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New CDC Treatment Guidelines 
Critical to Preventing Health Consequences of 

Sexually Transmitted Diseases

The 2006 Guidelines for the Treatment of Sexually Transmitted Disease intergrates recommendations 
on the most effective treatment regimens, screening procedures, and prevention strategies for STDs, 
which infect an estimated 15 million people in the United States each year. CDC revises the guides 

approximately every four years, using a scientifi c evidence-based review process.

This is the fi fth CDC edition of the guidelines, which were fi rst published by CDC in 1982.
This document is IEHP’s summary of the CDC Guideline 2006. 

The original CDC guideline can be viewed online at: http://www.cdc.gov/std/treatment/default.htm 
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BACTERIAL
VAGINOSIS (BV)
(Prevotella sp., 
Mobiluncus sp., 
G.vaginalis, 
Mycoplasmahominis)

Non-pregnant females Metronidazole 500 mg bid x 7 days
OR 
Clindamycin cream (2%), one applicator full 
(5mg) intravaginally qhs x 7 days
OR
Metronidazole gel (0.75%), one applicator full 
(5mg) intravaginally qd x 5 days

Clindamycin 
300 mg po bid x 7 days
OR
Clindamycin ovules 
100 g intravaginally qhs x 3 days

Only women with symptomatic disease need 
treatment.  Treatment of male partners has not been 
shown to alter course or relapse / reinfection rate 
of BV.  Single dose metronidazole less effective than 
other regimens.  Flagyl ER (metronidazole 750 mg) 
po qd x 7 days and single dose of clindamycin 
intravaginal cream are FDA approved for BV; no 
comparative data with other regimens available.

Pregnancy For high or low risk:
Metronidazole 250 mg po tid x 7 days
OR
Metronidazole 500 mg po bid x 7 days 
OR
Clindamycin 300 mg po bid x 7 days

Intravaginal clindamycin cream 
should only be used during the 
fi rst half of pregnancy. 

BV increases risk of adverse pregnancy outcomes.  
Test & treat all symptomatic pregnant women.  BV 
treatment of asymptomatic pregnant women with a 
history of premature delivery may reduce the risk of 
prematurity.  Consider BV screening and treatment 
at fi rst prenatal visit.  Follow-up 1 month after 
therapy to assess effi cacy.

CHANCROID
(H. ducreyi)

Azithromycin 1g po x 1 dose
OR
Ceftriaxone 250 mg IM x 1 dose
OR
Ciprofl oxacin 500 mg po bid x 3 days
OR
Erythromycin base 500 mg po tid x 7 days

Patients should be tested for HIV at time of 
diagnosis.  HSV and T pallidum must be ruled out.  
Erythromycin regimen suggested for HIV patients.  
Ciprofl oxacin contraindicated in pregnancy/lactation.  
Azithromycin and ceftriaxone offer the advantage 
of single-dose therapy.  Worldwide, several isolates 
with intermediate resistance to either ciprofl oxacin or 
erythromycin have been reported.

CHLAMYDIAL 
INFECTIONS
(C. trachomatis)

Adolescents and adults Azithromycin 1g po single dose
OR
Doxycycline 100 mg po bid x 7 days  

Erythromycin base 
500 mg po qid x 7 days
OR
Erythromycin ethylsuccinate 
800 mg po qid x 7 days
OR
Ofl oxacin 300 mg po bid x 7 days
OR
Levofl oxacin 500 mg qd x 7 days

Annually screen sexually-active adolescent women; 
those age < 25 years; and older women with new or 
multiple partners.  Consider re-screening women 
3 - 4 months after treatment.  Erythromycin less 
effective than azithromycin/doxycycline.  Do not use 
quinolones in pregnancy.  Azithromycin should be 
available to treat patients with questionable 
compliance.  Tell patients to abstain from sexual 
intercourse until 7 days after treatment is started. 

Pregnancy Amoxicillin 500 mg po tid x 7 days
OR
Azithromycin 1g po single dose

Erythromycin base 
250 mg po qid x 14 days
OR
Erythromycin ethylsuccinate
800 mg po qid x 7 days
OR
Erythromycin ethylsuccinate
400 mg po qid x 14 days
OR
Erythromycin base 
500 mg po qid x 7 days

Erythromycin estolate, doxycycline, & quinolones are 
contraindicated during pregnancy.  Repeat cultures 3 
weeks after therapy completed because of high 
noncompliance rates and lower effi cacy of 
erythromycin regimens.  
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CHLAMYDIAL 
INFECTIONS
(C. trachomatis)
…Continued

Ophthalmia
neonatorum

Erythromycin 50 mg / kg / day po 
divided into 4 doses x 14 days

Neonatal ocular prophylaxis with silver nitrate or 
antibiotic ointments does not prevent perinatal 
transmission of Chlamydia.  Prophylactic 
antibiotics not indicated; treat only if symptomatic.  
Topical antibiotic treatment is ineffective and 
unnecessary if systemic antibiotics are used.  
Erythromycin is 80% effective; might need second 
course of therapy.  Treat mother and partner(s).

Infant
pneumonia

Erythromycin 50 mg / kg / day po 
divided into 4 doses x 14 days

Erythromycin is 80% effective; might need second 
course of therapy.  Treat mother and partner(s).

