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Chlamydia and Gonorrhea 

• Chlamydia 
• Most commonly reportable STI 
• Rates decreased due to Covid but have been increasing 
• Highest rates in young females 

• Gonorrhea 
• Second most reported STI 
• Rates have continued to increase 
• Highest rates in males 
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Chlamydia, Gonorrhea, and Early Syphilis* California Incidence Rates, 
2002–2021 

* Early syphilis includes primary, secondary, and early non-primary non-secondary syphilis. 
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Chlamydia, Incidence Rates by Gender, California, 2002–2021 

Screening guidelines recommend routine screening for specific populations, therefore higher rates of reported cases may in part reflect 
the targeted nature of screening programs. 
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Chlamydia, Incidence Rates by Age Group (in years) and Gender, 
California, 2021 

Age was “Not Specified” for 0.09% of female cases and 0.11% of male cases in 2021. 
Screening guidelines recommend routine screening for specific populations, therefore higher rates of reported cases may in part reflect the targeted nature of 
screening programs. Prepared by CDPH STD Control Branch 6 
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Chlamydia, Incidence Rates by Race/Ethnicity and Gender, 
California, 2021 

AI/AN = American Indian/Alaska Native, NHPI = Native Hawaiian/ Other Pacific Islander 
Race/Ethnicity was “Not Specified” for 54.25% of female cases and 47.12% of male cases in 2021. 
Screening guidelines recommend routine screening for specific populations, therefore higher rates of reported cases may in part reflect the targeted nature of 
screening programs. Prepared by CDPH STD Control Branch 7 
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Gonorrhea, Incidence Rates by Gender, California, 2002–2021 
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Gonorrhea, Case Counts and Incidence Rates by County, California, 
2021 

Gonorrhea Cases Gonorrhea Rates 
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Gonorrhea, Incidence Rates by Age Group (in years) and Gender, 
California, 2021 

Age was “Not Specified” for 0.2% of female cases and 0.15% of male cases in 2021. 
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Gonorrhea, Incidence Rates by Race/Ethnicity and Gender, 
California, 2021 

AI/AN = American Indian/Alaska Native, NHPI = Native Hawaiian/Other Pacific Islander. 
Race/Ethnicity was “Not Specified” for 35.24% of female cases and 30.51% of male cases in 2021. 
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SEXUALLY TRANSMITTED DISEASES CONTROL BRANCH 

Get STI testing today! 
Most STls are easy to treat, and testing is fast and easy. Learn More 

Take charge of your sexual health! 
Your sexual health is an importan t part of your overall health. Taking charge of your sexual health is simple and can help you avoid serious hea lth issues 

in the fu ture. If you 're having sex, you should establish a sexua l health routine that consists of screening, testing, vacc ination, and regular visits with your 

heal th care provider. Your sexual health routine will provide peace of mind while protecting you and your community. 
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Fi nd Se rvice·s INear You 

 Information and Resources 

 https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/std.aspx 

 https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/STI/Sexual-Health.aspx 

 STDCB@cdph.ca.gov 
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Think STIs: 
and Tools to Prevent Them 

May 2024 

Kurtis B. Mohr, MD, AAHIVS – CDPH STD Control Branch 



  
  

  
 

   
  

         

Learning Objectives 

1) Understand the importance of a good Sexual History and 
keeping sexually transmitted infections (STIs) on your 
differential. 

2) Review resources for accurate information regarding STI 
screening and treatment guidelines. 

3) Integrate biochemical prevention tools (e.g., doxyPEP, HIV 
PrEP) into your practice. 

Slides courtesy of Dr. Lindley Barbee, MD, MPH; Wyatt Hanft, MD, MPH; Rosalyn Plotzker, MD, MPH; Akanksha Vaidya, MD, MPH; and Eric Tang, MD, MPH 



 

   
  

  

Outline 

Bacterial STIs 
California epidemiology & statistics – priority populations 
Case Scenario & Sexual Health History 
STI Screening & Treatment resources 
Partner Notifiation & Expedited Partner Therapy (EPT) 
Doxycycline post-exposure prophylaxis (doxyPEP) 

HIV 
California statistics 
Biochemical HIV prevention: HIV Pre-Exposure Prophylaxis (HIV PrEP) 



 

 
        

  

  

      
    

 
     

Social Determinants of Health (SDOH) 

“Individual behaviors that contribute to STIs occur in a broad context that 
involves a complex interplay of factors such as poverty, stigma, housing 

and food insecurity, discrimination, racism, medical mistrust, 
violence/trauma, access to care, and education.” – HHS STI National Strategic Plan 2021-2025 

Priority populations 
▪ Adolescents and young adults ▪ Pregnant women/women 
▪ Gay, Bisexual Men who have sex with men (GBMSM) ▪ Racial/ethnic minorities 
▪ Geographic regions ▪ Transgender persons 

Priority Populations | HHS.gov 

https://www.hhs.gov/programs/topic-sites/sexually-transmitted-infections/plan-overview/priority-populations/index.html


 

    

  

  

 

Case: Riley, 27 year-old cis-gender male 

Presents with rectal pain & rectal bleeding x3days 
- No diarrhea/abd cramping 
- Denies f/c/n/v, no penile discharge/rashes/lesions/blood 

Without asking more, Ddx: 
- Hemorrhoids 
- Anal fissure 
- Pruritis Ani 
- Perianal abscess/anal fistula 
- Inflammatory bowel disease 
- Malignancy 

- Sexually Transmitted Infections 



    

  
   

  

  

 
  

Sexual History 

→ If we don’t ask, we won’t know what to do ← 

CDC five Ps model: 
Partners, Practices, Protection from STI, 

Past history of STI, & Pregnancy plans 

 CA-PTC STD Expert Hour - Sexual History Taking 2021 
 https://www.youtube.com/watch?v=yNPTVg5ZCek 

 AAFP Sexual Health History: Techniques and Tips 
 https://www.aafp.org/pubs/afp/issues/2020/0301/p286.html#afp2Back to Basics: Fundamentals of STI/HIV 

Prevention0200301p286-b9 

https://www.aafp.org/pubs/afp/issues/2020/0301/p286.html#afp20200301p286-b9
https://www.aafp.org/pubs/afp/issues/2020/0301/p286.html#afp2Back
https://www.youtube.com/watch?v=yNPTVg5ZCek


    
 

 

  
 

   

Riley: Sexual History 

In last 3 months, 2 female partners, 1 male partner 
 Insertive penile-vaginal, penile-anal sex; intermittent condom use 
 Receptive/insertive penile-oral sex 
 Receptive penile-anal sex; 
 Denies oral-anal sex (“rimming”) 

STI Hx 
 Denies hx STIs or STI testing 
 UTD - HPV, Hep A/B, Meningitis vaccines 
 No JYNNEOS (mpox) vaccination 

 (side bar on Screening for STIs) 



