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Chlamydial	infection	is	the	most	frequently	reported	bacterial	infectious	disease	in	the	United	States,	and	prevalence	is	highest	among	persons	aged	24	years	(141,784).	Multiple	sequelae	can	result	from	C.	trachomatis	infection	among	women,	the	most	serious	of	which	include	PID,	ectopic	pregnancy,	and	infertility.	Certain	women	who	receive	a
diagnosis	of	uncomplicated	cervical	infection	already	have	subclinical	upper	genital	tract	infection.Asymptomatic	infection	is	common	among	both	men	and	women.	To	detect	chlamydial	infection,	health	care	providers	frequently	rely	on	screening	tests.	Annual	screening	of	all	sexually	active	women	aged	l0s	microorganisms/mL	of	urine	were	treated
and	thus	ineligible	for	the	trial.205	women	were	randomised	to	the	erythromycin	group.209	women	were	randomised	to	the	placebo	group.InterventionsErythromycin	333	mg	orally	3	times	daily	versus	an	identical	placebo.OutcomesCure	rate,	preterm	birth,	preterm	rupture	of	membranes,	side	effects,	perinatal	mortality,	low	birthweight.NotesTrial
participants	with	Chlamydia	trachomatis	were	retreated	with	doxycycline,	tetracycline,	or	erythromycin	immediately	postpartum,	regardless	of	which	trial	medication	they	received.	Infants	were	either	treated	empirically	after	delivery	or	were	followed,	cultured	at	their	first	postnatal	visit,	and	treated	with	antibiotics	if	indicated.Eligible	women	who
agreed	to	participate	in	the	clinical	trial	entered	a	week	placebo	runin.	Those	who	took	less	than	twothirds	of	the	allotted	placebo	pills	during	the	runin,	who	did	not	return	to	the	clinic	or	refused	further	participation	were	not	randomised.Women	identified	as	colonised	with	Ureaplasma	urealyticum,group	B	streptococci,	and/or	Chlamydia	trachomatis
were	considered	for	randomisation	into	the	clinical	trial.	We	included	only	the	Chlamydia	trachomatis	results.The	study	have	different	amounts	of	missing	data	on	different	outcomes.25	erythromycintreated	and	23	placebotreated	women	withdrew	from	the	trial	but	were	included	in	the	intenttotreat	analysis.The	primary	outcome	was	measured
midtreatment.The	20%	failure	rate	of	erythromycin	in	our	study	suggests	the	dose	is	less	than	optimal,	possibly	due	to	the	40%	increase	in	blood	and	extracellular	volume	in	pregnancy	acting	to	reduce	serum	and	tissue	drug	levels.Study	was	undertaken	in	7	institutions	utilising	6	antepartum	clinics	in	Harlem	Hospital,	New	York,	Columbia	University,
New	York,	Louisiana	State	University	and	Tulane	University,	New	Orleans,	University	of	Oklahoma,	Oklahoma	City,	University	of	Texas,	San	Antonio	and	University	of	Washington,	Seattle,	USA.Sources	of	trial	funding:	This	work	was	supported	by	contracts	from	the	National	Institute	of	Child	Health	and	Human	Development	ant	the	National	Institute
of	Allergy	and	Infectious	DiseasesDeclarations	of	interest:	Not	reported.Trial	dates:	November	1984	March	1989.Risk	of	biasBiasAuthors'	judgementSupport	for	judgementRandom	sequence	generation	(selection	bias)Low	riskBalanced	randomisation	scheme	by	Research	Triangle	Institute:	computer	randomised	according	to	permutedblock	procedure
with	random	block	sizes.	(Reference	13)Allocation	concealment	(selection	bias)Unclear	riskNot	described.	Identical	placebo.Blinding	of	participants	and	personnel	(performance	bias)	All	outcomesLow	riskDoubleblinded.Blinding	of	outcome	assessment	(detection	bias)	All	outcomesUnclear	riskNot	mentioned.Incomplete	outcome	data	(attrition	bias)