Children Children who weigh < 45 kg:
Erythromycin 50 mg / kg / day po 
Divided into 4 doses for 14 days

Children who weigh > 45 kg, 
but are< 8 years old:
Azithromycin 1g po single dose

Children > 8 years old:
Azithromycin 1g po single dose
OR Doxycycline 100 mg po bid x 7 days

Consider sexual abuse in preadolescent children.

EPIDIDYMITIS
(N. gonorrhoeae, C. 
trachomatis, 
Gram-negative enteric)

Ceftriaxone 250 mg IM single dose
PLUS
Doxycycline 100 mg po bid x 10 days

Cephalosporin/
tetracycline allergy, enteric 
organisms, or >35 years old: 
Treat x 10 days with 
Ofl oxacin 300 mg po bid 
OR 
Levofl oxacin 500mg po qd

Enteric organisms more common in men > 35 years 
old, recent urinary tract instrumentation or surgery, 
or with anatomical abnormalities.  Ofl oxacin is not 
indicated for use in children < 17 years old.  Fungal 
and mycobacterial causes are more common in HIV 
+ patients.

GENITAL HERPES 
SIMPLEX VIRUS
(HSV-2 usually)

First clinical episodes of 
genital herpes 

Acyclovir 400 mg po tid x 7 – 10 days or until clinically resolved
OR
Acyclovir 200 mg po 5 x / day x 7 – 10 days or until clinically resolved
OR
Famciclovir 250 mg po tid x 7 – 10 days or until clinically resolved
OR
Valacyclovir 1g po bid x 7 – 10 days or until clinically resolved

Topical acyclovir use is not recommended.  Treat fi rst 
clinical episode or severe recurrent episode during 
pregnancy with acyclovir.

First clinical episode of 
herpes proctitis

Same treatment option as genital herpes (see above) Valacyclovir and famciclovir probably effective but 
clinical experience lacking.

Severe infection Acyclovir 5 – 10 mg / kg body weight IV q8h x 2 – 7 days 
or until clinical improvement, 
then PO therapy to complete at least 10 days

IV acyclovir recommended for pregnant women with 
severe herpes infection.
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GENITAL HERPES 
SIMPLEX VIRUS
(HSV-2 usually)
…Continued

Recurrent episodes Acyclovir 400 mg po tid x 5 days
OR 
Acyclovir 800 mg po 3 x / day x 2 days
OR
Acyclovir 800 mg po bid x 5 days
OR
Famciclovir 125 mg po bid x 5 days
OR
Famciclovir 1000 mg po bid x 1 day
OR
Valacyclovir 500 mg po bid x 3 days
OR
Valacyclovir 1g qd x 5 days

Treatment must be initiated during prodrome or 
within 1 day of onset of lesions for patient to 
experience benefi t from therapy

Daily suppressive therapy Acyclovir 400 mg po bid
OR
Famciclovir 250 mg bid
OR
Valacyclovir 500 mg qd
OR
Valacyclovir 1g qd

Reduces frequency of HSV recurrences by at least 
70-80% in patients with 6 or more recurrences / year.  
Safety and effi cacy documented with daily use of 
acyclovir for up to 6 years, and with valacyclovir and 
famciclovir for 1 year.  After 1 year of 
suppressive therapy, discontinuation should be 
considered to assess rate of recurrent episodes.  
Valacyclovir 500 mg po qd less effective than other 
valacyclovir/acyclovir regimens in patients with > 10 
episodes / year.  Valacyclovir and famciclovir are 
comparable to acyclovir in clinical outcome.

HIV + 
or immunocompromised 

(Daily Suppressive)

All acyclovir-resistant strains are resistant to 
valacyclovir and most are resistant to famciclovir.

Acyclovir 400 - 800 mg po 2 – 3 x / day 
until clinically resolved (if severe, see above) 
OR
Famciclovir 500 mg po bid
OR
Valacyclovir 500 mg po bid 

If resistance suspected, foscarnet 
40 mg / kg IV q8h until clinical 
resolution attained

OR

Topical cidofovir 1% gel applied 
to lesions qd x 5 days

HIV + 
or immunocompromised 

(Episodic infection)

Acyclovir 400 mg po 3 x / day x 5-10 days
OR
Famciclovir 500 mg po bid x 5 – 10 days
OR
Valacyclovir 1g po bid x 5 - 10 days

Neonatal herpes Some experts recommend acyclovir for infants born 
to mothers who acquired HSV near term.

Acyclovir 
20 mg / kg IV q8h x 21 days for 
disseminated/CNS infection x 14 days for 
infection limited to skin/mucous membrane
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GENITAL WARTS
(Human 
papillomavirus, HPV) 

External genital / 
perianal warts

Patient Applied:
Podofi lox 0.5% solution or gel (apply bid x 3 
days, then off 4 days. May repeat cycle total of 
4 times)
OR
Imiquimod 5% cream (apply qhs 3 x week; 
wash off after 6 – 10 hours.) 