STI Screening 



Men who have Ch lamydia & Annually at sites of sexual exposure (urethral [urine], !Increased risk includes patients on HIV PrEP (screen every 3-4 
sex with men Gonorrhea rectum, pharynx} regardless of condom use; every 3-6 months) or living with HIIV, if patient or sex partners has multiple 
(MSM) or with months if at increased risk partners, sex in conjunction with drug use 
transgender Syphi lis Any age: annua llly, every 3-6 months if at increased risk Screen every 3-4 months if on HIV PrlEP 
women HIV Annually if patient/partner(s) have had >1 sex partner Screen every 2 months (if on injectable HIV PrlEP) or 3 months (if on 

since last HIV test; every 3-6 months if at increased risk oral HIV PrEP) 

Hepatitis B7 At least once Test for HBsAg, HBV core antibody, and HIBV surface antibody 

Hepatitis C7 ~18 yea rs: at least once, repeat if at risk Except in settings where the prevalence of HCV infection is <0.1% 

  

STI Screening (CDPH) 

 GC & CT – 3 pt @sites of exposure 
 Trichomonas ▪ HPV  Syphilis 

 HIV  LGV ▪ HSV 
 HBV & HCV  Mgen 

California STI Screening Recommendations 
California-STI-Screening-Recommendations.pdf 

https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/California-STI-Screening-Recommendations.aspx
https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/California-STI-Screening-Recommendations.pdf


Screening Recommendation d Considerati ons 
Refe renced in Treatment ideli nes and Original 
Sou rces 
Print 

By Diseas 

Chlamydia 

Gonorrhea 

Syphilis 

Herpe.st 

HIV 

HPV, Anal 

Canceri 

Hepatitis B 

Screening 

Hepatitis C 

Screening 

• At least annually fo r sexua lly active MSM at sites of contact (ureth ra, rectum) regardless of 

condom use2 

• Every 3 to 6 months if at increased risk (i. e., MSM on PrEP, w ith HIV infection, or if they or their 

sex partne rs have mult iple partners)2 

• At least annually fo r sexua lly act ive MSM at sites of contact (ureth ra, rectum, pharynx) 

rega rdless of condom use2 

• Every 3 to 6 months if at increased risk2 

• At least annually fo r sexua lly active MSM2•5 

• Every 3 to 6 months if at increased risk2•5 

• Type-spec ifi c serologic tests can be cons idered if infection stat us is unknown in MSM w ith 

previously undiagnosed genital t ract infect ion2 

• At least annually fo r sexua lly active MSM if HIV status is un known or negative and the patient 

or their sex partner(s) have had more than one sex pa rtner since most recent HIV test 2• 7• 17 

• Conside r the benef its of offeri ng more frequen t HIV screen ing (e.g., every 3- 6 months) to 

MSM at inc reased risk for acquir ing HIV infection .2 

• Digital anorecta l rectal exam2 

• Data is insufficient to recommend rout ine ana l cancer screen ing with anal cytology2 

• All MSM shou ld be tested for HBsAg, HBV co re an t ibody, and HBV surface antibody11 

• All adults over age 18 yea rs should be screened for hepatit is C except in sett ings where the 

hepatit is C infect ion (HCV) pos it ivity is < 0.1 %12 

 

   
   

  

STI Screening (CDC) 

*In populations where no recommendations exist, 
screen based on risk factors and local STI prevalence 

STI Screening Recommendations | CDC 

https://www.cdc.gov/std/treatment-guidelines/screening-recommendations.htm


= Search For Recommendations 

Enter the followin g information to retrieve 
recommenda ti ons from the USPSTF Preventi ve 
Services Database. When using this tool please read 
the specif ic recommendation to determine if the 
prevent ive service is appropriate for your patient. This 
tool is not meant to replace clinical judgment and 
ind ividua lized pat ient care. 
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Riley: Physical Exam 

External Rectal Exam: 
 No ulcers/lesions/rash 
Digital Rectal Exam (DRE): 
 Diffuse tenderness 
Anoscopy: 
 Inflammed, friable mucosa, noted 

discharge; no ulcers/lesions STD Atlas, 1997 



Pe is 

Anatomy of Male Pelvic Area 

Scrotum 

Vas Deferens 

Ep1didymis 

Tunica Vaginalis 

Rectum 

Seminal 
Vesicles 

Anus 

 

   

Sexually Transmitted Gastrointestinal Syndromes 

Proctitis 

Proctocolitis 

Enteritis 

Johns Hopkins Medicine. Overview of Male Anatomy: https://www.hopkinsmedicine.org/health/wellness-and-prevention/overview-of-the-male-anatomy 
26 

https://www.hopkinsmedicine.org/health/wellness-and-prevention/overview-of-the-male-anatomy


  

      
 

  

 

 
 

Sexually Transmitted Gastrointestinal Syndromes: Pathogens 

Proctocolitis Enteritis Proctitis 

Neisseria gonorrhoeae 
Chlamydia trachomatis 
(including LGV serovars) 

Herpes Simplex Virus 
T. pallidum (syphilis) 
Mpox (MPX) 

Others: 
M genitalium 
N. meningitidis 

Campylobacter species 
Shigella species 
E. Histolytic 
LGV 
T. pallidum (syphilis) 

Giardia lamblia 
Shigella species 
Salmonella 
E. Coli 
Campylobacter species 
Cryptosporidium 

Immunosuppressed 
persons with HIV: 
CMV 

27 



 

    

  
 

 

     
  

     

Proctitis: Diagnosis and Testing 

 Gonorrhea (NAAT; GC culture and gram stain of rectal discharge if available) 
 Chlamydia (NAAT; LGV PCR if available) 
 Syphilis (serologic testing; darkfield of lesion if available) 
 HSV (preferably PCR of rectal lesions) 
 MPX (swab of lesions) 

 Consider testing for M genitalium (“Mgen”) with NAAT (and treat if positive) if 
persistent symptoms after standard treatment 

 Test for HIV as well as GC/CT at other exposed sites for patients with acute proctitis 



 

 
   

  

  
    

 

Riley’s test results 

 GC/CT – 3 pt testing negative 
 RPR reactive  C-scope bx: path report +syphilis 
 HSV-1 and HSV-2 PCR negative 
 HIV negative 
 Hep B immune; anti-Hep C non-reactive 
 MPX test not done (no lesions present) 
 (side bar on Treatment for STIs) 



STI Treatment 



STI TREATMENT GUIDELINES TABLE FOR ADULTS & ADOLESCENTS 
These guldellnes reneet the 2021 CDC sn Treatment Guidelines for adults and adolHeents who are HIV negacJveaswell as those with HIV. Call the local heatlh 
departmenl for assistance wllh coofldentiat no(ificatlon of sexual partners. of patients with STls or HIV. For compiex STI dlnlcat management coosultatlon (such 
as ln cases of multiple allergies or treatment failure), conlact the California Department of Public Health STD Control Branch via email (stdcb@cdph.ca.gov) or 
phooe (S10.fi:20-3400)or submit your question onllne 10 the STD Cllnlcal Consultation Network at www.stdccn.org. An ADA-compHant version ol this document 
Is posted online at h!!1;1s:/lwww.cdOO.ca.govlPrQQramsJCIDJDCDCJPaQ!!s/Cal lfomla.STt-Treatment-Gulde11nes.asg:x. 

