
prenatal care; missed or delayed screening; and missed
or delayed stage-appropriate treatment.! Congenital
syphilis is often preventable when maternal infection is
diagnosed and treated with stage-appropriate penicillin.
Despite effective treatment, congenital syphilis cases
continue to rise. Patients increasingly rely on urgent and
on-demand care settings for care, where the lack of rapid
point-of-care testing may represent a missed opportunity
for same-day syphilis screening, staging, and treatment.?3
Paradoxically, even as rates of primary and secondary
syphilis in the general population have begun to decline,
congenital cases have continued to rise (Figure 1). As
publicly funded sexually transmitted infection (STI)

clinics reduce services—such as STI screening and
treatment, partner notification, and follow-up care—the
care burden shifts onto the most accessible on-demand
providers.* Consequently, the confluence of reduced
public services and primary care access as well as patient
preference for convenience has positioned urgent care
centers as a point of access for rapid STI diagnosis and
treatment.*>

A 2017 analysis quantified the trend of urgent care
centers being transformed into the main point of access
for STI care, showing that urgent care centers saw a ~2-
fold increase in the number of visits (for chlamydia
and gonorrhea testing) and a >3-fold increase in visits
by persons with diagnosed STIs.® More recent data
demonstrates that the top 1% of urgent care centers in
the United States by STI volume attribute 6% of their
total visits to STI testing.* Leading this increasing patient
volume in urgent care is patient avoidance of the
traditional primary care system; the 2025 Health of U.S.
Primary Care Scorecard found that more than 30% of
U.S. adults lacked a usual source of care in 2022, the
highest level in a decade.” Additionally, an urban urgent
care study of men aged 20-55 years found that 92% of
visits (10,144/10,983 total visits across 6,946 unique
patients) had no documented syphilis testing in the
previous year, regardless of HIV status; 44% of the study
population was uninsured.®

Figure 1. Syphilis Control in the United States, 2020-2024 (Provisional)®
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Congenital syphilis rate (blue line, right Y-axis) increased 83% from 2020-2024. Conversely, the primary and secondary syphilis rate (red line,
left axis) peaked at 17.7 in 2022 before falling to 12.2 by 2024 (a 31% decrease).
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Figure 2. Impact of Opt-Out Screening on Syphilis
Testing Rates for Pregnant Patients in 2 Emergency
Departments**
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Adapting the ‘Test-and-Treat’ Model

The “test-and-treat” model, where diagnosis and
treatment occur in a single visit, can directly address
some of the issues associated with untreated maternal
syphilis. Some states have specific policies aimed at
improving identification and treatment of maternal
syphilis. For example, Colorado codified statewide
requirements mandating healthcare settings—including
urgent care clinics—to offer syphilis screening to
pregnant patients.! Emergency department studies
support the clinical principle that point-of-care testing
and immediate treatment improve screening and
treatment completion rates (Figure 2). An opt-out rapid
point-of-care syphilis testing program in a Houston,
Texas, emergency department resulted in a 28-fold
increase in syphilis testing. The program raised the
syphilis screening rate for pregnant individuals from
2% during the preimplementation phase (where
laboratory-based testing was only performed when
clinically indicated) to 56% in the postimplementation
phase (which included opt-out rapid point-of-care and
laboratory-based testing for pregnant patients without
documented syphilis testing results).!! The intervention
in Houston detected a 3.5% prevalence of active syphilis
(4 positive cases out of 114 tested) and all 4 (100%)

www.jucm.com

patients who tested positive were treated in the
emergency department before discharge. The study
reported that approximately 80% of pregnant patients
found syphilis testing acceptable, with 100% of them
demonstrating a willingness to accept the rapid Syphilis
Health Check (Diagnostics Direct, LLC, Stone Harbor,
New Jersey) test at the point of care.! A similar program
in Chicago, Illinois, yielded an approximately 8.5-fold
increase in screening among pregnant women, from
5.9% of encounters (272 of 4,579) preintervention to
49.9% (2,061 of 4,129) postintervention.!?

“Some states have
specific policies aimed at
improving identification
and treatment of
maternal syphilis.”

The Economic and Operational Case for Adoption

There are several hurdles to the adoption of point-of-
care testing for sexually transmitted infections, such as
unfavorable or nonexistent reimbursement for rapid
testing and the operational costs required to conduct
testing. Some urgent care centers with payer contracts
using Healthcare Common Procedure Coding System
(HCPCS) Level II code S9083 may be financially
discouraged from pursuing point-of-care testing because
of the contractual flat fees or global payments, whereby
the insurer pays a bundled rate for the entire visit
regardless of the clinic’s treatment expenses.!
Reimbursement for a rapid test with separate payment,
depending on the payment model, may not account
for test acquisition, staff time, quality control, and
follow-up. Similarly, some urgent care centers may be
discouraged by capitation models, in which the clinic
receives a fixed monthly payment per patient per
month.**16 Under those payment models, urgent care
centers may be financially disincentivized from
performing screening tests, as they must purchase,
conduct, and document the tests—and provide
treatment when necessary—without receiving any
additional reimbursement. Even urgent care centers
that have fee-for-service payer contracts may find it
difficult to economically justify rapid syphilis testing.
Overall, reimbursement differs based on the insurer,
area of service, and provider-insurer contractual
agreement.
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Table 1. Analysis of U.S. Payment Models and Their Impact on Point-of-Care Test Adoption for Sexually

Transmitted Infections*3®

Payment Model

Mechanism

Resulting Clinic Incentive

Impact on Point-of-Care Adoption

Flat Fee or Global
Payments

Insurer pays a fixed sum for the
visit.