All	outcomesUnclear	risk48	(11.6%)	withdrew	from	the	trial.	Different	amount	of	data	missing	in	different	aspects	of	outcomes.Selective	reporting	(reporting	bias)Low	riskNo	selective	reporting	noted.Other	biasLow	riskThe	study	appears	to	be	free	of	other	sources	of	bias.MethodsRandomised	controlled	trial.Participants48	pregnant	women	with
positive	culture	of	Chlamydia	trachomatis	were	enrolled.24	were	randomised	to	receive	erythromycin	and	24	were	randomised	to	receive	azithromycin.InterventionsAzithromycin	single	dose	1	g	orally	versus	erythromycin	500	mg	4	times	daily	for	7	days	orally.OutcomesCure	rate,	side	effects.NotesAll	partners	received	doxycycline	100	mg	twice	a	day
orally.Followup	meeting	3	weeks	after	therapy.	Compliance	was	then	measured	by	pill	count	and	the	participants	had	filled	out	a	questionnaire	about:	sexual	activity,	side	effects	and	compliance.Azithromycin	group	compliance:	100%.Erythromycin	group	compliance:	61%.Study	was	undertaken	at	Thomas	Jefferson	University	Hospital	prenatal	clinics,
Philadelphia,	USA,	from	August	1994	to	April	1995.Sources	of	trial	funding:	no	funding	source	reported.Declarations	of	interest:	Not	reported.Trial	dates:	Not	reported.Risk	of	biasBiasAuthors'	judgementSupport	for	judgementRandom	sequence	generation	(selection	bias)Low	riskBlock	of	6	randomisation	generated	from	a	randomnumber
table.Allocation	concealment	(selection	bias)Low	riskSequentially	numbered,	sealed	opaque	envelopes.Blinding	of	participants	and	personnel	(performance	bias)	All	outcomesUnclear	riskNot	mentioned.Blinding	of	outcome	assessment	(detection	bias)	All	outcomesUnclear	riskNot	mentioned.Incomplete	outcome	data	(attrition	bias)	All	outcomesLow
risk3	were	lost	to	followup	(94%	completed	the	study).Selective	reporting	(reporting	bias)Low	riskNo	selective	reporting	noted.Other	biasLow	riskThe	study	appears	to	be	free	of	other	sources	of	bias.MethodsRandomised	controlled	trial.Participants74	pregnant	women	with	culture	positive	Chlamydia	trachomatis	infection.	Excluded	if	the	first
prenatal	visit	was	after	36	weeks,	recent	antibiotic	use	for	another	indication	(within	14	days),	and	known	allergy	or	sensitivity	to	either	of	the	study	medications.36	were	treated	with	amoxicillin.38	were	treated	with	erythromycin.InterventionsAmoxicillin	500	mg	orally	3	times	a	day	or	erythromycin	500	mg	orally	4	times	daily	for	7
days.OutcomesCure	rate,	side	effects.NotesThe	women	who	did	not	cure	from	the	first	dosage	were	crossed	over	to	the	alternative	treatment.	These	results	are	not	included	in	our	analysis.Partners	were	treated	with	doxycycline	100	mg	orally	twice	a	day	for	7	days.Study	was	undertaken	at	Thomas	Jefferson	University	Hospital	prenatal	clinics,
Philadelphia,	USA.Sources	of	trial	funding:	no	funding	source	reported.Declarations	of	interest:	Not	reported.Trial	dates:	Not	reported.Risk	of	biasBiasAuthors'	judgementSupport	for	judgementRandom	sequence	generation	(selection	bias)Low	riskBlock	of	6	randomisation	generated	from	a	randomnumber	table.Allocation	concealment	(selection
