
The Burning Issue 
Sexually Transmitted Diseases 
 
Materials for Learners: 
 

• Handout #1: Chlamydia – Rates by Age and Sex (Figure 2)   

                     Gonorrhea – Rates by Age and Sex (Figure 3)                                                                         

• Handout #2: PID Pathway (Figure 5) 

   Treatment for uncomplicated STI (Table 1) 

• Handout #3: Criteria for PID (Table 2) 

   PID treatment (Table 3) 

• Clinical pearls 

• Knowledge questions and answers 

• References 

 

 

 

 

 

 

 

 

 

 

 
 



Handout #1 
Figure 2 

 

Image: Chlamydia – Rates by Age and Sex, US 2010, CDC STD Prevention Module 
Retrieved from http://www.cdc.gov/std/stats10/slides.htm on 10/31/13 

 
Figure 3 

 

Image: Gonorrhea – Rates by Age and Sex, US 2010, CDC STD Prevention Module 
Retrieved from http://www.cdc.gov/std/stats10/slides.htm on 10/31/13 
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Handout #2   

Figure 5: PID Pathway 

 
Image: Pathway of Ascendant Infection, CDC STD Prevention Module 
Retrieved from http://www2a.cdc.gov/stdtraining/self-study/pid/pid-sb3.asp on 10/31/13 
 

 

Table 1: Treatment for uncomplicated STD – GC/Chlamydia 
 
Ceftriaxone 250 mg IM in a single dose 

PLUS 

Azithromycin 1 g orally in a single dose OR Doxycycline 100 mg orally twice a 
day for 7 days 

 

Pathway of Ascendant InfectionPathway of Ascendant Infection
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http://www2a.cdc.gov/stdtraining/self-study/pid/pid-sb3.asp


 

 

Handout #3 

Table 2:  Criteria for PID 

Minimum Diagnostic 
Criteria 

Supportive Criteria Definitive Criteria 

Empiric treatment should 
begin in sexually active 
women at risk for STDs if 
one of the following criteria 
are present and no other 
cause identified: 
– Uterine tenderness or 
– Adnexal tenderness or 
– Cervical motion 
tenderness 
 

• Temperature > 101 F 
(38.3C) 
• Abnormal cervical or 
vaginal mucopurulent 
discharge 
• WBCs on saline 
microscopy 
• Elevated ESR and/or C 
reactive protein 
• Documentation of GC or 
Chlamydia infection 
 

• Histopathology of 
endometrial biopsy 
consistent with endometritis 
• Laparoscopic 
abnormalities consistent 
with PID (e.g. violin string 
adhesions, visualization of 
peritoneal exudate) 
• Transvaginal US or MRI 
findings suggestive of 
pelvic infection (e.g. tubal 
hyperemia, TOA abscess) 
 

 

Table 3: PID Treatment 
 

Oral 
– Ceftriaxone 250 mg IM OR Cefoxitin 2g IM + Probenicid 1g x 1 PLUS 

Doxycycline 100 mg PO BID x 14 days 
– +/- Metronidazole 500 mg PO BID x 14 days* 

Parenteral  
– Cefotetan 2g IV q12 OR Cefoxitin 2g IV q 6 hours PLUS Doxycycline 

100 mg PO/IV q 12 h (14 days)  
OR 

– Clindamycin 900 mg IV q 8 hours PLUS  
     Gentamycin loading dose IV/IM 2mg/kg followed by 1.5 mg/kg q 8 h  
                        (in patients with normal renal function) 
                        *Upon discharge, patients should continue doxycycline100 mg q12 hours                 
with or without metronidazole to complete 14 days of treatment. Clindamycin or 
doxycycline plus metronidazole are the preferred regimens to complete 14 days of 
treatment for TOAs                                    
 

 



 
 
 
Clinical Pearls: 
 

o The most concerning causes of dysuria with symptomatic voiding in an 
adolescent female are bacterial cystitis or an STD.  
 

o Always ask about sexual history and last testing for STD when evaluating 
adolescent patients presenting with gastro-intestinal or genito-urinary symptoms. 
 

o Common STD infections among adolescents include HPV, Chlamydia, 
gonorrhea, HSV, and trichomoniasis. 
 

o A single dose of azithromycin (1 gram) can be used to treat patients who are 
Chlamydia positive, GC negative.  All patients testing positive for gonorrhea 
should have dual therapy because of concerns regarding co-infections with 
chlamydia and resistant gonorrhea which includes a single dose of IM ceftriaxone 
(250 mg IM) in addition to 1 gram of azithromycin.  A 7 day course of doxcycline 
(100 mg PO BID) can be used as an alternative to azithromycin. 
 

o Most cases of PID can be treated outpatient with a two week course of antibiotics 
and close follow-up within 72 hours. Criteria exist for those needing parenteral 
therapy and admission. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
Knowledge questions: 
 
1.  Which of the following sex partners of a woman who has just tested positive for 
Chlamydia do NOT need treatment? 
a.  A partner from last month who reports he is asymptomatic. 
b.  A long-term partner who the patient broke up with about six months ago. 
c.  A current partner who received treatment about a week ago but has continued to have 
penile-vaginal intercourse with the woman. 
d.  None of the above need treatment 
 
2.  Which of the following are long-term sequelae to untreated PID? 
a.  Infertility 
b.  Ectopic pregnancy 
c.  Chronic pelvic pain. 
d.  All of the above.   
.   
3.  You are treating a patient for uncomplicated Chlamydia (no concerns regarding PID) 
who reports an allergy to azithromycin.  Which of the following regimens can be used as 
an alternative treatment? 
a.  Metronidazole 500 mg PO BID for seven days 
b.  Doxycycline 100 mg PO BID for seven days 
c.  Doxycycline 100 mg PO BID for fourteen days 
d.  Cefixime  400 mg PO x 1 dose 
 
