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Introduction 

T
he 2020 CDC STD Surveillance Report showed a de-
crease in reported sexually transmitted infections during 
the early months of the COVID-19 pandemic—quickly 

followed by a resurgence in reported cases of gonorrhea 
and syphilis that surpassed 2019 levels,1 including more 
than 2.5 million cases of chlamydia, gonorrhea, and 
syphilis. Gonorrhea cases rose to 616,392, a 56% increase 
from 2015, while chlamydia cases rose to 1.8 million, 
up 19% from 2015.2 Chlamydia cases declined slightly 
in 2020, but the Centers for Disease Control and Pre-
vention attributed that dip to decreases in screening and 
underdiagnosis during the pandemic (Figure 1). 

The American healthcare system incurs nearly $16 bil-
lion in direct lifetime medical costs (Figure 2)—just for 
the new STIs contracted in a single calendar year.3 

This surge may be due, in part, to recent advances in 
the treatment and prevention of human immunodefi-
ciency virus (HIV). The successes against HIV may have 
caused some to change their attitudes toward condom 

use and other prevention strategies, with the unfor-
tunate and initially counterintuitive result that reducing 
the threat of HIV may be accompanied by increasing 
exposures to other STIs.4 

Both chlamydia and gonorrhea are very common 
among young people, with two-thirds of new chlamydia 
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and half of gonorrhea infections occurring among 
people between 15 and 24 years of age. It has been es-
timated that 1 in 20 sexually active women aged 14-24 
has chlamydia.5  
 
Asymptomatic Infections Are Common; More 
Screening Is Needed 
Chlamydial infections are asymptomatic in 70% to 75% 
of women,6 while gonorrhea is asymptomatic in 50% 
of women.7 This high prevalence of asymptomatic in-
fections led the CDC to recommend routine chlamydia 
and gonorrhea screening for all sexually active women 
aged 15-24, as this population accounts for almost half 

of all new STD infections yearly.6 (See Table 1.) Despite 
public health efforts, current data suggest that only a 
very small percentage of adolescent women are screened 
annually.  A national survey of youth 15–25 years of 
age found that most had never received an STI test; 
only 16.6% of females and 6.6% of males had been 
tested in the past 12 months.8 
 
A Role for Urgent Care 
In the 1980s and 1990s, most STI care was provided in 
dedicated STI clinics. Funding cuts at the beginning of 
this century have led to a decrease in these specialty 
clinics, with almost 80% of STI cases now diagnosed in 
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Figure 1. Weekly Reported U.S. STI Cases: 2020 vs 2019

Source: Centers for Disease Control and Prevention. 2020 STD Surveillance Report. Available at: https://www.cdc.gov/nchhstp/newsroom/2021/2020-std-trend-report.html. 
Accessed October 18, 2022.

Figure 2. Costs Associated with New STIs in a Single Year

Source: Centers for Disease Control and Prevention. Sexually transmitted infections prevalence, incidence, and cost estimates in the United States. Available at: 
https://www.cdc.gov/std/products/infographics.htm. Accessed October 18, 2022.
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non-STI clinics.9 This closure of STI clinics, along with 
generational changes in how younger people access 
healthcare, has increased the utilization of urgent care 
for STI diagnosis and treatment.  

Currently, only 55% of Generation Z (those aged 10-
25 in 2022) report having a primary care doctor. Mil-
lennials (those aged 26-41 in 2022) have a slightly 
higher rate of having an identified PCP (65%), but 24% 
of them admit it has been 5 or more years since their 
last annual exam.10  

The lack of an established provider-patient relation-
ship contributes to adolescents having greater concerns 
about confidentiality and makes them less likely than 
adults to utilize sexual health services. This reluctance 
to seek timely care leads to lower rates of diagnosis and 
treatment in this age group, which in turn causes higher 
rates of disease transmission.11  

This is concerning because C trachomatis (CT) and N 
gonorrhoeae (NG) infections can lead to multiple seque-
lae (which are exacerbated by delayed diagnosis and 
treatment), the most serious of which include: 

� Pelvic inflammatory disease 
� Ectopic pregnancy 
� Infertility 
� Chronic pelvic pain 
� Increased risk for HIV transmission and acquisition 
Because so many infections are initially asympto-

matic, some women don’t exhibit recognizable symp-
toms until complications (eg, PID) have occurred.  