bias)Low	riskSequentially	numbered	opaque	envelopes.Blinding	of	participants	and	personnel	(performance	bias)	All	outcomesUnclear	riskNot	described.Blinding	of	outcome	assessment	(detection	bias)	All	outcomesUnclear	riskNot	described.Incomplete	outcome	data	(attrition	bias)	All	outcomesUnclear	risk4	women	in	each	group	were	lost	to
followup	and	no	reasons	were	provided.Selective	reporting	(reporting	bias)Low	riskNo	selective	reporting	noted.Other	biasLow	riskThe	study	appears	to	be	free	of	other	sources	of	bias.MethodsRandomised	controlled	trial.Participants168	pregnant	women,	<	36	weeks'	gestation,	with	positive	cervical	Chlamydia	trachomatis	culture	were	enrolled.56
received	erythromycin,	57	received	amoxicillin	and	55	received	clindamycin.InterventionsErythromycinbase	tablets	500	mg	orally	4	times	a	day	for	7	days,	amoxicillin	capsules	500	mg	2	times	a	day	for	7	days	or	clindamycin	tablets	600	mg	orally	2	times	a	day	for	10	days.OutcomesCure	rate,	side	effects.NotesAll	sexual	partners	in	the	study	was
offered	treatment	with	doxycycline	100	mg	twice	a	day	for	7	days.There	were	no	statistically	significant	differences	in	age,	racial	distribution,	gravidity,	gestational	age,	or	number	of	days	to	testofcure	among	the	groups.6	women	elected	not	to	participate.8	patients	were	lost	to	followup,	3	in	the	erythromycin,	2	in	the	amoxicillin,	and	3	in	the
clindamycin	group,	and	were	excluded	from	the	analysis.5	women	in	the	erythromycin	group	had	severe	side	effects	and	discontinued	the	treatment.In	the	amoxicillin	group,	2	women	had	severe	side	effects	and	discontinued	the	treatment.In	the	clindamycin	group	2	women	developed	an	allergic	reaction	to	clindamycin	and	had	to	discontinue.	2
women	had	severe	side	effects	to	the	treatment	and	discontinued.1	developed	an	allergic	reaction	to	erythromycin	and	had	to	discontinue.Study	was	undertaken	by	the	University	of	Texas	Health	Science	Center,	Houston,	USA.Sources	of	trial	funding:	Pharmaceutical	companies	ParkeDavis,	Lederle	and	Upjohn	supplied	the	treatment
medications.Declarations	of	interest:	Not	reported.Trial	dates:	July	1991	September	1993.Risk	of	biasBiasAuthors'	judgementSupport	for	judgementRandom	sequence	generation	(selection	bias)Low	riskThe	randomisation	was	accomplished	by	computergenerated	assignment.Allocation	concealment	(selection	bias)Low	riskUnlabelled
medications.Blinding	of	participants	and	personnel	(performance	bias)	All	outcomesLow	riskThe	unlabeled	medications	were	dispensed	by	the	hospital	pharmacy	to	prevent	the	healthcare	team	from	learning	the	assigned	medication.Blinding	of	outcome	assessment	(detection	bias)	All	outcomesLow	riskAll	participants	had	test	of	cure,	assessors	were
still	blinded	to	treatment	group.Incomplete	outcome	data	(attrition	bias)	All	outcomesLow	risk148	(85%)	completed	the	protocol.	Missing	outcome	data	balanced	in	numbers	across	intervention	groups,	with	similar	reasons	for	missing	data	across	groupsSelective	reporting	(reporting	bias)Low	riskNo	selective	reporting	noted.Other	biasLow	riskThe
study	appears	to	be	free	of	other	sources	of	bias.MethodsRandomised	controlled	trial.Participants48	pregnant	women	screening	positive	for	fluoresceinconjugated	monoclonal	antibody	toChlamydia	trachomatis	were	enrolled.17	received	azithromycin	and	their	partners	received	azithromycin,	10	received	azithromycin	and	their	partners	received