4. You are seeing an 18 year old patient for pelvic pain who has both  cervical motion 
and uterine tenderness on pelvic exam.  A recent routine screening NAAT is positive for 
both GC/Chlamydia but patient had not yet returned for treatment.  She had an IUD 
placed several months ago and no longer has regular periods. She denies previous 
history of STIs or PID. Comprehensive ROS is otherwise negative (no fever, no nausea or 
vomiting). Which of the following is the most appropriate next step? 
a.  Admit to the hospital for further workup including urine HCG, and to start parenteral 
antibiotics. 
b.  Order urine HCG, and if negative, treat with IM ceftriaxone and start 2 week PO 
course of doxycycline.   
c.  Call GYN consult to have IUD removed immediately. 
d.  Order an abdominal CT to evaluate pelvic pain further. 
 
5. You are seeing a 17 year old female patient for routine health care maintenance.  You 
note that she has recently become sexually active with two male partners, reports condom 
us “most of the time,” has a negative review of symptoms and no significant past medical 
history.  Which of the following should be completed as part of her visit today? 
a.  PAP smear 
b.  HSV titers 



c.  GC and chlamydia screening 
d.  None of the above 
 
Answers to Knowledge Questions 
 
1.  Which of the following sex partners of a woman who has just tested positive for 
Chlamydia does NOT  need to be treated? 
Preferred response: b “A long-term partner who patient broke up about six months 
ago” 
 
Sex partners of patients treated for Chlamydia should be treated (and preferentially 
examined before treatment) if they had sexual contact within sixty days preceding onset 
of symptoms or diagnosis regardless of whether they are asymptomatic.  A partner who 
was recently treated but continued to have intercourse with the same (untreated) partner 
has high risk for re-infection and should also be re-treated.  Of note, women who have 
sex with women are still at risk for STDs from current or previous partners (male or 
female) and should not be presumed to be at lower risk based on their sexual orientation. 
 
2.  Which of the following are long-term sequelae to acute PID? 
Preferred response: d “All of the above” 
 
Over 800,000 women in the United States are diagnosed with PID each year, with about 
20% in the adolescent age group.  Long-term sequelae include infertility, ectopic 
pregnancy, chronic pelvic pain, and increased risk for recurrent PID.   
 
3.  You are treating a patient for uncomplicated Chlamydia (no concerns regarding PID) 
who reports an allergy to azithromycin.  Which of the following regimens can be used as 
an alternative treatment? 
Preferred response: b “doxycycline 100 mg PO BID for seven days” 
The fourteen day oral regimen of doxycycline is indicated for those diagnosed with PID.  
For an uncomplicated Chlamydia infection, a seven day course can be used instead of 
azithromycin. 
 
4.  You are seeing an 18 year old patient for pelvic pain who has both cervical motion 
and uterine tenderness on pelvic exam.  A recent routine screening NAAT is positive for 
both GC/Chlamydia but patient had not yet returned for treatment.  She had an IUD 
placed several months ago and no longer has regular periods. She denies previous 
history of STIs or PID. Comprehensive ROS is otherwise negative (no fever, no nausea or 
vomiting). Which of the following is the most appropriate next step? 
Preferred response: b “Order urine HCG, and if negative, treat with IM ceftriaxone 
and start 2 week PO course of doxycycline.”   
 
A pregnancy test should be obtained in all adolescents presenting with abdominal or 
pelvic pain to rule out ectopic pregnancy.  If negative, this patient does meet clinical 
criteria for PID and has a recent documentation of positive STI.  There are no indications 



at this time for hospitalization (able to tolerate PO, not pregnant, etc).  She can be started 
on outpatient regimen for PID with planned follow-up in 72 hours. 
 
IUDs have become a popular method of long-acting contraception.  Although the risk of 
PID is slightly increased in the first three weeks after insertion, the risk thereafter is 
similar to the baseline population.  The CDC recommends the same screening and 
treatment guidelines for adolescents both with and without IUDs. There is insufficient 
evidence to support removal of IUD during treatment of acute PID. 
 
Imaging is recommended in patients with acute PID if difficulty assessing adnexa on 
pelvic exam, concern for ectopic pregnancy (positive HCG), or possible tubo-ovarian 
abcess.  Ultrasonography, preferentially transvaginal, is considered the first line imaging 
modality for ectopic pregnancy. Sexually active teens can usually tolerate a transvaginal 
exam. 
 
5. You are seeing a 17 year old female patient for routine health care maintenance.  You 
note that she has recently become sexually active with two  male partners, reports 
condom use “most of the time,” has a negative review of symptoms and no significant 
past medical history.  Which of the following should be completed as part of her visit 
today? 
Preferred response c:  “GC and Chlamydia screening”   
 
The US Preventive Services Task Force (USPSTF), as well as the CDC, recommends at 
minimum annual screening for chlamydia in all sexually active adolescent females and 
young women.  Gonorrhea screening is recommended in these same age groups if 
concern for increased risk of GC infection (high community prevalence, inconsistent 
condom use, multiple partners, previous history of STDs, etc) 
 
Guidelines for cervical cancer screening recommend PAP smears beginning at age 21 for 
all adolescents with or without history of sexual activity.  Routine screening for herpes is 
not recommended in asymptomatic patients.  In those presenting with active genital 
ulcers, a viral culture can be sent.  Titers can be used to further evaluate patients with a 
history of ulcers who did not have a diagnostic workup completed while symptomatic. 
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