 
2021 CDC STI Treatment Guidelines for CT, NG, and TV 
The 2021 CDC STD Treatment Guidelines6 contain sev-
eral important changes from the previous guidelines, 
released in 2015. See Table 2. 

Presumptive treatment with antimicrobials for C tra-
chomatis and N gonorrhoeae should be provided for 
women at increased risk (eg, those aged <25 years and 
women with a new sex partner, a sex partner with con-
current partners, or a sex partner who has an STI), if 
follow-up cannot be ensured, or if testing with NAAT is 
not possible.6 

 
Rationale for Guideline Changes 
A global surge of antibiotic resistance among bacterial 
STIs, especially gonorrhea, has left ceftriaxone as the 
single reliable drug option for gonorrhea. The change 
to a higher dose of ceftriaxone was based on new phar-
macokinetic and pharmacodynamic modeling that re-
vealed 250 mg ceftriaxone has insufficient MIC to 
adequately treat gonorrhea in all cases. It was also de-
termined that an even higher dose was necessary for 

patients >150 kg.  
The removal of azithromycin as dual therapy for gon-

orrhea was based in part on the CDC’s Gonococcal Iso-
late Surveillance Project (GISP), which found the per-
centage of gonorrhea isolates exhibiting resistance to 
azithromycin increased more than seven-fold from 2013 
to 2018.12 The removal of azithromycin as a first-line 
treatment for chlamydia was based on recent evidence 
that raised concern for its efficacy, especially in rectal 
infections.13 
 
To Treat or Not to Treat? Key Challenges with STD 
Testing Today 
Common STD symptoms, such as dysuria, lower ab-
dominal pain, vaginal discharge, and testicular pain, 
are often not specific enough to make a definitive dia-
gnosis, which makes diagnostic testing a necessity. 

CT and NG are commonly tested for at the same 
time due to similar symptoms and the prevalence of 
co-infections. 

The problem in urgent care is that the vast majority 
of current, routine STI testing must be sent out to a ref-
erence lab, with results often unavailable for 2-4 days 
or longer. Delays in testing for STIs require urgent care 
providers to make treatment decisions without the 
benefit of test results; this poses significant challenges 
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Table 1. CDC STD Screening Guidelines for Chlamydia 
and Gonorrhea6

• Routine screening for chlamydia and gonorrhea infection 
on an annual basis is recommended for all sexually active 
females aged <25 years 

• Annual screening is also recommended for women >25 years 
of age who have a new sex partner in the last year, have 
more than one sex partner, have a sex partner with concur-
rent partners, or have a sex partner with an STI 

• Screening of sexually active young men should be consid-
ered in clinical settings with a high prevalence of chlamydia 

• More frequent screening than annual for certain women (eg, 
adolescents) or certain men (eg, men who have sex with 
men) might be indicated on the basis of risk behaviors. 

• All persons diagnosed with gonorrhea or chlamydia should be 
rescreened 3 months after treatment.

Stewardship Tip!  
The advent of new and more rapid point-of-care CT and NG 
testing will make it easier to exclude co-infection with both 
pathogens. Stick to monotherapy if either CT or NG has been 
excluded by testing. Unnecessary dual treatment adds risk for 
bacterial resistance at both the patient and community levels.
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for patients and providers, along with the potential to 
disrupt the clinic’s workflow. 

Challenges for patients include: 
� Overtreatment: Patients treated presumptively with 

antibiotics who then test negative are placed at 
risk for antibiotic complications unnecessarily 

� Undertreatment: Patients who are not presump-
tively treated with antibiotics, but who then test 
positive, can have disease progression and further 
transmit disease  

� Undertreated patients may be lost to follow-up. A 
recent study found that 20% of patients with pos-
itive CT and NG screening cultures did not return 
to the clinic within 30 days for treatment. Further, 
of those who did return, 30% did so only after 14 
days.14 

� Missed opportunity for expedited partner(s) treat-
ment (EPT) at initial visit  

� Lack of a definitive diagnosis creates a missed op-
portunity for patient education  

 
Providers, on the other hand, may be forced to make 

treatment decisions without benefit of test results. These 
include: 

� Overtreatment: Prescribing unnecessary antibiotics 
which may contribute to antibiotic resistance 