Choose the test with the lowest
cost to minimize impact on profit
margins.

Financial impact depends on
terms of contract and related
costs; using point-of-care testing
may not create separate payment,
reducing clinic’s profitability.

Fee-for-Service

Clinic receives payments based
on each service performed,
including point-of-care testing.

If the difference between the test
cost and test reimbursement is
favorable, the clinic may make a

variable profit performing the test.

Net effect depends on payment,
test costs, staffing, quality
checks, confirmatory testing, and
follow-up costs; total costs may
exceed payment.

Potential Solution

Point-of-care tests reimbursed as
an extra service separate from the

Change focus from cost reduction

to prompt and accurate diagnosis.

Facilitates widespread adoption,
allowing clinics to choose the

flat fee or global visit fee. Ensure
the entire cost of the test is
covered by reimbursement for all
payer contracting models.

best test for each patient,
promoting public health
initiatives.

By way of example, a rapid syphilis test waived under
the Clinical Laboratory Improvement Amendments
(CLIA), reported with Current Procedural Terminology
(CPT) code 86780, might cost approximately $10.50.
The 2026 Medicare Clinical Laboratory Fee Schedule—
basing payment amounts on the weighted median of
reported private-payer rates—averages only $13.24.1718
This $2.74 difference may fall short of covering the
total cost of providing point-of-care syphilis testing
after staff time, quality control, documentation, and
other costs are considered (Table 1).

Despite clear benefits to early detection and
treatment, current payment models continue to hinder
implementation of these evidence-based public health
interventions. Molecular point of care diagnostic tests
for STI screening may soon be widely available, but the
potential for their adoption across urgent care centers
is uncertain.

Improving Outcomes

For clinicians, implementing point-of-care syphilis
testing could lead to improvements in treating cases of
syphilis, treating cases of maternal syphilis, and
decreasing adverse outcomes. Newborns with congenital
syphilis have hospital stays 3.53 times longer (95%
confidence interval [CI], 3.38-3.68) and hospital
expenses 4.93 times higher (95% CI, 4.57-5.32) than
newborns without congenital syphilis.?2 In a separate
2019 nationwide analysis, mean hospitalization charges
for infants with congenital syphilis were $58,502 vs.
$12,592 for unaffected infants.!>%
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Existing CLIA-waived point-of-care testing represents
a reasonably accurate and actionable initial screening
test in persons without prior history of syphilis.>!! Since
reactive treponemal assays cannot distinguish treated
infection from active infection, the National Syphilis
and Congenital Syphilis Syndemic Federal Task Force
recommends combining point-of-care screening with
confirmatory nontreponemal laboratory testing and
clinical staging. For patients with a reactive point-of-
care test who lack documented treatment history,
including pregnant patients for whom follow-up is
uncertain, same-visit treatment may be appropriate
based on clinical judgment (such as an initial dose of
benzathine penicillin G) while confirmatory testing is
pending, with subsequent treatment based on clinical
staging.!1! Stocking benzathine penicillin G may pose
a financial challenge, however, due to several factors
including cost and low-volume use.

Recommendations
To reduce incidence of congenital syphilis, stakeholders
may consider the following strategies:
® Clinicians
e Consider adopting a rapid “test-and-treat”
workflow as described above, prioritizing
pregnant patients—especially those presenting
without documented prenatal screening—as well
as those presenting with signs, symptoms, or
high-risk exposures for sexually transmitted
infections
m Urgent Care Administrators
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‘A test-and-treat model for
syphilis—and potentially other STIs—
may improve access to same-visit
screening and treatment if leaders
from urgent care, policymakers, public
health authorities, and payers are
encouraged to collaborate on
solutions.”

e Consider establishing standing-order protocols
defining patient eligibility, same-visit confirmatory
lab collection, access to benzathine penicillin G,
responsibilities for reviewing pending results and
contacting patients, prenatal and referral
pathways, and reporting

® Policymakers

e Consider separate reimbursement for point-of-
care syphilis screening (CPT code 86780) when
testing is not included in a payment; set reim-
bursement to reflect operational costs and test
acquisition costs

¢ Review payment bundling of tests recommended
by the Centers for Disease Control and Preven-
tion, the U.S. Preventive Services Task Force, and
the American College of Obstetricians and
Gynecologists for all STIs that may financially
discourage suggested tests

u Test Developers, Food and Drug Administration

¢ Expedite the regulatory CLIA-waiver process for
diagnostic tests capable of differentiating active
from previously treated infection

Conclusion

A test-and-treat model for syphilis—and potentially
other STIs—may improve access to same-visit screening
and treatment if leaders from urgent care, policymakers,
public health authorities, and payers are encouraged to
collaborate on solutions.
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