INFECTION/DISEASE RECOMMENDED REGIMENS ALTERNATIVE REGIMENS: To be used If 
medic.a, contraindication to reconvnended 
reQlrnen. 

CHLAMYDIA (CT) 

Uro<1en1tal!Recta!JPhervoaeal • Doxycydne 1 100 mg po bid x 7 d • Azrthromycm 1 g pox 1 dose OR 
Infections • levofbecin 500 mg po once daily l( 7 d 

Pri>nnent Panents.2 Azl.,romyc1n 1 gpox 1 dose • Amou::illn 500 mg po tld x 7 d 

GONORRHEA ~GC): Monothe,.pywhh IM cet..-laxone la recommended for all patlenq with gonontle•. Including pn,gn-,t patlenG. If co--lnitcdon with chlamydia 
hn not been excluc»d. add doxycyc llne 100 mg po bid x 7 d for non..p,egnant penons Of ulthromyrcln 1 g pox 1 doae for pregnantpe.-.ona. 

Urogerwtal/Redal Infections~ • Ceftriaxone 500 mg IM x t doae for peraom1 weighing <150 kg• OR If cephalospom a~rgy: dual lherapy witi 

• Ceftnaxone t g IM x 1 dose for penons weighng ~1 SO kg • Gentamic:101 240 mg IM x 1 dose 
Pt.US 

•Azrlhromycln2gpox 1 dose 

If ceflnaxone not evaiable or feasible, but no allefgy 
concerns: 
• Cefixnle BOQ max 1 dos.e5 

Pharyngeal lnfections1e • Cef1nax.ooe50Qmg IMx t dose for l)Br&OnSWl!lghlflQ <1501cg• oR l'<io reliable Hatmenl altamabves. Consult an 
• Ceftriaxooe 1 g IMx 1 doseforper,,oosweighing ,?.150 kg infectious diseas.e speciali&t or subm11 a quesoon 

onlineat ~ 

~ 

 

  
  

 

    
  

STI Treatment – 2021 update 

California STI Treatment Guidelines 
CA-PTC STI Treatment Guidelines pdf 
CDPH Dear Colleague Letter (highlights changes) 

CA Family PACT webinar: 2021 Implementing the CDC STI Treatment Guidelines 
California PTC webinar: 2021 CDC STI Treatment Guidelines Update 

https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/California-STI-Treatment-Guidelines.aspx
https://californiaptc.com/wp-content/uploads/2021/12/California-STI-Treatment-Guidelines-for-Adults-and-Adolescents-Color-11.30.21_NA_508.pdf
https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/CDPH_Dear_Colleague_Letter-Updated_STI_Treatment_Guidelines.pdf
https://familypact.org/resources/2021-implementing-the-cdc-sti-treatment-guidelines-a-conversation-for-family-pact-providers/
https://californiaptc.com/training/2021-cdc-sti-treatment-guidelines-update-whats-new/
https://californiaptc.com/wp-content/uploads/2021/12/California-STI-Treatment-Guidelines-for-Adults-and-Adolescents-Color-11.30.21_NA_508.pdf
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CONFIDENTIAL & FREE 

Locate a free clinic near you. 

Enteryourzipcode • 

 Sexual Partner Notification 

 TellYourPartner.org anonymous notification 

https://tellyourpartner.org/


 

      
     

      
  

   

     

  
                         

            

    

Expedited Partner Therapy (EPT) 

“the practice of a specified health care provider who diagnoses sexually transmitted chlamydia, 
gonorrhea, or another sexually transmitted infection (STI) and prescribes, dispenses, furnishes, or 

otherwise provides prescription antibiotic drugs to that patient’s sexual partner or partners without 
examination of the sexual partner(s).” 

(California Health and Safety Code (HSC) 120582(a)) 

 Presumptively treat all sexual partners from the last 60 days 
 Decrease burden of STIs 
 Improves accessibility & reduces barriers 

 work conflict ▪ lack of insurance/undocumented 
 lack of transportation ▪ prolonged time to next appt 

References: ▪ CDPH factsheet on SB 306 ▪ SB 306: Expanded Access to EPT for Prescribers webinar 2/9/2023 

https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/SB-306-Fact-Sheet_EPT.pdf
https://us02web.zoom.us/rec/play/ClFwEEZxJqvUTp6-3Be1xY86YQP7Ai8Mb2BXmvpmBc8jZp8TvTotu07ZZlJi3qfyqdvpUsh7rLdlNYZW.0Z1E8vi5fenGBaQU?startTime=1675975348000&_x_zm_rtaid=uhqC3Hv7TJ290NC-QxByUA.1676584293169.5f4f767c9da44f2b6b8df5e518ef3917&_x_zm_rhtaid=182


   

    
          

           
 

   
 

Acute Proctitis: Treatment 

Ceftriaxone 500mg* IM in a single dose 
PLUS 

Doxycycline 100mg PO BID for 7 days** 
*For persons weighing ≥150 kg, 1g of ceftriaxone in a single dose 

**Extend to 100mg PO BID for 21 days in presence of bloody discharge, perianal or mucosal ulcers, or tenesmus and 
a positive rectal CT test to treat LGV 

Add treatment for genital herpes if painful perianal or 
mucosal ulcers are present 



  

    

 
 

 

    

Riley: Returns in 3 wks 

Empirically tx’d for GC/CT with ceftriaxone IM x1/doxy x7 days 
Bicillin L-A 2.4 MU x1 
 Sexual partners informed, treated 
 Denies any sexual activity since treatment 

Continues w/some mild rectal discomfort/pain. No d/c or bleeding 

Now what?? 
Gonococcal Infections Among Adolescents and Adults - STI Treatment Guidelines (cdc.gov) 

https://www.cdc.gov/std/treatment-guidelines/gonorrhea-adults.htm#:%7E:text=Any%20person%20with%20pharyngeal%20gonorrhea,likelihood%20of%20false%2Dpositive%20tests.


Mycop/asma genitalium 
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•· 5,80 kb., t ra nslaUng to <500 g,e,nes 

• Subject o,f ,e,ffo1rts to, de·fine minimal! 1requir,e·ments fo,r Hfe1 and 
to chie m1 i ca Illy .synthe·size ba cteiri.a12 

• Very di'ff icu lt to culture 
• Onlly ac -. meve ~, ~ y -~3_4 labo,ratoirmes. w,orldwiidle 

•· Ta ~e·s -5 m1onthis3 

NAATs req um red foir dletectio n 

Sea ning electr-on m ic ug,raph 

Computer generated 3D mode II 
     

  
1Glass et al, PNAS 2006; 2Gibson et al, Science 2008; 
3Jensen et al, J Clin Micro 1996 



 

 
   

  

  
   

Mycoplasma genitalium (“Mgen”) Webinars 

NCSD Learning Center 
 “STI Awareness: Emergence of Mycoplasma genitalium” 
 Dr. William Geisler, MD, MPH; Dr. Erik Munson, PhD., D(ABMM) 

STI Expert Hour Webinar – CAPTC 
 “Mycoplasma Genitalium - What's New?” 
 Dr. Lindley Barbee, MD, MPH 

https://ncsdlearningcenter.myabsorb.com/#/login
https://californiaptc.com/training/sti-expert-hour-webinar-mycoplasma-genitalium-whats-new/
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Mgen prevalence in STI clinics in U.S. 