Provider-administered:
Cryotherapy with liquid nitrogen or cryoprobe.  
Repeat applications every 1-2 weeks
OR
Podophyllin 10%-25% in compound tincture 
of benzoin (wash off thoroughly in 1 – 4 hours 
after application.  Repeat weekly if necessary.)
OR
Trichloroacetic acid (TCA) or 
Bichloroacetic acid (BCA) 80%-90% 
Apply only to warts.  Powder with talc or 
baking soda to remove unreacted acid.  
Repeat weekly if necessary.
OR 
Surgical removal

Intralesional interferon 
OR
Laser Surgery

Current therapies may reduce, but probably do not 
eradicate infectivity.  If warts persist after one type 
of therapy, other therapies should be considered.  
Imiquimod, podophyllin,  and podofi lox should not 
be used during pregnancy.Some experts advocate 
removal of visible warts during pregnancy. 
Scarring in the form of hypo- or hyperpigmentation 
is common with ablative therapies.  Examination of 
sex partners is not necessary for management due to 
minimal risk for reinfection.  HIV + and 
immunosuppressed patients may not respond as well 
to treatment as others.  After applying TCA/BCA, 
can powder with talc, baking soda, or liquid soap to 
remove unreacted acid.

Cervical warts High-grade squamous intraepithelial lesions 
must be excluded before treatment started.  
Consult with Ob/Gyn for management. 

Vaginal warts Cryotherapy with liquid nitrogen (cryoprobe is not recommended)
OR
Trichloroacetic acid (TCA) or Bichloroacetic acid (BCA) 80%-90%, apply 
only to warts.  Powder with talc or baking soda to remove unreacted acid.  
Repeat weekly if necessary.
OR
Podophyllin 10%-25% in compound tincture of benzoin.  
Apply to treatment area, which must be dry before removing speculum.  
Treat < 2 cm2 per session.  Repeat weekly.

Podophyllin is contraindicated in pregnancy, due to 
systemic absorption. 

Urethral meatus warts Cryotherapy with liquid nitrogen
OR
Podophyllin 10%-25% in compound tincture of benzoin.  Treatment area 
must be dry before contact with normal mucosa. Wash off in 1 – 2 hours.  
Repeat weekly if necessary.

Podophyllin is contraindicated in pregnancy, due to 
systemic absorption. 

Anal warts Cryotherapy with liquid nitrogen
OR
Surgical removal
OR
Trichloroacetic acid (TCA) 80%-90%, apply only to warts.  Powder with talc 
or baking soda to remove unreacted acid.  Repeat weekly if necessary.

Warts on rectal mucosa should be referred to an 
expert.  After applying TCA/BCA, can powder with 
talc, baking soda, or liquid soap to remove unreacted 
acid.
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GRANULOMA 
INGUINALE 
(DONOVANOSIS) 
(K. ganulomatis)

Genital ulcerative disease Doxycycline 100mg po bid for at least 3 weeks Azithromycin 1g po once pe week 
OR
Ciprofl oxacin 750mg po bid 
OR
Erythromycin base 500mg po qid 
OR
Trimethoprim-sulfamethoxazole 
DS po bid 

All for at least 3 weeks and until all 
lesions have completely healed

Rare in United States.  Relapse can occur 6-18 
months after apparently effective therapy.  
Pregnant and lactating women should be treated 
with the erythromycin regimen.  Doxycycline and 
ciprofl oxacin are contraindicated in pregnant women.

GONOCOCCAL 
INFECTIONS
(N. gonorrhoeae)

Uncomplicated 
gonococcal infections 
(cervicitis, urethritis, 

rectal)

Cefi xime 400mg po single dose
OR
Ceftriaxone 125mg IM single dose
OR
Ciprofl oxacin 500mg po single dose
OR
Ofl oxacin 400mg po single dose
OR
Levofl oxacin 250mg po single dose
PLUS
Treatment for Chlamydia if chlamydial 
infection is not ruled out.

For MSM (Men who have sex with Men) or 
heterosexuals with a history of recent travel:
Cefi xime 400mg po single dose
OR
Ceftriaxone 125mg IM single dose
Treatment for Chlamydia if chlamydial 
infection is not ruled out

Quinolones should not be used in persons with 
a history of recent foreign travel or partners’ 
travel, infections acquired in CA or Hawaii, or 
infections acquired in other areas with 
increased Quinolone-Resistance 
N. gonorrhoeae prevalence.

Spectinomycin 2g IM x 1 dose
OR
Ceftizoxime 500mg IM x 1 dose
OR
Cefotaxime 500mg IM x 1 dose
OR
Cefoxitin 2g IM x 1 dose with 
Probenecid 1g po
OR
Gatifl oxacin 400mg po x 1 dose 
OR
Norfl oxacin 800mg po x 1 dose 
OR
Lomefl oxacin 400mg po x 1 dose

Quinolone resistance reported in Europe, the Middle 
East, Asia, the Pacifi c, Hawaii, & California. Get travel 
history from patient & partners; avoid quinolones in 
cases acquired in these areas.  Report suspected cases 
of quinolones resistance to local health department.

Pregnancy – Quinolones & tetracyclines 
contraindicated.  If cephalosporins not tolerated, 
treat with spectinomycin.