tetracycline	and	21	received	erythromycin	and	the	partner	received	azithromycin.For	this	analysis	the	azithromycin	group	was	considered	as	one	group	(27	women)	and	was	compared	to	the	erythromycin	group	(21	women).Interventions3	groups.	Single	dose	of	azithromycin	1	g	orally	(partners	got	the	same),	erythromycin	500	mg	orally	3	times	a	day
for	7	days	(partners	got	tetracycline)	and	single	dose	of	azithromycin	1	g	orally	(partners	got	tetracycline).OutcomesCure	rate,	side	effects.Notes710	days	after	treatment	started	compliance	was	controlled	by	having	a	meeting	with	the	couples.	They	were	asked	to	bring	their	medication	bottles	and	if	it	had	at	least	1	day	of	unused	medications	in	it,
the	couple	was	considered	noncompliant.Compliance	rates:	azithromycin:	92.6%	(2	refused	to	participate	after	the	randomisation),	erythromycin:	71.4%,	tetracycline:	75%.There	was	no	significant	difference	in	age,	gestational	age	at	entry	into	the	study	or	number	of	prior	pregnancies	between	treatment	groups.Only	12%	in	group	1	reported	having
sexual	intercourse	during	the	study	period	whilst	42.9%	and	30%	in	group	2	and	3	did.Exact	multiple	logistic	regression	procedures	was	used	to	see	if	the	treatment	failure	was	due	to	reinfection	from	their	sexual	activity	during	the	study.	It	showed	no	confounding	of	the	observed	treatment	groups	and	is	used	as	evidence	that	treatment	failure	is	not
due	to	reinfection	of	sexual	partner.The	third	treatment	group	was	included	in	order	to	assess	the	efficacy	of	multidose	course	of	tetracycline	versus	singledose	therapy	with	azithromycin,	and	to	indirectly	assess	the	possible	reinfection	of	the	pregnant	women	through	sexual	intercourse	during	the	trial	period.They	considered	that	they	did	not	need	to
make	all	the	medications	look	the	same	and	just	placebo	pills	to	make	the	azithromycin	treatment	identical	to	erythromycin	because	they	thought	compliance	bias	would	be	introduced.Study	was	undertaken	in	a	prenatal	clinic	located	within	a	large	urban	medical	centre	with	New	York,	USA.Sources	of	trial	funding:	the	trial	was	funded	by	local
department	funds.Declarations	of	interest:	Not	reported.Trial	dates:	Not	reported.Risk	of	biasBiasAuthors'	judgementSupport	for	judgementRandom	sequence	generation	(selection	bias)Unclear	riskNot	described.Allocation	concealment	(selection	bias)Unclear	riskNot	described.Blinding	of	participants	and	personnel	(performance	bias)	All
outcomesHigh	riskStates	all	participants	were	unaware	of	the	exact	nature	of	the	antibiotic	treatment	given	to	them	but	that	no	placebo	was	used.Blinding	of	outcome	assessment	(detection	bias)	All	outcomesUnclear	riskNot	described.Incomplete	outcome	data	(attrition	bias)	All	outcomesLow	risk2	in	the	first	study	group	refused	medications	(96%
completed	the	study).Selective	reporting	(reporting	bias)Low	riskNo	selective	reporting	noted.Other	biasLow	riskThe	study	appears	to	be	free	of	other	sources	of	bias.StudyReason	for	exclusionElShourbagy	2011This	study	examines	the	rate	of	preeclampsia	in	groups	of	treated	and	nontreated	Chlamydia	pneumoniae	infections	in	pregnancy.McGregor
1990This	study	included	pregnant	women	with	various	genital	tract	infections	and	not	only	C.trachomatis.	The	data	for	C.trachomatis	infection	were	not	presented	separately.Nadafi	2005Not	all	participants	of	this	trial	had	C.trachomatis	infection,	therefore,	the	study	was	excluded.Zulkarneev	1998This	study	was	not	a	randomised	controlled