Seattle, WA: 9.9% 
(7.1-13.3) 

New York City, NY: 12.5% 
(9.1-16.7) 

Indianapolis, IN:  22.2% 
Denver, CO: 16.3% (2.8-60.0) 

(12.8-20.2) 

St. Louis, MO: 23.5% Greensboro, NC:  22.0% 
(19.6-28.0) (16.9-27.9) 

Range ~10% - ~24% 
Manhart et al. 2023; Graphic from L. Barbee 



MyGeniUS: Prevalence in sexual health clinic patients 
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MSW MSM WSM WSW Unknown 
(N=570) (N=363) (N=634) (N=76) (N----101) 

Unknown=persons with unknown sex of sex partner (n=93), persons with unknown sex (n=1 ), MSW who also have sex with non-binary or 
transge11der partners (n=6), a11d WSM who also have sex with non-binary or tra11sgender partners (n=1) 

Manhart et al., STI & HIV World Congress 2021 



Oro-pharynx 
• Ra rely 

detected * 

(5/12 studies) 

• Prevalence = 
0.7 - 5.2% 

*no oropharyngeall infection 
detected in 6/12 studies 

Rectum 
• Freq uent ly 

detected 

(19/20 studies) 

• Prevalence = 
1.6 - 17.4% 

 

  
  

  
   

 

 

Where do we find Mgen? 

 Colonizes mucous membranes of human GU tract 
 passed via Vaginal & Anal sex 

 unclear Oral sex transmission 

Notes: 
 Re-current infections possible 
thru antigenic variation 

MSM - 1-26% 
Women – 3% 

 Common co-infection with GC/CT/TV 
 3-fold incr risk of HIV among women & MSM Barker et al. 2022; Manhart et al. 2008 

CDC; Wood 2023; photo from Roche 

https://diagnostics.roche.com/us/en/products/params/cobas-tv-mg.html


Prevalence by illness type 

PID (n=13) 

 

 

 

 

 

        

     

15.4% (1.9 – 45.4) 

Female CERVICITIS (n=17) 11.8% (1.5 – 36.4) 

VAGINITIS (n=261) 21.1% (16.1 – 26.0) 

Male URETHRITIS (n=239) 26.4% (20.8 – 31.9) 

* Among 700 persons with at least one recorded diagnosis 

Manhart et al. 2023; Graphic from L. Barbee 



   

 
    

 

 
  

  
 

Who to test for Mgen? 

Screening: Asymptomatic people NOT recommended 
- Same for pregnant people, and extragenital testing 

Rationale: Insufficient evidence of the consequences of asymptomatic infections nor that 
treatment prevents negative sequelae 

Diagnostic testing: Persistent NGU/cervicitis/proctitis* 
- NOT at initial presentation (consider in PID) 

Rationale: Some cases clear w/doxy alone, which may slow dev. of moxifloxacin-
resistant strains. *The pathogenic role of Mgen in proctitis is unclear 

CDC 
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How is Mgen diagnosed? 

Nucleic Acid Amplification Tests (NAATs) 

FDA approved 
 Aptima® MG (HOLOGIC) Urogenital specimens: 
 Cobas® TV/MG (ROCHE)  females - vaginal swab 
 Alinity m® CT/GC/TV/MG (Abbott) males - 1st-catch urine 

Commercial labs - in-house; 
- NOT FDA approved 

Hologic, Roche, SpeeDx 
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Efficacy of antibiotics for Mgen Urogenital infections 

1Lau 2015; 2Li 2017 
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Macrolide (e.g., azithro) resistance in the U.S. 

New York City, NY: 51.3% 
(34.8-67.6) 

(56.2-82.5) 

Seattle, WA: 52.6% 
(35.8-69.0) 

Denver, CO: 52.3% 
(39.5-64.9) 

St. Louis, MO: 62.6% 
(51.9-72.6) 

Greensboro, NC:  70.6% 

Range ~50 - 70% 
Manhart et al. 2023 
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Fluoroquinolone (e.g., moxi) resistance in the 
U.S. 

Seattle, WA: 15.6% 
(5.3-32.8) 

Pittsburgh, PA: 6.3% 
(1.3-17.2) 

Birmingham, AL: 5.7% Greensboro, NC:  16.9% 
(1.6-14.0) (8.3-29) 

Durham, NC: 18.2% 
(5.2-40.3) New Orleans, LA: 13.3% 

(3.8-30.7) 

Range ~5 - ~20% 
Bachmann et al. 2023 



  

 
  

 
 

    
 

 
 

   
  

  
  

 
 

    
  

      
  

Resistance Testing - NOT FDA approved 

1. ResistancePlus® MG (SpeeDx) – NAAT; 
incorporates macrolide resistance 
testing 

2. Labcorp - Aptima NAAT (FDA approved) 
w/Hologic ASR for macrolide resistance 
testing (in-house lab developed test (LDT) 
validation) 
 180092: Mycoplasma genitalium, NAA, Swab With Reflex to 

Macrolide Resistance Testing | Labcorp 
 180084: Mycoplasma genitalium, NAA, Urine With Reflex to 

Macrolide Resistance Testing | Labcorp 

3. UAB – Univ Alabama 
 Contact: Diagnostic Mycoplasma Lab 
 (205) 934-9142 

 Lab certified by: 
 College of American Pathologists (CAP) 
 Clinical Laboratory Improvement Amendment (CLIA) 
 State of Alabama 

 Questions? 
 Dr. Ken B. Waites,  kwaites@uabmc.edu 

https://plexpcr.com/products/sexually-transmitted-infections/resistanceplus-mg/#MG-performance-specifications
https://www.labcorp.com/infectious-disease/mycoplasma-genitalium
https://www.labcorp.com/tests/180092/i-mycoplasma-genitalium-i-naa-swab-with-reflex-to-macrolide-resistance-testing
https://www.labcorp.com/tests/180084/i-mycoplasma-genitalium-i-naa-urine-with-reflex-to-macrolide-resistance-testing
mailto:kwaites@uabmc.edu


------------------------------------------

Recommend, e d Regim,ens if M. genitalium R,esistanoe Testing is Availab] ,e 

If macrolide sensitive: Doxycy,clline 100 mg ora llly 2 t imes/,day fbr 7 days, folllllowed by azithro1mycin 1 g a ra iny nitiial 

dose, followed by SOO 1mg orally once daily for .3 add itional! days (2 . .5 ,g tota0 

If macroliide r,esiis.tant: Doxy,cyclline 1 00 mg a ra Illy 2 t i1m e,s/,d ay for 7 days fbUowed b) moxiifloxacin 400 1mg orally □ noe 

daily for 7 days 

Recommend,ed Regim,ens if M. genitalium R,esistanoe Testing is Not Availabl ,e 

If M. l!enita.lium' is detected by an FDA-cleared NAAT: Doxy,cy,clline 100 1mg orally 2 tim1es/day fo r 7 days, followed by 

moxifloxac.in 400 1mg oraHy once daily for 7 days 

 
  