Alternative therapy – A regimen effective against 
possible Chlamydia infection (see: Chlamydial 
infections) must be included.  Azithromycin is not 
recommended for gonorrhea treatment.  The 2g dose 
(but not 1g) is effective, but expensive and causes GI 
distress.
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GONOCOCCAL 
INFECTIONS
(N. gonorrhoeae)
…Continued       

Gonococcal pharyngitis Ceftriaxone 125 mg IM single dose
OR
Ciprofl oxacin 500 mg po x 1 dose
Treatment for chlamydia if chlamydial infection 
is not ruled out

For MSM (Men who have sex with Men) or 
heterosexuals with a history of recent travel:
Ceftriaxone 125 mg IM single dose
Treatment for Chlamydia if chlamydial 
infection is not ruled out

Quinolones should not be used in persons with 
a history of recent foreign travel or partners’ 
travel, infections acquired in CA or Hawaii, or 
infections acquired in other areas with 
increased Quinolone-Resistance 
N. gonorrhoeae prevalence.

Spectinomycin 2g IM x 1 dose Use spectinomycin (only 52% effective) if ceftriaxone 
not tolerated; obtain pharyngeal culture 3 – 5 days 
after treatment to verify response.  
*Cefi xime is not recommended by the CDC; 
however, physicians may choose Cefi xime for ease 
of oral administration.  If Cefi xime is used, 
a test-of-cure (TOC) is recommended.  Ideally, the 
test-of-cure should be both a culture test so that the 
isolate can be tested for antimicrobial susceptibility 
and a nucleic acid amplifi cation test to maximize 
sensitivity.  If only a non-culture test is used, positive 
results should be followed up with a culture and 
susceptibility testing before the patient receives an 
alternative treatment.

Disseminated 
gonococcal Infection 

(DGI, adults)

Ceftriaxone 1g IM or IV q24h Cefotaxime 1g IV q8h
OR
Ceftizoxime 1g IV q8h
OR
Ciprofl oxacin 400 mg IV q12h
OR
Ofl oxacin 400 mg IV q12h
OR
Levofl oxacin 250 mg IV q24h
OR
Spectinomycin 2g IM q12h

Quinolones should not be used 
in persons with a history of recent 
foreign travel or partners’ travel, 
infections acquired in CA 
or Hawaii, or infections acquired 
in other areas with increased 
Quinolone-Resistance 
N. gonorrhoeae prevalence.

Hospitalize for initial therapy.  Continue parenteral 
regimen for 24-48 hours after improvement; then 
switch to one of these oral regimens to complete at 
least a week of therapy: 
cefi xime 400 mg bid, ciprofl oxacin 500 mg bid, 
ofl oxacin 400 mg bid, or levofl oxacin 500 mg qd.  
Treat presumptively for concurrent C. trachomatis 
infection.  See: Quinolone resistance and Pregnancy 
under uncomplicated gonococcal infections.

Disseminated gonococcal 
infection (DGI, infants)

Evaluate for co-infection with C. trachomatis. 
Use ceftriaxone cautiously in infants with 
hyperbilirubinemia.  Treat mother and her 
sex partner(s).

Ceftriaxone 25 – 50 mg / kg / day IM/IV qd x 7 days, 
up to 10 – 14 days if meningitis is documented
OR
Cefotaxime 25 mg / kg IM/IV q12h x 7 days, 
up to 10 – 14 days if meningitis is documented

Gonococcal meningitis 
and endocarditis

Ceftriaxone 1 – 2 g IV q 12h Therapy for meningitis should be continued for 
10 – 14 days and at least 4 weeks for endocarditis.
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GONOCOCCAL 
INFECTIONS
(N. gonorrhoeae)
…Continued       

Gonococcal conjunctivitis Ceftriaxone 1g IM x 1 dose 
PLUS Consider lavage of infected eye with 
saline solution once

Ophthalmia neonatorum 
prophylaxis

Erythromycin (0.5%) ophthalmic oint. 
x 1 application 
OR 
Tetracycline (1%) ophthalmic oint.
x 1 application

Not effective for prophylaxis of chlamydial eye 
disease.  Prophylaxis should occur for both vaginal 
and caesarian deliveries.  Bacitracin is not effective.  
Povidone iodine has not been adequately studied.

Ophthalmia neonatorum 
treatment

Ceftriaxone 25 –50 mg /kg IM/IVx 1 dose 
(max 125 mg)

Topical antibiotic therapy alone is inadequate and 
unnecessary if systemic therapy is administered.  
Simultaneous infection with C. trachomatis is 
possible.  Use ceftriaxone cautiously in infants with 
elevated bilirubin levels.  Treat until cultures negative 
at 48 – 72 hours.

Prophylaxis for infants Ceftriaxone 25 –50 mg /kg IM/IVx 1 dose 
(max 125 mg)

Use in infants born to untreated mothers.  
Simultaneous infection with C. trachomatis is 
possible.  Use ceftriaxone cautiously in infants with 
elevated bilirubin levels.  Treat mother.