trial.Trial	name	or	titleTreatment	of	antenatal	Chlamydia	infection.MethodsRandomised	controlled	trial.Open	label.ParticipantsPregnant	women	at	less	than	36	weeks'	gestation	with	positive	C.trachomatis	test	on	endocervical	swab	with	rapid	kit.Exlcuded	with	history	of	antibiotics	in	the	last	2	weeks	or	low	lying	placenta,	history	of	reaction	to	any	of
the	drugs.Plan	to	recruit	200	participants.InterventionsGroup	1	amoxicillin	500	mg	orally	3	times	a	day	for	a	week.Group	2	erythromycin	500	mg	4	times	a	day	for	a	week.Partners	were	treated	with	doxycycline	for	a	week.OutcomesCompletiion	of	course	treatment.Microbiological	cure.Side	effects	(nausea,	diarrhoea,	vomiting,	loss	of
appetite).Starting	dateOctober	2013.Contact	informationObafemi	Awolowo	University	Teaching	Hospital.NotesClinical	Trial	identifier	NCT01946256.There	are	some	differences	between	our	published	protocol	(Novikova	2013)	and	the	full	review;	these	are	outlined	below.The	contact	person	for	the	review	has	changed	from	Natalia	Novikova	to	Cathy
Cluver.We	have	updated	our	methods	text	to	include	the	use	of	GRADE	and	we	have	included	eight	'Summary	of	findings'	tables.We	have	added	the	WHO	International	Clinical	Trials	Registry	Platform	(ICTRP)	to	sources	searched.Cathy	Cluver	and	Natalia	Novikova	are	the	guarantors	of	the	review.	Natalia	Novikova	developed	the	protocol,	provided
clinical	and	methodological	perspectives	and	drafted	the	review.	Catherine	Cluver	provided	general	advice	on	the	protocol,	assisted	with	assessment	of	studies	for	inclusion	into	the	metaanalysis,	checked	the	trials	for	inclusion	criteria,	checked	data	entry,	checked	assessment	of	bias,	performed	the	data	analysis	and	edited	the	final	versions	of	the
review.	David	OA	Eriksson	and	Kevin	Bengtsson	assessed	the	studies	for	inclusion	into	the	metaanalysis,	extracted	the	data	and	assisted	with	data	analysis.	Gran	K	Lingman	checked	the	data	and	provided	advice	on	the	review.Natalia	Novikova:	none	known.Catherine	Cluver:	none	known.David	OA	Eriksson:	received	a	small	travel	scholarship	from	the
international	department	of	Lund	University	to	finance	some	of	the	costs	for	travelling	from	Sweden	to	South	Africa,	to	be	a	part	of	this	review.Kevin	Bengtsson:	received	a	small	travel	scholarship	from	the	international	department	of	Lund	University	to	finance	some	of	the	costs	for	travelling	from	Sweden	to	South	Africa,	to	be	a	part	of	this
review.Gran	K	Lingman:	none	known.NewAdair	CD,	Gunter	M,	Stovall	TG,	Mcelroy	G,	Veille	J,	Ernest	JM.	Chlamydia	in	pregnancy:	a	randomized	trial	of	azithromycin	and	erythromycin.	Obstetrics	&	Gynecology	1998;91(2):1658.	[DOI]	[PubMed]	[Google	Scholar]Alary	M,	Joly	JR,	Moutquin	JM,	Mondor	M,	Boucher	M,	Fortier	A,	et	al.	Randomised
comparison	of	amoxycillin	and	erythromycin	in	treatment	of	genital	chlamydial	infection	in	pregnancy.	Lancet	1994;344:14615.	[DOI]	[PubMed]	[Google	Scholar]Alger	LS,	Lovchik	JC.	Comparative	efficacy	of	clindamycin	vs	erythromycin	in	eradication	of	antenatal	chlamydia	trachomatis.	American	Journal	of	Obstetrics	and	Gynecology
1991;165:37581.	[DOI]	[PubMed]	[Google	Scholar]Bell	T,	Sandstrom	I,	Eschenbach	D,	Hummel	D,	Kuo	C,	Wang	S,	et	al.	Treatment	of	Chlamydia	trachomatis	in	pregnancy	with	amoxicillin.	Fernstrom	Foundation	Series	1982;2:2214.	[Google	Scholar]Bush	MR,	Rosa	C.	Azithromycin	and	erythromycin	in	the	treatment	of	cervical	chlamydial	infection