How is M. genitalium treated? 
Two-stage Therapy approach w/Resistance-Guided Therapy 

CDC 



Recomm,end,ed Regim,ens if M. genitalium R1esistance Testing is Not Availabl 1e 

llf M. ,ge.nital1um is detQC 1 • d by.·. n FD.A-clear1ed NAAT: Doxy1cyc:linie 100 mg orally 2 time:s/day for 7 days, iollow·1ed by 

mo1.xiflioxadn 400 mg orally 1once da~I~ f10 7 days 

  

   
  

 
    

 

CDC guidelines for Mgen 

Cervicitis or 
NGU 

NAAT for GC/CT (all); 
Wet mount for BV/TV 

(cervicitis) 

Doxycycline 
100mg PO BID 

x7 days 

Persistent 
symptoms 

Test for MG 
(NAAT) and if 
positive treat 

CDC 



Recommend,ed Reg1im1·ens if Ma genitalium R1esistance Testing is Not Availabl 1e 

If Ma genica,IJ:Um is detected by an FD.A-c ear1ed NAAT: Doxycyic:lin1e 100 mg orally 2 tlmes/day for 7 days, f0Uow·1ed by 
m 01.X1iH 1oxacm n 40 o mg or any >1n ce• da ii ty f1or 7 days 

 

 

  
    

  

 

Can we test first? 

Cervicitis or NGU 

NAAT for GC/CT/MG 
(all); Wet mount for 

BV/TV (cervicitis) 

Doxycycline 
100mg PO BID 7-

days 

MG negative 

MG positive 

Complete 
doxycycline 



R,ecomm,end,ed Reg1im,,ens if M. genitalium R,esistance Testing is Not Availabl,e 

llf M. ,1e.nitalium is detected by an IFDA-clear,ed NMT: D1oxycydine 100 mg orally 2 times/day for 7 days1 follow,ed by 
m 0 1xJH1oxadn 4.0 o mg o ra I ly 10n ce da~ ly f,or 7 days 

  
 

 

  
 

  

 
 

 

 
 

 

 
 

Mgen & proctitis? 

Acute proctitis in 
person with 

receptive anal sex 

Anoscopy; NAAT for 
GC/CT/HSV; darkfield 
for TP; rule out LGV. 

Doxycycline 
100mg PO BID 7-

days and CTX 
500mg IM once 

Persistent 
symptoms 

and 
negative 
workup 

Test for MG 
(NAAT) and if 
positive treat 

CDC 



  
   

   
    
      

      

Alternative treatments? 

Third-line - Salvage options: 
Minocycline 100mg PO BID x14d – 40-70% cure rate 
 Pristinamycin* 1g PO QID for x10d – 75% cure rate; *Only available 

in Europe 

 Omadacycline two 150mg tabs PO daily x ? days – no efficacy data 
 Tinidazole 2g PO daily x ? days – no efficacy data 
 Lefamulin two 150mg tabs PO daily x ? Days – not available 

NCSD Learning Center; Emergence of Mycoplasma genitalium; Dr William Geisler, MD & Erik Munson, PhD; Apr 2024 Jensen et al. 2022 

https://ncsdlearningcenter.myabsorb.com/#/online-course-player/af2819ff-85ea-439a-89c3-5d1ba1127fbe


  

 

   
 

  
 

Testing & treatment in pregnancy 

 First-line medications not safe in pregnancy: 
 Doxycycline – category D 
 Moxifloxacin – category C 

 Azithromycin safe, but unable to target approp. tx when lacking 
resistance testing availability in US 
 Minocycline – category D 
 Pristinamycin – category B 
 active ag/st macrolide-resistant Mgen 
 not available in US (Europe & Australia) 

Wood et al. 2023 



  

    

  

  
  

     
  

    

Who else to test for Mgen? 

Test of cure: ONLY when moxifloxacin cannot be used (e.g. pregnancy) 
& pt remains symptomatic after tx 

Rationale: Insufficient evidence asymptomatic colonization causes negative sequalae 

Partner testing: Can be offered for symptomatic pts w/confirmed Mgen 
No rec’s for expedited partner treatment (EPT) 

Rationale: High concordance of Mgen b/n partners. But no studies have determined whether 
reinfection is reduced w/partner tx. 

Disease investigation: Mgen not a reportable infection 
No rec’s for contact tracing 



   

 
 

  
      

   
  

   

Common questions: Gap in Abx & doxyPEP use 

1. Q: How long of  a “gap” can there be between doxycycline and 
moxifloxacin without having to restart the regimen? 
A: According to Expert Opinion, the recommendations are to RESTART 

doxy if it has been MORE THAN 7 days since the last dose. 

2. Q: Will use of doxyPEP impact Mgen resistance? 
A: Studies at UAB have shown increased Tetracycline MICs but 
no doxycycline resistance. Therefore, one may expect initial tx w/doxy 
x7 days to lower the bacterial load may become ineffective – more likely to 
fail treatment regimen. But no large-scale data. 



• 
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Bacterial STI Prevention 

“I don’t like using condoms” 



  

   
     

     

   
   

   

      

What is doxyPEP? 

Doxycycline Post-Exposure Prophylaxis 

Single, 200mg oral dose of Doxycycline, an antibiotic, taken within 
72hrs after condomless sex (oral, anal, and/or insertive* vaginal sex) 

to reduce infections of gonorrhea (GC), chlamydia (CT), & syphilis 

- Most efficacy data available in MSM & TGW 
- no data in Transgender Men (TGM) 
- *recent trial in Kenya for cis-gender women did NOT reduce incident STIs 

DoxyPEP AIDS 2022 
CA-PTC STI Expert Hour Webinar: doxy as PEP, 4/28/2023 Doxy-PEP: Day 1 of CROI 2023 | HIV.gov 

https://clinicaltrials.gov/ct2/show/NCT04050540
https://programme.aids2022.org/Abstract/Abstract/?abstractid=13231
https://www.hiv.gov/blog/doxy-pep-for-stis-and-more-dr-dieffenbach-s-highlights-from-day-1-of-croi-2023
https://californiaptc.com/live-trainings/


 
  

  

    
 

  

Is doxy PEP effective? 

3 major studies: Ipergay, DoxyPEP & Doxyvac: 

 Reduced new STIs by 65% 
 71%-80% STIs were asymptomatic 
 condomless sexual frequency didn’t change 
 Ceftriaxone use 50% LESS 
 Meningitis vaccine, “MenB” (4CMenB, brand Bexsero): “halved” risk of GC 

 LIMITATIONS…data only for Men who have sex with men (MSM) & 
Transgender women (TGW) 

 no data in transgender men (TGM) 

https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(17)30725-9/fulltext
https://programme.aids2022.org/Abstract/Abstract/?abstractid=13231
https://www.natap.org/2023/CROI/croi_03.htm


  
  

    

    
  

  

 
  

  
   

    

What about Cisgender Women (CGW)? 

