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From Control to Crisis: The Resurgence of Sexually
Transmitted Diseases
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A t the turn of the century, the Centers for Disease Control and
Prevention (CDC) reported that many sexually transmitted

diseases (STDs) in the United States were on the decline.1 Na-
tional objectives presented in the CDC's Healthy People program
to reduce Chlamydia trachomatis (CT), Neisseria gonorrhoeae
(NG), and syphilis morbidity by 2000 were reportedly reached
or were moving toward their target.2 Public health officials reveled
in the success of prevention, testing, and treatment efforts to con-
trol STD incidence, even redirecting the conversation toward plans
to eliminate syphilis.3

Unfortunately, federal funds allotted to STD prevention be-
gan to decline beginning in 2002—decreasing by one third by
2018, after adjusting for inflation (see Figure 1).4,5 In near-
perfect synchrony, the United States experienced a severe resur-
gence of STDs.6 According to the newly released CDC STD Report,
the number has increased to a combined total of nearly 2.3 million re-
ported cases of CT,NG, and primary and secondary (P&S) syphilis in
2017 alone—more than twice the number of cases reported in 2000.7

In response, the National Coalition of STDDirectors has called on
the US President and the Department of Health and Human Ser-
vices to declare STDs a public health crisis.6

How did we get to this public health crisis? There is no one
answer, but many factors related to federal STD prevention budget
cuts help explain this resurgence: health departments are shrink-
ing, community clinics are closing, contact tracing is dwindling,
and sexual health education is minimal.8,9 Safeguarding the
public's health is a government responsibility; advocates must en-
gage US legislators in the difficult conversation to increase
funding for STD prevention, testing, and treatment services.While
this plays out, we present 3 reasonable, evidence-based steps to ad-
dress the STD crisis—learned from the efforts of AIDSHealthcare
Foundation and Los Angeles LGBT Center's STD services for
high-risk populations.

ALL PRIMARY CARE PROVIDERS SHOULD
IMPLEMENT OPT-OUT STD TESTING

Opt-out STD testing in a primary care setting means CT,
NG, and syphilis testing for all patients unless a patient declines.
A general consent for care, obtained at patient registration, is suf-
ficient to ensure efficient clinical procedures and appropriate STD
testing. Current CDC screening guidelines recommend opt-out
HIV testing for all women aged 13 to 64 years, all pregnant

women at their first prenatal visit, and all men aged 13–64 years.10

However, the same guidelines do not include any opt-out testing
for CT, NG, and syphilis. In addition, many providers do not as-
sess risky sexual behaviors (e.g., non-condom use) that may indi-
cate a patient for STD testing.11–15 Appropriate sexual health
assessments ensure providers balance public health needs
with cost-effectiveness.

One of the most pressing justifications for opt-out STD
testing is the rise of congenital syphilis—the transmission of syph-
ilis from mother to child during pregnancy or birth. Congenital
syphilis cases were on the decline in the 2000s but have increased
every year since 2012.7 Congenital syphilis has been associated
with stillbirth and numerous issues ranging from bone deformities
to neurologic impairment.16 A study conducted in Louisiana, the
state with the highest rate of congenital syphilis, found that one
third of the cases could have been prevented during the mothers'
appointments with their prenatal care providers.17 Another study
found that only 7 states followCDC syphilis screening recommen-
dations for pregnant women; 6 states still do not require prenatal
syphilis screening at any stage of pregnancy or birth and the ma-
jority of states only require syphilis screening at the first prenatal
visit.18 To sustainably reduce congenital syphilis rates, all states
must fully comply with the CDC's syphilis screening recommen-
dations for all women at first prenatal visit and repeat screenings
for at-risk pregnant women during the third trimester and
at delivery.

Opt-out testing is also necessary due to the asymptomatic
nature of STDs. For example, a study found that one-quarter of
men and half of women may exhibit no symptoms for urethral
NG19; for urethral CT, 2 studies found that 90% of men and
70% to 95% of women were asymptomatic.20,21 A study by
Owusu-Edusei Jr. et al. documented cost savings and reduced
STD prevalence after the implementation of opt-out CT testing
for young women.22 Ultimately, implementing opt-out testing in
all primary care settings is likely to reduce STD morbidity
and mortality.