� Provider continuity: New providers must review 
the patient’s medical record before making follow-

up and treatment decisions 
 
Finally, the clinic workflow may be disrupted in the 

following ways: 
� Time burden and cost of delayed results notifica-

tion and follow-up scheduling—eg, gonorrhea-pos-
itive patients (not treated presumptively) will need 
to return to the clinic for CDC-recommended first-
line treatment (IM ceftriaxone) 

� Relaying positive STI testing results over the phone 
is not ideal for patient or provider  

� Patients lost to follow-up 
 
A New Era in STI Testing 
The disadvantages of the prolonged turnaround time 
of CT and NG test results have not gone unrecognized 
by researchers and public health officials. In 2016, the 
World Health Organization developed the Sustainable 
Development Goal of ending STI epidemics as major 
public health threats by 2030.15 In response to the WHO 
goal, the National Institutes of Health has declared 
there is a critical need for the development of innova-
tive, rapid, point-of-care diagnostic tests, new treat-
ments, and vaccines for STIs.16  

Several recent studies have demonstrated improve-
ments in both over- and undertreatment of CT and NG 
when using rapid molecular POC tests vs “send-out” 
nucleic acid amplification tests (NAAT).  
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Table 2. Changes in 2021 CDC STI Treatment Guidelines for CT, NG, and TV6

Neisseria gonorrhoeae Treatment (adults and children 
 >45 kg): 
• First-line—Ceftriaxone (Rocephin): 500 mg intramuscularly 

for persons <150 kg or 1 g intramuscularly for persons  
>150 kg 

• Oral alternative—Cefixime (Suprax): single 800 mg 
 oral dose 

• If chlamydial infection has not been excluded, doxycycline 
100 mg orally twice a day for 7 days

NG Important Changes 
Higher-dose ceftriaxone azithromycin no longer recommended as 
dual therapy

Chlamydia trachomatis Treatment (adults and children  
>45 kg): 
• First-line—Doxycycline 100 mg: orally twice daily for 7 days 
• Alternative—Azithromycin: single dose 1 g orally 
• If gonorrhea infection has not been excluded, ceftriaxone 

500 mg IM is recommended

CT Important Change 
Azithromycin removed as first-line therapy

Trichomoniasis vaginalis Treatment 
• Women first-line—Metronidazole: 500 mg orally 2x/day x 7 days 
• Women alternative—Tinidazole: 2 g orally single dose 
• Men—Metronidazole: 2 g orally in a single dose
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May, et al, found a significant reduction in unnec-
essary antibiotic treatment (overtreatment) for CT/NG 
in subjects tested on a rapid molecular test compared 
with those tested with delayed NAAT.17 

Gaydos, et al,18 also compared rapid CT/NG testing 
vs delayed CT and NG testing. In this study, none of 
the patients in the rapid testing group were under-
treated, compared with 56% who were undertreated in 
the routine testing group. Overtreatment was reduced, 
as well, with only 25% unnecessarily treated in the 
rapid testing group vs 47% in the routine testing group. 

Help appears to be on the way, as indicated by the 
recent clinical trial results of a rapid PCR test for CT, 
NG, and TV in women, which were published in Lancet 
Infectious Diseases (2021). The device had a sensitivity 
of 97.6% and specificity of 98.3% for chlamydia and a 
sensitivity of 97.4% and specificity of 99.4% for gonor-
rhea.19 It received FDA clearance in late 2021 as a point-
of-care test and was also granted a CLIA waiver, making 
it accessible for use in urgent care.  

The availability of accurate and rapid molecular POC 
testing for STIs could help solve many of the challenges 
that delayed testing creates, including the following: 

� Significantly reduce undertreatment and the long-
term consequences of untreated STIs 

� Reduce presumptive overtreatment with unnec-
essary antibiotics 

� Prompter treatment for positive patients, face-to-
face educational window, and quicker opportunity 
for EPT 

� Reduce loss of patient follow-up and negate need 
for an additional visit specifically for test results or 
IM treatment 

� Reduce chances of ongoing community transmis-
sion 

� Reduced staff time spent contacting patients to in-
form them of send-out lab results and scheduling 
repeat visit if treatment needed 

 
Discussion 
Young people 15 to 24 years of age are most at risk 
from the STI epidemic. Because so many CT and NG 
infections are asymptomatic, screening should be per-
formed on at least an annual basis for sexually active 
women in this age group. However, many young people 
do not have annual exams or PCPs, and current U.S. 
screening rates hover below 50%.20 

Unfortunately, readily available low-cost antigen- and 
antibody-detection POC tests for CT and NG are insuf-
ficiently sensitive for screening purposes.16 The recent 
FDA approval of accurate, rapid, molecular POC testing 

for CT and NG with sufficient sensitivity for screening 
makes urgent care clinics well-positioned to become a 
solution to this problem.  