Kenya trial: 
HIV Pre-Exposure Prophylaxis (PrEP) & dPEP 

‒ 449 cis-females, age 18-30 on HIV PrEP 
‒ Not pregnant* or breastfeeding 

(*doxycycline should NOT be used in pregnancy) 

RESULTS: 
 ineffective, ? adherence (by self report) 
 drug levels in endocervical tissue 

CDC Study – 20 participants 
- measured doxycycline 200mg levels; 

 levels rise sooner vaginal (8hrs) vs rectal (48hrs) 
 levels sustained HIGHER rectal compared to vaginal 

Doxycycline Use by Pregnant and Lactating Women | FDA 59 

https://www.fda.gov/drugs/bioterrorism-and-drug-preparedness/doxycycline-use-pregnant-and-lactating-women#:%7E:text=Doxycycline%20is%20excreted%20into%20breast,breast%20milk%20are%20unknown5.


Re1commendl doxy-PEP' to mien who1 have sex wilth men (MSM) or transg1ender wom1en 
(TGW) who have, had >1 lbacter'ial STII in the past 12 months. 

2. 1Offer doxy-PEIP us,ing s,ha1red decision-mak'i'ng: to allll non-pre,gnant ilndilvildlualls at 
increas1ed risk for bacterila ll STls and to those requ 1esting do1xy-PEIP, ev1en ilf these 
individualls have not lbe,en pre,vilously diagno1s1ed with an STI or have not disclosed their 
risk status.1 

3. !Provide com1p,rehensive p,rev1e,nta1tiv1e1 s,exu,al hea Ith co,u ns,eling and edu1Ca'tion to a 11 
sexua1lly-active individuals to includ1e HIIV/STII screening,, doxy-PEP, HIV pre-exposure, 
prophylla1xls 1(PrEP)/HIIIV post-exposure, prophyllaxils (PEP:),, vac1cina1t ions (e.g. Hepatitis A/B,, 
Human PapUll01ma Vil rus, Mpox, Menilngococcall/Me1nACWV)i,, expe,dited partner therapy, 
and/or 1contraception wh 1ere warra1nt1edl. 

  

   

doxyPEP CDPH Recommendations 

CDPH Doxy-PEP Recommendations for Prevention of STIs (ca.gov) 

https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/CDPH-Doxy-PEP-Recommendations-for-Prevention-of-STIs.pdf


 

  

   

 

  

doxyPEP for Mgen prevention? 

 Studies suggest doxy-PEP not effective for prevention of Mgen 

 No difference in prevalence of macrolide & fluoroquinolone resistance 
in pre- and post-doxy groups 

Baseline MG Prevalence MG Prevalence at 6 months 

8.4% 

ANRS IPERGAY Trial 
Doxy-PEP Substudy 

12.6% 

10.2% 

9.6% 



CALIFORNIA DEPARTMENT OF PUBLIC HEALTH, OFFICE 
OF AIDS 

HIV and American Indian/Alaska 
Native, California 2018-2022: 
Data Overview 

_ L_ 
OFFICE OF AIDS 
Cai fornio D~porlrm:ml ol Public.: Health 

    
 

 

    



■ ■ 

• 
~ P~·b"i1~H,;;;i'th 

  

 

   

       

New HIV Diagnoses Among AI/AN and All People 
who report AI/AN, California 2018-2022 

AI/AN ALL PEOPLE WHO REPORT AI/AN 
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All people who report American Indian/Alaska Native (AI/AN) include those who are classified as Latinx or multiple race. 

Source: HIV/AIDS Surveillance, eHARS data as of December 31, 2023 
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Race/Ethnicity Classification of New HIV 
Diagnoses Among All People who report AI/AN, 

California 2018-2022 
AI/AN LATINX MULTIPLE RACES 
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Source: HIV/AIDS Surveillance, eHARS data as of December 31, 2023 
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New HIV Diagnoses Among AI/AN and All People who 
report AI/AN by selected demographics, California 2022 

AIAN All People Who Report AIAN 
Characteristic # % of Total # % of Total 
Cisgender men 17 81% 54 76% 

Cisgender women 4 19% 8 11% 
Trans women 0 0% 9 13% 

Trans men 0 0% 0 0% 
Alternative gender identity 0 0% 0 0% 

0 to 12 0 0% 0 0% 
13 to 24 2 10% 14 20% 
25 to 44 15 71% 46 65% 
45 to 64 3 14% 10 14% 

≥65 1 5% 1 1% 
Transgender sexual contact (TGSC) 0 0% 9 13% 

Male-to-male sexual contact (MMSC) 7 33% 34 48% 
MMSCIDU 4 19% 7 10% 

Injection drug use (IDU) 1 5% 4 6% 
Heterosexual contact 4 19% 9 13% 

Perinatal 0 0% 0 0% 
Unknown risk/other risk 5 24% 8 11% 

Bay Area 4 19% 11 15% 
Central California 6 29% 9 13% 

Greater Sierra Sacramento 2 10% 5 7% 
Los Angeles 3 14% 30 42% 
Rural North 3 14% 3 4% 

Southern California 3 14% 13 18% 
TOTAL 21 71 

Source: HIV/AIDS Surveillance, eHARS data as of December 31, 2023 


AIAN and Expanded AIAN

										New HIV Diagnoses, California 2022

		Characteristic 				AIAN						All People Who Report AIAN

				Characteristic 		#		% of Total				#		% of Total						DDG scoring criteria

		Gender		Cisgender men		17		81%		81%		54		76%		76%				<11 events 		7

				Cisgender women		4		19%		19%		8		11%		11%				sex		2

				Trans women		0		0%		0%		9		13%		13%				race		3

				Trans men		0		0%		0%		0		0%		0%				1 year reporting		0

				Alternative gender identity		0		0%		0%		0		0%		0%				residence geography		-5

		Age		0 to 12		0		0%		0%		0		0%		0%				variable interaction +2		2

				13 to 24		2		10%		10%		14		20%		20%				total		9

				25 to 44		15		71%		71%		46		65%		65%

				45 to 64		3		14%		14%		10		14%		14%				<11 events 		7

				≥65		1		5%		5%		1		1%		1%				age group		2

		Transmission Category		Transgender sexual contact (TGSC)		0		0%		0%		9		13%		13%				race		3

				Male-to-male sexual contact (MMSC)		7		33%		33%		34		48%		48%				1 year reporting		0

				MMSCIDU		4		19%		19%		7		10%		10%				residence geography		-5

				Injection drug use (IDU)		1		5%		5%		4		6%		6%				variable interaction +2		2

				Heterosexual contact		4		19%		19%		9		13%		13%				total		9

				Perinatal 		0		0%		0%		0		0%		0%

				Unknown risk/other risk		5		24%		24%		8		11%		11%

				Total		21				0%		71		0%		0%

		Transmission Category		Bay Area		4		19%		19%		11		15%		15%

				Central California		6		29%		29%		9		13%		13%

				Greater Sierra Sacramento		2		10%		10%		5		7%		7%

				Los Angeles		3		14%		14%		30		42%		42%

				Rural North		3		14%		14%		3		4%		4%

				Southern California		3		14%		14%		13		18%		18%

				TOTAL		21						71
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Persons Living with HIV Among AI/AN and All 
People who report AI/AN, California 2018-2022 