Gonococcal infections 
in children

Children who weigh > 45 kg: 
See adult regimens

Children who weigh > 45 kg:
Ceftriaxone 125 mg IM x 1 dose 
(for uncomplicated gonococcal vulvo-vaginitis, 
cervicitis, urethritis, pharyngitis, or proctitis)

Children who weigh < 45 kg:
Ceftriaxone 50 mg / kg IM/IV qd 
(max dose 2g > 45 kg and 1g < 45 kg) x 7 days 
(for bacteremia, or arthritis)

Children who weigh < 45 kg: 
Spectinomycin 40 mg / kg 
(max 2g) IM x 1 dose 
(for uncomplicated gonococcal 
vulvovaginitis, cervicitis, urethritis, 
pharyngitis, or proctitis)

Some experts use cefi xime to 
treat gonorrhea in children, but 
safety and effi cacy not adequately 
evaluated.

Sexual abuse is the most common cause. 
For meningitis, increase duration of treatment to 
10 – 14 days.  Only parental cephalosporins are 
recommended for use among children; 
oral cephalosporins have not been adequately 
evaluated in children.  Cefotaxime is only approved 
for gonococcal ophthalmia.  Simultaneous infection 
with C. trachomatis is possible.

LYMPHOGRANULOMA 
VENEREUM (LGV) 
(C. trachomatis)

LGV infection Doxcycline 100mg po bid x 21 days Erythromycin base 
500mg po qid x 21 days

Azithromycin 1g po qweekly for 3 weeks may be 
effective.  Treat pregnant and lactating women with 
erythromycin.

MUCOPURULENT 
CERVICITIS
(C. trachomatis, 
N. gonorrhoeae)

Treat according to therapies for chlamydia 
or gonorrhea

Treat according to suspicion for chlamydia and/or 
gonorrhea.  Wait for test results if prevalence of both 
organisms is low and chance for follow-up is good.
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NONGONOCOCCAL 
URETHRITIS (NGU)
(C. trachomatis, 
Ureaplasma 
urealyticum, 
Mycoplasma genitalium, 
Trichomonas vaginalis)

Azithromycin 1g po single dose
OR
Doxycycline 100 mg po bid x 7 days

Recurrent/persistent urethritis:
Metronidazole 2g po single dose
OR
Tinidazole  2 g po single dose
PLUS 
Azithromycin 1g po single dose 
(if not used for initial episode)

Erythromycin base 
500 mg po qid x 7 days
OR
Erythromycin ethylsuccinate 
800 mg po qid x 7 days
OR
Ofl oxacin 
300mg po bid x 7 days
OR
Levofl oxacin 
500mg po qd x 7 days

If symptoms persist and patient non-compliant or 
exposed to untreated partner re-treat with initial 
regimen.  In compliant or unexposed patients, 
perform wet mount and culture for T. vaginalis, then 
follow with recurrent/persistent regimen.

Tell patients to abstain from sexual intercourse until 7 
days after treatment is started.

PARASITIC 
INFECTIONS
(Pediculosis pubis, 
Sarcoptes scabiei)

Pediculosis pubis 
(pubic lice)

The CDC Treatment Guidelines recommend lindane 
for treatment, but it is no longer available.  Lindane 
is not recommended for use in pregnant/lactating 
women or children < 2 years of age.  Toxicity related 
to prolonged exposure to lindane (>4 minutes) 
includes seizures and aplastic anemia. Permethrin has 
less potential for toxicity.  Decontaminate clothing 
and bedding or remove from body contact for at least 
72 hours.  Fumigation is not necessary.  Evaluate and 
retreat in 1 week if symptoms persist and lice are 
observed.  Sexual partners within preceding month 
should be treated.

Permethrin 1% crème rinse, applied to affected areas and 
washed off after 10 minutes
OR
Pyrethrins with piperonyl butoxide, applied to affected areas and 
washed off after 10 minutes
Evaluate and retreat in 1 week if symptoms or lice/eggs persist

Alternative Treatment: 
Malathion 0.5% lotion applied for 8-12 hours and washed off
OR
Ivermectin 250 mcg/kg repeated in 2 weeks

Scabies Permethrin cream (5%), 
applied to all areas of the body from the neck 
down and washed off after 8 – 14 hours
OR
Ivermectin 250 mcg/kg repeated in 2 weeks 
Some experts retreat after 1 – 2 weeks if still 
symptomatic; others retreat only if live mites 
are found

Lindane (1%) 1 oz. Of lotion or 
30g of cream applied in a thin 
layer to all areas of the body from 
the neck down and thoroughly 
washed off after 8 hours

Lindane is not recommended as fi rst-line therapy 
because of toxicity.  It should only be used as an 
alternative if the patient cannot tolerate other 
therapies or if other therapies have failed.  Lindane is 
not available in CA.  Do not use lindane after a bath, 
in patients with extensive dermatitis, in pregnant or 
lactating women, or children < 2 years old.  
Decontaminate clothing and bedding.  Pruritus may 
persist for several weeks; some experts recommend 
treatment after 1 week if still symptomatic.  Both 
sexual and close personal or household contact 
within preceding months should be examined and 
treated.  Control of scabies epidemic requires 
treatment of entire population at risk.  Scabies among 
children is usually not sexually transmitted.
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PELVIC 
INFLAMMATORY 
DISEASE (PID)
(N. gonorrhoeae, 
C. trachomatis, 
G. vaginalis, 
H. infl uenzae, etc.)