during	pregnancy.	Obstetrics	&	Gynecology	1994;84(1):613.	[PubMed]	[Google	Scholar]Edwards	MS,	Newman	RB,	Carter	SG,	LeBoeuf	FW,	Menard	MK,	Rainwater	KP.	Randomized	clinical	trial	of	azithromycin	vs	erythromycin	for	the	treatment	of	chlamydia	cervicitis	in	pregnancy.	Infectious	Diseases	in	Obstetrics	&	Gynecology	1996;4(6):3337.	[DOI]
[PMC	free	article]	[PubMed]	[Google	Scholar]Gunter	ME,	Adair	CD,	Ernest	JM,	McElroy	G.	Azithromycin	powder	versus	erthromycin	in	the	treatment	of	chlamydial	cervicitis	in	pregnancy.	Infectious	Diseases	in	Obstetrics	and	Gynecology	1996;4:53.	[Google	Scholar]Jacobson	GF,	Autry	AM,	Kirby	RS,	Liverman	EM,	Motley	RU.	A	randomized	controlled
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[PMC	free	article]	[PubMed]	[Google	Scholar]Articles	from	The	Cochrane	Database	of	Systematic	Reviews	are	provided	here	courtesy	of	Wiley	Screening	for	and	treatment	of	sexually	transmitted	infections	(STIs)	is	a	key	aspect	of	prenatal	care.	Family	physicians	have	a	responsibility	to	initiate	open	and	informative	discussions	about	sexual	health
with	pregnant	patients.	Obtaining	a	sexual	history	is	detailed	in	a	previous	issue	of	American	Family	Physician	(AFP).1	The	Centers	for	Disease	Control	and	Prevention	(CDC)	and	U.S.	Preventive	Services	Task	Force	(USPSTF)	recommend	screening	for	HIV,	syphilis,	hepatitis	B,	and	usually	hepatitis	C	at	the	first	prenatal	visit.25	Current	guidelines
were	developed	based	on	data	from	cis	women,	but	no	available	data	suggest	that	recommendations	should	be	different	for	any	pregnant	person.	Key	points	of	diagnosis,	treatment,	test	of	cure,	and	pregnancy	complications	for	STIs	are	summarized	in	Table	1.2	Chlamydia	trachomatis	infection	is	the	most	common	reportable	STI	in	the	United	States,
followed	by	Neisseria	gonorrhoeae	infection.2	These	two	infections	are	usually	asymptomatic.68	The	CDC	recommends	testing	for	chlamydia	and	gonorrhea	at	the	first	prenatal	visit	in	most	women	younger	than	25	years	and	in	women	25	years	and	older	who	are	at	high	risk	of	infection.2	Testing	should	be	repeated	in	the	third	trimester	for
individuals	at	high	risk.	A	nucleic	acid	amplification	test	(NAAT)	for	chlamydia	and	gonorrhea	can	be	performed	using	vaginal	or	endocervical	swab	samples	or	first-catch	urine.2	Self	collection	of	vaginal	swabs	is	well	validated.9	An	NAAT	using	liquid-based	cytology	specimens	from	Papanicolaou	smears	have	lower	sensitivity	than	using	endocervical
or	vaginal	swabs.10	In	patients	with	cervicitis,	urine	samples	may	miss	10%	of	infections	compared	with	vaginal	or	endocervical	samples.11	Oropharyngeal	and	rectal	testing	for	chlamydia	and	gonorrhea	should	be	considered	based	on	the	patient's	sexual	practices.	Of	note,	urogenital	testing	is	not	a	substitute	for	anorectal	testing	because	there	is
poor	concordance	in	test	results	between	sites.12,13	Expedited	partner	treatment	regulations	vary	by	state	but	should	be	used,	when	possible,	due	to	high	reinfection	rates.	For	gonorrhea	and	chlamydia,	all	sex	partners	in	the	past	60	days	should	be	treated.2	Syphilis	rates	have	been	increasing	since	2000,	especially	recently,	with	methamphetamine