CLINICS MUST OFFER EXTRAGENITAL
STD TESTING

Extragenital testing refers to pharyngeal and rectal swabs
for extragenital CTand NG infections. In addition to urine collec-
tion, the CDC recommends that all gay, bisexual, and other men
who have sex with men (collectively referred to as MSM) receive
extragenital CT and NG testing (rectal CT and NG screening and
pharyngeal NG screening), given potential exposure at those ana-
tomical sites, because urine-only CT and NG testing can miss
more than two thirds of infections.23 Unfortunately, many primary
care providers remain inconsistent in adhering to the CDC's
extragenital testing recommendations. For example, in an analysis
of MSM attending 42 clinics that collaborate with the STD Sur-
veillance Network, only around half were screened for rectal CT
and NG.23
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The CDC guidelines do not include regular extragenital
STD testing recommendations for women, despite high rates of
extragenital CT and NG infections among sexually active
women.24 In an analysis of 5,499 rectal swabs taken by women be-
tween November 2012 and September 2015, 1 in 10 women who
underwent rectal testing tested positive for either rectal CT or
NG.25 More concerning, even though many patients have
extragenital infections, around half of the reported rectal CT and
NG infections among the women in that study would have been
missed through urine-only testing.

Given the high proportion of CT and NG site-specific in-
fections in both MSM and women, extragenital STD testing
should be offered to everyone who is at risk based on appropriate
sexual health assessments and, as discussed in the first recommen-
dation, be administered on an opt-out basis. Many public health
laboratories have validated extragenital testing, but it is up to the
providers to order them.

THE STD SERVICES INFRASTRUCTURE IS IN DIRE
NEED OF INNOVATIVE UPGRADES

Many STD clinics still operate within a 20th century infra-
structure and may not realize the detrimental effects of such tradi-
tional methods. For example, many traditional STD clinics adhere
to the no-news-is-good-news slogan—only contacting patients
about positive STD test results via telephone call. However, pa-
tients may not receive their results due to incorrect phone num-
bers, straight-to-voicemail encounters, or impacted staff time.
Both the Los Angeles LGBT Center and AIDS Healthcare Foun-
dation implemented an online patient engagement platform and
smartphone application, to digitally communicate positive and

negative STD test results to patients the instant the results are uploaded
to the organizations' electronic health records, leading to faster time-to-
treat for positive infections compared to telephone calls.26

New point-of-care diagnostic devices that offer fast STD
test results can ensure patients receive treatment for a diagnosed
infection on the same day as their testing visit. The Dean Street
Express clinic in London has demonstrated dramatic success in
the efficient management of asymptomatic infections by
employing this technology in their streamlined STD testing pro-
gram.27 Outside of the clinic setting, mobile and home-based
STD testing are effective outreach tools for high-risk populations.
Mobile STD testing can successfully reach patients in front of
clubs, bars, and populated areas28; home test kits are an effective
alternative to clinic-based testing.29 Both testing options may be
more convenient for patients and are especially appealing for
asymptomatic patients reluctant to seek STD testing services at
traditional brick-and-mortar clinics.

Innovations in STD testing do not always require invest-
ments in new technologies—just new media. For example, STD
clinics can implement digital outreach via geosocial networking
phone applications (also referred to as “hookup apps” like Tinder
and Grindr) to initiate conversations with local populations. In a
study by Lampkin et al., STD counselors' online engagement with
MSM via the hookup app Grindr led to a 14-fold increase in pro-
viding education, counseling, and testing information compared
with traditional outreach methods.30

Public health advocates need to think beyond the traditional
and outmoded STD services infrastructure. Innovative approaches
to prevention, testing, and treatment are demonstrably successful
and can be cost-effective. To successfully reach patients in the
21st century, we must use state of the art testing technology and

Figure 1. Annual CDC STD Prevention Budget and Total STD Cases by Year, 2000 to 2018.4,5,7 *We would like to acknowledge the
National Coalition of STD Directors for providing the CDC spending budget for STD prevention presented in the figure. **Inflation is
calculated using theConsumer Price Index (CPI) Inflation Calculator available on the USBureau of Labor Statisticswebsite: https://data.bls.gov/
cgi-bin/cpicalc.pl.
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employ advancements in communication and outreach technology
to meet patients where they are, both physically and digitally.

The STD epidemic demands our best response and cur-
rently we are falling short. Implementing opt-out testing,
extragenital testing, and innovative upgrades may improve our
chances to one day restart the dialogue on STD elimination. The
best time to address this epidemic was 20 years ago; the second-
best time is now.
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