AI/AN ALL PEOPLE WHO REPORT AI/AN 

272 282 283 293 309 

2,089 2,101 2,080 2,053 2,045 

0 
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1,000 
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2,000 

2,500 

2018 2019 2020 2021 2022 

Source: HIV/AIDS Surveillance, eHARS data as of December 31, 2023 
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Race/Ethnicity Classification of People Living with 
HIV Among All People who report AI/AN, 

California 2018-2022 
AI/AN LATINX MULTIPLE RACES 

2,500 

2,000 

1,500 

1,000 

500 

272 282 283 293 309 

856 882 887 881 878 

931 937 910 879 858 

2,089 2,101 2,080 2,053 2,045 

2018 2019 2020 2021 2022 

Source: HIV/AIDS Surveillance, eHARS data as of December 31, 2023 
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HIV prevention strategies 

 Structural/Behavior Interventions 
 Circumcision, Condoms, STI dx & tx, IDU safety 

 HIV Treatment as Prevention (TasP); U=U 

 HIV PrEP - Pre-Exposure Prophylaxis 

 PEP/nPEP – Post-Exposure Prophylaxis/ 
non-occupational Post-Exposure Prophylaxis 



 
 

  

 

  

    

     
      

 

  
  

  
 

   

What is HIV PrEP? 

Pre-Exposure Prophylaxis 
 for HIV(-) individuals 
 a biochemical therapy to prevent HIV 

acquisition 
 part of comprehensive HIV prevention plan 

Available options: 

USPSTF Aug 2023: “recommends 
that clinicians prescribe preexposure 
prophylaxis using effective antiretroviral 
therapy to persons who are at increased 
risk of HIV acquisition to decrease the risk 
of acquiring HIV” 

PO Emtricitabine (FTC) 200mg + Tenofovir disoproxil fumarate (TDF) 300mg* 
(fixed dose Truvada®) 

PO Emtricitabine (FTC) 200mg + Tenofovir alafenamide (TAF) 25mg 
(fixed dose Descovy®) 

* Note: “In certain countries, TDF is labelled as 245 mg rather than 300 mg to reflect the 
amount of the prodrug (tenofovir disoproxil) rather than the fumarate salt (tenofovir (Apretude®) disoproxil fumarate)” https://www.eacsociety.org/files/2019_guidelines-10.0_final.pdf 

IM Cabotegravir (CAB-LA) 200mg/mL 

https://www.eacsociety.org/files/2019_guidelines-10.0_final.pdf


T F/FTC 

-99% 

-99% 

EFFECTIVENESS 
• ✓ for multiple populations 

SAFETY 
• Small in eGFR and BMD 

COST 
• $1,845/month in 2019 
• Generic in 2020 

100 

19 mm 
EFFECTIVENESS* 

MSM & TRANS WOMEN 

HETEROSEXUALS 

PWID 

SAFETY/ 48 WKS 

-2.0 eGFR (mUmin) 

-0.99% HIP BMD 

-6.5 I .LDL (mg/dL) 

+0 I BODY WEIGHT (kg) 

0 

? 

? 

12.5mm 

+2.0 

I +0.18% 

I +1.0 

I +1.1 

0 

TAF/FTC 

-99% 

EFFECTIVENESS 
• ✓ for MSM and transwomen 
• ? for other populations 

SAFETY 
• Small in LDL and weight 

COST 
• $1,845/month in 2019 

100 

*No data available for trans men. Sources: fda.aovtmedia/129607/download: fda.uov/media/129609/download: cdc.uov/hiv/risklestimates/rueventionstrateaies.html Created bv: @JuliaLMarcus 

 

  

Oral HIV PrEP 

2020 RWHAP Clinical Conference 

https://www.iasusa.org/wp-content/uploads/ryan-white/2020/slides/rwcc2020-landovitz-slides.pptx


    

 
 

 

  

     

How long does oral HIV PrEP take to work? 

• 7 days daily PrEP  receptive anal sex (bottom) 
• 21 days daily PrEP  receptive vaginal sex and IDU* 

• No data  insertive anal sex (top) or insertive vaginal sex 

• Unknown  PrEP shots to reach maximum protection during sex 

*not indicated for FTC/TAF PrEP Effectiveness | PrEP | HIV Basics | HIV/AIDS | CDC 

https://www.cdc.gov/hiv/basics/prep/prep-effectiveness.html
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 “I don’t want to take 
something every day” 

“On-Demand” PrEP (FTC/TDF only) 

Aka: 2-1-1/weekend/Event-Driven/Intermittent 

IPERGAY (Feb 2012-Oct 2014) 

“2-1-1” FTC/TDF for MSM ONLY 
 2 pills before encounter (2-24hrs) 
 then 1 pill at 24 hrs 
 then 1 pill at 48 hrs after 1st dose 

 avg ~4 pills/wk 
 1 seroconversion (no detectable drug levels) 

 NOT FDA approved; NOT CDC recommended 
 “off-label” use: some US Health Depts, Europe & 
Canada orgs, IAS-USA 

CDC PrEP – 2021 UPDATE 

https://www.cdc.gov/hiv/basics/prep/on-demand-prep.html
https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf


Schedule for "2 1-1" Dosin·g 

2 to 24 hours, 
before sex 

24 hours .after 
first 2 pillls 

48 hours .aft 1er 
first 2 pUlls 

“2-1-1” with FTC/TDF (MSM only) 

CDC PrEP – 2021 UPDATE 

https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf


Dosage • 600 mg cabotegravir administered as one 3 ml intramuscular injection in the gluteal muscle 
o Initial dose 
o Second dose 4 weeks after first dose (month 1 follow-up visit) 

o Every 8 weeks thereafter (month 3,5,7, follow-up visits etc) 

 
 

 
  

 
 

 
 

  

   
 

Injectable HIV PrEP 
Cabotegravir (CAB-LA)/Apretude® 

HPTN 083/084 
 FDA: Adults & Adolescents weighing ≥35kg 

 1 HIV Integrase Inhibitor -vs- 2-non-nucleoside reverse 
transcriptase inhibitors 

 IM -vs- PO 
 Long half life (q1-2mo); 
 Caveat: CAB-LA detectible >12mo after last injection 
 must cover w/PO PrEP if stop CAB-LA 

“I forget my pills”  Screen HIV-RNA CDC PrEP – 2021 UPDATE, A CLINICAL PRACTICE GUIDELINE; pg 16, Table 1b 

https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf


Syphilis X MSM/TGW 
Gonorrhea X MSM/TGW 
Chlamydia X 
Lipid panel X 
(F/TAF) 
Hep B serology X 
Hep C serology MSM, TGW, and 

PWIDonly 

Test Initiation Visit 1 month Q2 Q4 Q6 Ql2 When 
visit months months months months Stopping 

CAB 
HIV* X X X X X X X 

Syphilis X MSM"/Tow~ Heterosexually X MSM/TGW 

only active women only 
and men only 

Gonorrhea X MSM/TGW Heterosexually X MSM/TGW 
only active women only 

and men only 

Chlamydia X MSM/TGW MSM/TGW Heterosexually MSM/TGW 

only only active women only 
and men only 

  

    

 
 

 

 
 

HIV PrEP-associated Labs & Follow Up 

Oral & Injectable PrEP 
are not the same 

 Adherence; ensure HIV negative 
 screen STIs routinely 
 monitor labs; kidneys, liver, lipids, 

weight 
 Prophylactic vaccines 

*Assess for acute HIV infection CDC PrEP – 2021 UPDATE, A CLINICAL PRACTICE GUIDELINE 

https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf


  

     
  

  

   
 

   

“I messed up.” 