Inpatient Management Ofl oxacin 400 mg IV q12h
OR
Levofl oxacin 500 mg IV q24h
WITH or WITHOUT
Metronidazole 500 mg IV q8h
OR
Ampicillin/Sulbactam 3 g IV q6h
PLUS
Doxycycline 100 mg IV/ po q12h

Quinolones should not be used in 
persons with a history of recent 
foreign travel or partners’ travel, 
infections acquired in CA 
or Hawaii, or infections acquired 
in other areas with increased 
Quinolone-Resistance 
N. gonorrhoeae prevalence.

Parenteral therapy may be converted to oral therapy 
24 hours after clinical improvement.  Some experts 
prefer clindamycin or metronidazole with 
doxycycline for continued therapy when 
tubo-ovarian abscess is present.  Other 2nd or 3rd 
generation cephalosporins may be effective but 
clinical data is limited.

Pregnancy: Women should be hospitalized and 
treated with parenteral antibiotics.

It is not clear whether the treatment of PID in HIV + 
women requires hospitalization and parenteral 
antibiotics.

Single daily dosing of gentamicin may be used.

Regimen A:  Cefoxitin 2g IV q6h
OR
Cefotetan 2g IV q12h
PLUS
Doxycycline 100 mg IV/ po q12h
followed by 
Doxycycline 100 mg po bid for 14 days total

Regimen B: Clindamycin 900 mg IV q8h
PLUS
Gentamicin 2 mg / kg IV/IM loading dose then 
1.5 mg / kg maintenance dose q8h (Single daily 
dosing may be substituted)
 followed by
Doxycycline 100 mg po bid for 14 days total
OR
Clindamycin 450 mg po qid for 14 days total

Outpatient Management Patients who do not respond within 72 hours to 
therapy should receive parenteral antibiotics and 
usually require hospitalization.  Alternative oral 
regimens suggested include amoxicillin/ 
clavulanic acid plus doxycycline. Azithromycin as 
been demonstrated in one randomized trial to be 
effective regimen for acute PID.  

Regimen A: Ofl oxacin 400 mg po bid x 14 days 
OR
Levofl oxacin 500 mg po qd x 14 days
WITH or WITHOUT
Metronidazole 500 mg po bid x 14 days

Regimen B: Ceftriaxone 250 mg IM x 1 dose
OR
Cefoxitin 2g IM
PLUS
Probenecid 1g po x 1 dose
OR
Other parenteral 3rd generation cephalosporin 
(ceftizoxime/cefotaxime)
PLUS
Doxycycline 100 mg po bid x 14 days
WITH or WITHOUT
Metronidazole 500 mg po bid x 14 days

Quinolones should not be used in persons with 
a history of recent foreign travel or partners’ 
travel, infections acquired in CA or Hawaii, 
or infections acquired in other areas with 
increased Quinolone-Resistance 
N. gonorrhoeae prevalence.
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PROCTITIS
(N. gonorrhoeae, 
C. trachomatis, 
T. pallidum, and HSV)

Ceftriaxone 125 mg IM 
(or other agent effective against anal and 
genital gonorrhea)
PLUS
Doxycycline 100 mg po bid x 7 days

For patients with herpes proctitis, see HSV section.  
HIV positive patients may not respond to 
recommend therapy and need to be evaluated for 
other causative organisms.

SEXUAL ASSAULT
(C. trachomatis, 
N. gonorrhoeae, 
T. vaginalis, and HSV)

Ceftriaxone 125 mg IM x 1 dose
PLUS
Metronidazole 2g po x 1 dose
PLUS
Azithromycin 1g po single dose
OR
Doxycycline 100 mg po bid x 7 days

For alternative treatments, 
refer to sections in this chart 
that specifi cally address 
those agents.

These regimens can cause nausea; consider an 
anti-emetic, especially if emergency contraception 
given.  Give hepatitis B vaccine at initial exam unless 
already vaccinated, with additional doses 1 – 2 and 
4 – 6 months later.  Give hepatitis B immune globulin 
if source is HBsAg-positive.  Start serial tests for HIV 
antibody.  Consult HIV specialist if antiretroviral 
prophylaxis considered.

SYPHILIS
(T. Pallidum)

Primary and secondary 
syphilis

Early latent syphilis
(< 1 year)

Adults: Benzathine penicillin G 
2.4 million units IM x 1 dose

Children: Benzathine penicillin G 
50,000 units / kg IM x 1 dose 
(up to 2.4 mil units)

If penicillin allergic: 
Tetracycline 
500 mg po qid x 28 days
OR
Doxycycline 
100 mg po bid x 28 days

Nontreponemal titers not decreasing 4-fold within 
6 months suggests treatment failure.  Tell patients 
they may develop fever, headache, & myalgia within 
24 hours of treatment.  Desensitize and treat with 
penicillin-allergic & follow-up/compliance unsure.  
Test all patients for HIV.  Azithromycin might be 
effective as a single oral dose of 2g, but resistance has 
been reported.  