Unfortunately, there is an elephant in the room: 
While molecular POC CT NG tests are much more sen-
sitive and are better suited to screening, they are also 
more expensive. This creates a significant barrier to 
adoption for clinics with flat-fee payer contracts.  

In this type of payer arrangement, the urgent care 
clinic is paid a specified dollar amount for each of the 
payer’s patients they care for. If the clinic wishes to use 
a faster, more accurate molecular POC CT NG test they 
must bear 100% of the additional cost burden of pur-
chasing and performing the test while receiving no ad-
ditional reimbursement.  

A very significant percentage of UCCs have flat-fee 
payer contracts. As such, their patients may be unlikely 
to take advantage of this new technology that has the 
potential to enable a seismic shift in our approach to 
STI treatment and prevention in urgent care. The urgent 
care community’s ability to participate in and bolster 
public health testing and screening initiatives against 
the STI epidemic could be substantially dampened if 
this remains the case. Guidance from health insurers 
on what clinical data and economic endpoints would 
support the use of molecular POC molecular tests in 
our setting would benefit urgent care researchers.  
 
Conclusion 
The STI epidemic emerged during an era of increasing 
bacterial resistance.21 Neisseria gonorrhea resistance is of 
particular concern, with cephalosporins the only remain-
ing drug class still effective for treatment. 

New CDC gonorrhea treatment guidelines now rec-
ommend a higher dose of ceftriaxone, and the removal 
of azithromycin as a first-line treatment. Doxycycline 
remains the drug of choice for chlamydia, with azithro-
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“New rapid molecular POC testing 
devices, if economically feasible, will 

give urgent care providers the ability to 
make earlier and more informed 

treatment decisions, as well as better 
steward their antibiotic use by 

prescribing monotherapy for CT and 
NG when results indicated.”
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mycin now listed as an alternative therapy due to in-
creased resistance.  

The CDC estimates that between 30% and 50% of an-
tibiotics prescribed in outpatient clinics are unnecessary.22 
They strongly encourage antibiotic monotherapy to treat 
gonorrhea and chlamydia when test results are known at 
the time of treatment decision. New rapid molecular POC 
testing devices, if economically feasible, will give urgent 
care providers the ability to make earlier and more in-
formed treatment decisions, as well as better steward their 
antibiotic use by prescribing monotherapy for CT and NG 
when results indicated. Recent studies have shown that 
these tests also have the potential to significantly reduce 
over- and undertreatment with antibiotics.  

Rates of gonorrhea and chlamydia continue to rise, 
and our young people aged 15-24 are most at risk from 
this epidemic. 

Because so many CT and NG infections are asymp-
tomatic, annual screening in this age group is essential 
to stem the tide of STIs. 

Urgent care is uniquely positioned to address the cur-
rent gaps in screening. We should embrace the oppor-
tunity and responsibility of providing screening services 
to this vulnerable population. n 
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“Urgent care is uniquely positioned to 
address  the current gaps in screening. 

We should embrace the opportunity and 
responsibility of providing screening 

services to this vulnerable population.”

TAKE-HOME POINTS

• Annual screening for chlamydia and gonorrhea infection is 
recommended for all sexually active females under 25 
years of age; women over 25 years of age who have had a 
new sex partner within the last year, have a sex partner 
with concurrent partners, or have a sex partner with an 
STI; and for all persons diagnosed with gonorrhea or chla-
mydia 3 months after treatment. 

• More frequent screening may be recommended for both 
men and women on the basis of risk behaviors. 

• First-line treatment for Neisseria gonorrhoeae in adults and 
children >45 kg is ceftriaxone 500 mg intramuscularly 
(persons <150 kg) or 1 g intramuscularly (persons >150 kg). 

• First-line treatment for Chlamydia trachomatis in adults 
and children >45 kg is doxycycline 100 mg orally twice 
daily for 7 days. 

• First-line treatment for women with Trichomoniasis vagina-
lis is metronidazole 500 mg orally twice daily for 7 days. 

• First-line treatment for men with Trichomoniasis vaginalis is 
metronidazole 2 g orally in a single dose.


