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E ach year, an estimated 10 to 12 million new
cases of sexually transmitted diseases (STDs)
are reported to disease control centers in the
United States.1 However, despite what is rapid-

ly becoming an epidemic, as many as 60% of clinicians
do not routinely screen their new patients for STDs.2 In
response to the growing concern about sexually trans-
mitted infections, the Centers for Disease Control and
Prevention (CDC)3 recently updated its guidelines for
the treatment of these diseases.

In upcoming issues of Women’s Health in Primary
Care, we will report on genital ulcers, vaginal infec-
tions, pelvic inflammatory disease, cer-
vical cancer screening for women with
STDs, and prophylaxis for hepatitis A
and hepatitis B. (For a discussion of ex-
ternal genital warts, see “Strategies for
Managing External Genital Warts” by
Drs. James F. Carter and David E.
Soper, which appeared in the May
1998 issue, beginning on page 320.)
Here we will summarize the CDC’s rec-
ommendations for managing chlamy-
dial and gonococcal infections.

CHLAMYDIAL INFECTION

In 1996, 490,080 new cases of genital
infections caused by Chlamydia tra-
chomatis were reported to the CDC.4

This represents an annual incidence of
194.5 cases per 100,000 persons, a
substantial increase from the 163.1
cases per 100,000 reported for 1991.
The incidence rate among women
(321.5 cases per 100,000) was more
than 5 times that among men (60.4
cases per 100,000). The CDC attributes
this gender difference to screening pro-
grams that are largely aimed at women.
If undetected and untreated, chlamy-

dial infections can lead to pelvic inflammatory disease,
which may result in infertility, ectopic pregnancy, or
chronic pelvic pain.

Chlamydial genital infections occur most often
among sexually active adolescents and young adults
(age range, 15 to 24 years). Because asymptomatic in-
fection is common, the CDC recommends routine an-
nual screening examinations for all sexually active ado-
lescents; it also suggests regular screening for young
women who have new or multiple sex partners and for
those who do not use barrier contraceptives consis-
tently. The sex partners of an infected patient also
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Table 1. Antibiotic regimens for chlamydial infection

Recommended Alternative 
Patient group regimens regimens

Adults and Azithromycin, Erythromycin base,
adolescents 1 g PO (single dose) 500 mg PO qid for 7 days

or or
Doxycycline, Erythromycin ethylsuccinate,
100 mg PO bid for 7 days 800 mg PO qid for 7 days

or
Ofloxacin, 
300 mg PO bid for 7 days

Pregnant Erythromycin base, Erythromycin base,
women* 500 mg PO qid for 7 days 250 mg PO qid for 14 days

or or
Amoxicillin, Erythromycin ethylsuccinate,
500 mg PO tid for 7 days 800 mg PO qid for 7 days or

400 mg PO qid for 14 days
or
Azithromycin,†

1 g PO (single dose)

* None of the regimens appropriate for pregnant women with chlamydial infection are highly 
effective, and the side effects of erythromycin may discourage compliance; thus, repeat testing for
Chlamydia trachomatis (preferably by tissue culture) is recommended for pregnant women 
3 weeks after they complete therapy.

† Azithromycin is not recommended for routine use in pregnant (or lactating) women because its
safety and efficacy in this setting has not been established.

Adapted from Centers for Disease Control and Prevention. MMWR. 1998.3



should be tested for C. tra-
chomatis. 

Pregnant women at in-
creased risk for C. trachoma-
tis infection (those who are
younger than 25 years, who
have new or multiple sex
partners, or whose partner
has other sex partners)
should be tested during the
third trimester. Early detec-
tion may allow interventions
to prevent related postnatal
complications.

Treatment is indicated
for both infected persons and
their sex partners to prevent
disease transmission as well
as reinfection. Pregnant wom-
en with chlamydial infection
also should be treated be-
cause C. trachomatis can be
transmitted to infants during
birth. The recommended reg-
imens are listed in Table 1.3

To maximize compliance, 
the clinician should admin-
ister the first dose. Patients
and their sex partners should
be advised to abstain from
intercourse for 7 days after
single-dose therapy, or until the 7-day course of treat-
ment has been completed.

GONOCOCCAL INFECTION

While the annual incidence of chlamydial infection is
rising, that of gonorrhea continues the decline first
noted in the mid-1970s. In 1996, 325,883 new cases
were reported, compared with the 623,009 cases re-
ported in 1991; women (119.5 cases per 100,000 per-
sons) and men (128.5 cases per 100,000) were affect-
ed with equal frequency.4

Among men, infection with Neisseria gonorrhoeae
usually produces symptoms (urethritis accompanied
by pain and purulent discharge) that prompt them to
seek treatment. However, among women, such infec-
tion often remains asymptomatic until serious compli-
cations (eg, pelvic inflammatory disease, tubal scar-
ring, and infertility) develop.

Thus, the CDC recommends screening examina-
tions for all women at risk for gonorrhea.3 Pregnant
women who are at increased risk, or who live in an area
where the prevalence of N. gonorrhoeae infection is
high, should be screened at the first prenatal visit. Sex
partners of infected women also should be tested (if

they have not already been
evaluated for gonorrhea).

The recommended treat-
ment regimen for gonococcal
infection of the cervix, ure-
thra, rectum, or pharynx are
listed in Table 2.3 Patients
should be instructed to ab-
stain from sexual intercourse
until they have completed
therapy and until their sex
partners have been treated
and no longer have symp-
toms.

COINFECTION

Persons infected with N.
gonorrhoeae often are coin-
fected with C. trachomatis;
the reverse is also true.
Thus, routine dual therapy
for gonococcal and chlamy-
dial infection has been rec-
ommended.

Administering dual ther-
apy (with any of the regi-
mens listed in Table 2) with-
out testing for C. trachomatis
may be cost-effective in re-
gions where 20% to 40% of
gonococcal infections are

accompanied by chlamydial infection because drug
costs are likely to be lower than the cost of testing.3

Also, in the United States, most gonococci remain sus-
ceptible to doxycycline and azithromycin; thus, the
routine use of dual therapy may hinder the develop-
ment of drug-resistant strains of N. gonorrhoeae.

For patients who reside in areas where the preva-
lence of coinfection is low, testing for chlamydia may
be preferred over presumptive treatment. However, the
CDC suggests administering dual therapy if the patient
is not likely to return for chlamydia test results. I
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Table 2. Antibiotic regimens for 
uncomplicated gonococcal infection*

Site Recommended regimens†

Cervix, Cefixime, 400 mg PO (single dose)
urethra, or
rectum Ceftriaxone, 125 mg IM (single dose)

or
Ciprofloxacin, 500 mg PO (single dose)
or
Ofloxacin, 400 mg PO (single dose)

Plus
Azithromycin, 1 g PO (single dose)
or
Doxycycline, 100 mg PO bid for 7 days

Pharynx Ceftriaxone, 125 mg IM (single dose)
or
Ciprofloxacin, 500 mg PO (single dose)
or
Ofloxacin, 400 mg PO (single dose)

Plus
Azithromycin, 1 g PO (single dose)
or
Doxycycline, 100 mg PO bid for 7 days

* These treatment regimens are suitable for coinfection with Chlamy-
dia trachomatis.

† These regimens do not represent a comprehensive list of all treatments
effective against Neisseria gonorrhoeae. Spectinomycin (2 g IM)
may be used in patients who cannot tolerate cephalosporins and
quinolones.

Adapted from Centers for Disease Control and Prevention. MMWR.
1998.3