use	contributing	significantly	to	incident	cases	among	women.14	From	2015	to	2019,	reported	cases	of	primary	and	secondary	syphilis	in	women	increased	179%,	and	congenital	syphilis	cases	increased	291%.14,15	The	dramatic	rise	in	congenital	syphilis	can	further	be	attributed	to	insufficient	access	to	prenatal	care	and	poor	adherence	to	national
screening	guidelines,	as	discussed	in	a	2020	AFP	editorial.16,17	All	pregnant	patients	should	be	screened	in	the	first	trimester,	and	patients	at	high	risk	or	living	in	high-prevalence	communities	should	receive	repeat	testing	at	28	weeks	and	delivery.18	Diagnosing	syphilis	requires	a	low	threshold	of	suspicion	and	a	thorough	history	and	physical
examination.	Although	the	classic	syphilitic	chancre	is	a	single,	sharply	demarcated,	painless	ulcer,	only	30%	of	patients	have	this	presentation.19	Chancres	may	be	hidden	(e.g.,	in	the	cervix	or	rectum)	or	absent.19	Opt-out	screening	is	essential	because	a	large	National	Institutes	of	Health	study	found	that	49%	of	pregnant	women	with	syphilis	from
2012	to	2016	had	no	identifiable	risk	factors.15	Adverse	pregnancy	outcomes	occur	in	50%	to	80%	of	pregnancies	affected	by	syphilis.20	Treatment	decreases	fetal	risk.	Penicillin	is	the	only	appropriate	treatment	for	syphilis	in	pregnancy;	desensitization	is	required	for	patients	allergic	to	penicillin.2	Most	pregnant	women	will	not	have	time	to	achieve
the	fourfold	decrease	in	rapid	plasma	reagin	titer	that	indicates	successful	treatment;	the	absence	of	this	decrease	does	not	suggest	treatment	failure.	However,	a	four-fold	increase	sustained	for	more	than	two	weeks	raises	concerns	for	reinfection	or	treatment	failure.	When	syphilis	is	diagnosed	during	pregnancy,	congenital	syphilis	is	presumed.17
Treatment	should	be	provided	immediately	in	conjunction	with	maternal-fetal	medicine.	Appropriate	treatment	does	not	guarantee	that	the	fetus	will	be	unaffected.	Infants	born	to	mothers	with	syphilis	during	pregnancy	should	receive	a	serum	quantitative	nontreponemal	test	and	an	HIV	viral	load	measurement	and	be	referred	to	a	pediatric
infectious	disease	specialist	for	long-term	monitoring,	because	most	neonates	are	not	born	with	overt	signs	of	congenital	syphilis.	For	syphilis,	expedited	partner	treatment	recommendations	are	expanded	to	include	any	sex	or	needle-sharing	partners	in	the	past	90	days.2	The	CDC	and	USPSTF	guidelines	recommend	discussing	preexposure
prophylaxis	(PrEP)	with	patients	at	risk	of	HIV,	especially	those	with	a	recent	bacterial	STI.21,22	Preconception,	during	pregnancy,	and	the	first	six	months	postpartum	are	particularly	high-risk	times	for	HIV	acquisition.	PrEP	with	combination	emtricitabine/tenofovir	disoproxil	fumarate	(Truvada)	is	safe	during	pregnancy	and	breastfeeding.
Chlamydial	infection	is	the	most	frequently	reported	bacterial	infectious	disease	in	the	United	States,	and	prevalence	is	highest	among	persons	aged	24	years	(141,784).	Multiple	sequelae	can	result	from	C.	trachomatis	infection	among	women,	the	most	serious	of	which	include	PID,	ectopic	pregnancy,	and	infertility.	Certain	women	who	receive	a
diagnosis	of	uncomplicated	cervical	infection	already	have	subclinical	upper	genital	tract	infection.Asymptomatic	infection	is	common	among	both	men	and	women.	To	detect	chlamydial	infection,	health	care	providers	frequently	rely	on	screening	tests.	Annual	screening	of	all	sexually	active	women	aged
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