Late latent or 
latent syphilis of 

unknown duration
Late (tertiary) syphilis 

(gumma and 
cardiovascular syphilis)

Adults: Benzathine penicillin G 
2.4 mil units IM/ week x 3 weeks 
(7.2 mil units total)

Children: Benzathine penicillin G 
50,000 units / kg IM (up to 2.4 million units) 
each week x 3
(150,000 units / kg or 7.2 million units)

If penicillin allergic: 
Tetracycline 
500 mg po qid x 4 weeks 
OR
Doxycycline 
100 mg po bid x 4 weeks

Evaluate patients with latent syphilis for evidence of 
tertiary disease.  Evaluate CSF before treatment for 
latent syphilis.  If penicillin-allergic and compliance/
follow-up unsure, desensitize and treat with 
penicillin.  Test all patients for HIV. 

Neurosyphilis Aqueous crystalline penicillin G
18 – 24 million units IV qd, administered as 
3 – 4 million units IV q4h or continuous 
infusion x 10 – 14 days

If compliance assures:
Procaine penicillin 2.4 million units IM qd
PLUS
Probenecid 500 mg po qid x 10 – 14 days

If penicillin allergic:
Desensitize and treat with 
penicillin
OR
Ceftriaxone 
2gIM/IV qd x 10 – 14 days 
(cross-reactivity with penicillin 
possible)

Neurosyphilis can occur at any stage of syphilis.  
Examine CSF in any syphilis patient with clinical 
evidence of neurologic involvement.  Some experts 
add benzathine penicillin 2.4 million units IM weekly 
for up to 3 weeks after neurosyphilis regimen to 
provide duration comparable to therapy for late 
syphilis.  Test all patients for HIV.
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SYPHILIS
(T. Pallidum)
…continued

 HIV and syphilis Primary/secondary/early latent syphilis: Treat as above.  Some experts examine 
CSF before treatment of early syphilis and recommend additional benzathine 
penicillin G as dosed for late syphilis.  Evaluate clinically and serologically for 
treatment failure 3, 6, 9, 12, and 24 months after treatment. Late latent syphilis 
or unknown duration: Examine CSF, then treat as above for late latent in 
HIV-patients or neurosyphilis based on exam results.  Evaluate clinically and 
serologically 6, 12, 18, and 24 months after treatment.

Consider neurosyphilis in differential of neurologic 
disease in HIV + patients.  Manage primary/
secondary syphilis in penicillin-allergic HIV + the 
same as in HIV – patients.  Desensitize penicillin-
allergic HIV + patients with late latent or unknown 
duration syphilis.

Pregnancy and syphilis Treat for appropriate stage of syphilis.  Some 
experts recommend a second dose of 
benzathine penicillin 2.4 mil units IM one 
week after initial dose for women with primary, 
secondary, or early latent syphilis

If penicillin allergic:
Desensitize patient to penicillin

No adequate alternatives.
Doxycycline and tetracycline are 
contraindicated in pregnancy.
Erythromycin cannot be relied 
upon to treat infected fetus.
Insuffi cient data on azithromycin 
or ceftriaxone

Routine screening for syphilis at time of fi rst prenatal 
visit.  High risk should be screened at 28 weeks and 
at delivery.  Titers should be repeated in 3rd trimester 
and at delivery (monthly for high risk).  Penicillin is 
effective in preventing transmission to and 
established infection to the fetus.  Women treated in 
second half of pregnancy are at risk for premature 
labor and/or fetal distress.  All patients who have 
syphilis should be tested for HIV.

Congenital syphilis Aqueous crystalline penicillin G 
100,000 – 150,000 units / kg / day IV (50,000 
units / kg IV q12h for fi rst 7 days of life and 
q8h thereafter for total of 10 days)
OR
Procaine penicillin G 
50,000 units / kg IM qd x 10 days

For children identifi ed at > 1 month:
Aqueous crystalline penicillin G 
200,000 – 300,000 units / kg / day IV or IM 
(as 50,000 units / kg q 4 – 6h) x 10 days

Insuffi cient data regarding use of 
other antibiotics

If penicillin allergic:
Desensitize and treat with 
penicillin

Treatment decisions should be based on 
identifi cation of syphilis mother, adequacy of 
maternal therapy, evidence of syphilis in infant, and 
comparison of infant’s and mother’s VDRLs.  Repeat 
entire course if more than 1 day of therapy is missed 
in infants with proven or highly probable disease.  
Follow up every 2 –3 months until titers decline or 
become nonreactive in VDRL-positive infants.

A child > 1 mo old with suspected congenital syphilis 
or neurologic involvement should receive aqueous 
crystalline penicillin G.  Some experts follow that 
with a single dose of benzathine penicillin 50,000 
units / kg IM.