HIV PEP/nPEP 

To prevent HIV acquisition following exposure 

Begin w/in 72 hrs 
Rx x28 days: 3-drug regimen 
Baseline labs: HIV, Hep B & C, GC/CT & syphilis 
 f/u labs: 4-6 wks, 3- & 6-months (transition to PrEP!) 
Obtain Hx of sex partner (if known): ARV use, resistance, recent VL 

PEPline 888.448.4911 9am – 2am EST, 7 days/wk 
<<National Clinicians’ Post-Exposure Prophylaxis Hotline>> 

Updated Guidelines for nPEP —United States, 2016 (cdc.gov) 

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


  

  

    

 

  

 

HIV PrEP Resources 

CDPH Quick Clinical Guide: HIV PrEP 

CDC: 
• PrEP – 2021 Update - A Clinical Practice Guideline. 

https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf 
• Let’s Stop HIV Together Clinician Resources. 

https://www.cdc.gov/stophivtogether/clinician-resources/index.html 
• PrEP Care System. 

https://www.cdc.gov/hiv/effective-interventions/prevent/prep/index.html 
• Resources for Consumers. 

https://www.cdc.gov/hiv/risk/prep/index.html 

AETC National Clinician Consultation Center. 
• PrEP Service (PrEPline): 855-HIV-PrEP (855-448-7737) 

https://www.cdph.ca.gov/Programs/CID/DOA/CDPH%20Document%20Library/QuickClinicalGuide_PrEP_ADA.pdf
https://urldefense.com/v3/__https:/www.surveymonkey.com/tr/v1/te/akU_2BQc2vAhAsa_2B264x1g69Xa1icXwLOFQRZZBkk_2Bvz7hadDpQw0tXHaMaJTWL4gAXhEFmeNtFXV_2FE7A9jpmt6llletUZJwPdNB47o0jQyPbXX6Q137_2FylVhQmXiAPF4LvhcVdFew0jApZIsCLLBKE41vLoMPcQ7nndaQyUVlqbyik_2B3IjIfKFV5gNz2QhwjEyCpxoptWsxLGB8flZK2FGYaZnIxxqz7I_2Bb_2B3lIGLapY_3D__;!!AvL6XA!zjAJyTG5ipvp3GFjD2IKC7BLB-FljdM7bKQVWCIxf3eyLUHbp4aJANPy_tVE_1yo5Anis1yOTJ92ubvjDKytDy8O9SDi$
https://urldefense.com/v3/__https:/www.surveymonkey.com/tr/v1/te/akU_2BQc2vAhAsa_2B264x1g64VaF5bYqgWEbLJ2keqNvlRuySQj9KN3hRSIA91aMrGh82j3JxcrpFIZ93TqiMZQRF56cMPaLTdNEAisl9c0s_2BzQXkcjmLoXndRFhe61mnbRVTR75aquuzIn9oBfQEiQxNejpOyxv9zd6_2Fi91VGg19MeOysRJf7i5FrpThpv2tr1rIsC0vccfHGHWXOtt30PrQ_3D_3D__;!!AvL6XA!zjAJyTG5ipvp3GFjD2IKC7BLB-FljdM7bKQVWCIxf3eyLUHbp4aJANPy_tVE_1yo5Anis1yOTJ92ubvjDKytD-bihkvd$
https://urldefense.com/v3/__https:/www.surveymonkey.com/tr/v1/te/akU_2BQc2vAhAsa_2B264x1g69Xa1icXwLOFQRZZBkk_2Bvz7OzO5nhXUBebjO1JzSPJ1YN35scZO3NHQc6g_2BQup56Hk98I87wcDhfouVNw4sF59LFJ1jzcOGKueMcU3Z23y_2B0_2FY3xAe43GjCSaP3VISseTgy6V0fVuDJGDwK_2FAThOyLxyIUqbLV8UL3FNGMNPoG8yAxWLOGK_2FQIZfXS_2F8F_2BF8PEOxVY0baKtF5h7DWfwkEAw_3D__;!!AvL6XA!zjAJyTG5ipvp3GFjD2IKC7BLB-FljdM7bKQVWCIxf3eyLUHbp4aJANPy_tVE_1yo5Anis1yOTJ92ubvjDKytD5CnEEpv$
https://urldefense.com/v3/__https:/www.surveymonkey.com/tr/v1/te/akU_2BQc2vAhAsa_2B264x1g69Xa1icXwLOFQRZZBkk_2Bvz6BWUxQ3l13Q1FGCN7x4yHE02k5bNpyh_2BeTom935OKVEMmxft2RjQne7u5173ckNlgdorIzWjufFGo_2FSHRcz9PqI6kuVXggEgqGUxI8s7z2mFwgb_2BryGU8j0alZ3iSsblQ_3D__;!!AvL6XA!zjAJyTG5ipvp3GFjD2IKC7BLB-FljdM7bKQVWCIxf3eyLUHbp4aJANPy_tVE_1yo5Anis1yOTJ92ubvjDKytD7YM8bCD$


I know. 
Welcome to dontthinkknow.org 

Please select your county 
or enter your zip code below. -­MHUIM.lfN-

foHREb EHPIHMP 

LI_E_n1_.,_,_,p_c_oo_• ____ ~1 +we 

 

    
 

    

    

     

HIV Home Testing Kits (California) 

Building Healthy Online Communities: Take Me Home program (BHOC-TMH). 
 FREE HIV oral self-testing with OraQuick 

 All counties in California (ages 17+); https://takemehome.org/ (English & Spanish) 

Ordering an HIV Test, Patient Instruction video (3:22) 
https://youtu.be/pBKl2B3SBDc 

Don't Think, Know.org  HIV testing in select CA counties 

https://urldefense.com/v3/__https:/bhocpartners.org/__;!!AvL6XA!0zBV6Q0_AxFMsouPcrUkBL9aQ-Tipfi85gMIPwQelnmHVg1T9p2sHVl9ZIbnTsLb0BZYWH-b1eUJKkS2XYZqNHuNbMko_NRUEFO3D8n_yyc-OWU$
https://takemehome.org/
https://youtu.be/pBKl2B3SBDc
https://dontthinkknow.org/
https://youtu.be/pBKl2B3SBDc


   

~ 
Thank You! 

Questions? 
~ 

Kurtis B. Mohr, MD, AAHIVS – CDPH STD Control Branch 
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