TRICHOMONIASIS 
(T. vaginalis)

Metronidazole 2g po single dose
(including pregnant women)
OR
Tinidazole 2g po single dose

Metronidazole 
500 mg bid x 7 days

If treatment fails, use metronidazole 500 mg bid x 7 
day regimen or tinidazole 2g single dose.  If repeated 
failure, use metronidazole or tinidazole 2g qd x 5 days
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VULVOVAGINAL
CANDIDIASIS 
(VVC) 
(C. albicans, other 
Candida sp., 
Torulopsis sp., 
or other yeasts)

Butoconazole 2% cream 
5g intravaginally x 3 days*†
OR
Butoconazole 2% cream 
5g (butaconazole sustained release), 
single intravaginal application*†
OR
Clotrimazole 1% cream 
5g intravaginally x 7 – 14 days*†
OR
Clotrimazole 100 mg vaginal tablet x 7 days*†
OR
Clotrimazole 100 mg vaginal tablet, 
two tabs x 3 days*
OR 
Miconazole 2% cream 
5g intravaginally x 7 days*†
OR
Miconazole 200 mg vaginal suppository, 
1 dose x 3 days*
OR
Miconazole 100 mg vaginal suppository, 
1 dose x 7 days*†
OR
Miconazole 1,200 mg vaginal suppository, 
1 dose x 1 day*†
OR
Nystatin 100,000 unit vaginal tablet qd 
intravaginally x 14 days
OR
Tioconazole 6.5% ointment 
5g intravaginally x 1 dose*†
OR
Terconazole 0.4% cream 
5g intravaginally x 7 days*
OR
Terconazole 0.8% cream 
5g intravaginally x 3 days*
OR
Terconazole 80 mg suppository, 
1 dose x 3 days*

Oral agent: Fluconazole 150 mg po single dose

*Oil based; may weaken latex condom 
and diaphragms

† Available as an OTC preparation

VVC: Topical azole products more effective than 
nystatin.  Self-medication with OTC products 
advised only if diagnosed with VVC and same 
symptoms recur.  Uncomplicated VVC responds 
to all regimens.  Oral azoles, itraconazole and 
ketoconazole, might be as effective topical agents, 
but potential toxicity and drug interactions must 
be considered.  Complicated VVC (severe local or 
recurrent VVC in patient with uncontrolled 
diabetes or infection caused by less susceptible 
organism) requires 7 – 14 days of topical or oral 
therapy.  Treatment of sex partners has not been 
shown to  frequency of recurrences.  VVC may 
occur more frequently in HIV + women; treatment 
is the same.  

Pregnancy: Only topical azole 
therapies should be used.  Most effective are 
butoconazole, clotrimazole, miconazole, and
terconazole.  7 day regimens preferred.  

Recurrent vulvovaginal candidiasis (RVVC): 
Defi ned as four or more episodes of symptomatic 
VVC per year.  Risk factors for RVVC: uncontrolled 
diabetes, immunosuppression and corticosteroid 
use. Some specialists recommend a longer duration 
of initial therapy - Initial intensive regimen of 7 
– 14 days of topical therapy or a 100mg, 150mg, 
or 200mg oral fl uconazole every 3rd day for a total 
of 3 doses, followed by a maintenance regimen of 
oral fl uconazole (100mg, 150mg, or 200mg) weekly 
for 6 months. If this regimen is not feasible, topical 
clotrimazole 200mg twice a week, clotrimazole 
500mg vaginal suppositories once weekly, or other 
topical treatments may be used. All cases of RVVC 
should be confi rmed by culture before initiating 
therapy.  Management of HIV + women should be 
same as other women with RVVC.
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RECURRENT 
VULVOVAGINAL 
CANDIDIASIS 
(VVC)
(T. vaginalis)

Initial treatment: 
7 – 14 days of topical therapy described above
OR
Fluconazole 
100mg, 150mg, or 200mg po q 3 days x 3 doses

Follow with 6 months of a maintenance 
regimen listed below. Maintenance regimens:

Clotrimazole 
500mg vaginal tablet once weekly
OR
Clotrimazole 
200mg twice a week
OR
Fluconazole 
100, 150, or 200mg po once weekly

Recurrent vulvovaginal 
candidiasis: 
Defi ned as > 4 symptomatic 
episodes / year.  Obtain vaginal 
culture before initiating 
maintenance therapy. 

Reference
Centers for Disease Control and Prevention.  Sexually transmitted diseases treatment guidelines 2006.  MMWR 2006;55:RR-11.

This is a summary of the 2006 CDC Treatment Guidelines for STDs and is not intended as a replacement for review of the actual publication. Patients should 
abstain from sexual activity or use condoms until STD’s are cured. The full report is available at http://www.cdc.gov/std/treatment/2006/rr5511.pdf Evaluation 
and treatment of partners is indicated for all diagnoses except for bacterial vaginosis and vulvovaginal candidiasis. For information regarding identifi cation and 
management of at-risk sex partners, refer to the complete CDC guidelines.

Unless otherwise indicated, treatment recommendations for HIV positive individuals are the same as for HIV negative individuals.

Reference
Centers for Disease Control and Prevention.  Sexually transmitted diseases treatment guidelines 2006.  MMWR 2006;55:RR-11.

This is a summary of the 2006 CDC Treatment Guidelines for STDs and is not intended as a replacement for review of the actual publication. Patients should 
abstain from sexual activity or use condoms until STD’s are cured. The full report is available at http://www.cdc.gov/std/treatment/2006/rr5511.pdf Evaluation 
and treatment of partners is indicated for all diagnoses except for bacterial vaginosis and vulvovaginal candidiasis. For information regarding identifi cation and 
management of at-risk sex partners, refer to the complete CDC guidelines.

Unless otherwise indicated, treatment recommendations for HIV positive individuals are the same as for HIV negative individuals.
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