Centers for Disease Control and Prevention

MMWR Morbidity and Mortality Weekly Report

Recommendations and Reports /Vol. 70 / No. 4 July 23, 2021

Sexually Transmitted Infections Treatment
Guidelines, 2021

U.S. Department of Health and Human Services
Centers for Disease Control and Prevention




Recommendations and Reports

CONTENTS

Introduction 1
Methods 1
Clinical Prevention Guidance 2
STI Detection Among Special Populations 1
HIV Infection 24
Diseases Characterized by Genital, Anal, or Perianal Ulcers................ 27
Syphilis 39
Management of Persons Who Have a History of Penicillin Allergy .. 56
Diseases Characterized by Urethritis and Cervicitis.......ccouwmeermecennes 60
Chlamydial Infections 65
Gonococcal Infections 71
Mycoplasma genitalium 80

Diseases Characterized by Vulvovaginal Itching, Burning, Irritation,

Odor, or Discharge 82
Pelvic Inflammatory Disease 94
Epididymitis 98
Human Papillomavirus Infections 100
Viral Hepatitis 113
Proctitis, Proctocolitis, and Enteritis 124
Ectoparasitic Infections 126
Sexual Assault and Abuse and STls 128
References 135

The MMWR series of publications is published by the Center for Surveillance, Epidemiology, and Laboratory Services, Centers for Disease Control and Prevention (CDC),
U.S. Department of Health and Human Services, Atlanta, GA 30329-4027.

Suggested citation: [Author names; first three, then et al., if more than six.] [Title]. MMWR Recomm Rep 2021;70(No. RR-#):[inclusive page numbers].

Centers for Disease Control and Prevention
Rochelle P. Walensky, MD, MPH, Director
Debra Houry, MD, MPH, Acting Principal Deputy Director
Daniel B. Jernigan, MD, MPH, Acting Deputy Director for Public Health Science and Surveillance
Rebecca Bunnell, PhD, MEd, Director, Office of Science
Jennifer Layden, MD, PhD, Deputy Director, Office of Science
Michael E Iademarco, MD, MPH, Director, Center for Surveillance, Epidemiology, and Laboratory Services

MMWR Editorial and Production Staff (Serials)

Charlotte K. Kent, PhD, MPH, Editor in Chief =~ Martha E Boyd, Lead Visual Information Specialist Tan Branam, MA, Acting Lead
Christine G. Casey, MD, Editor Alexander J. Gottardy, Maureen A. Leahy, Health Communication Specialist
Mary Dott, MD, MPH, Online Editor Julia C. Martinroe, Stephen R. Spriggs, Tong Yang, Shelton Bartley, MPH,
Terisa E Rutledge, Managing Editor Visual Information Specialists Lowery Johnson, Amanda Ray,
David C. Johnson, Lead Technical Writer-Editor Quang M. Doan, MBA, Phyllis H. King, Jacqueline N. Sanchez, MS,
Marella Meadows, Project Editor Terraye M. Starr, Moua Yang, Health Communication Specialists
Information Technology Specialists Will Yang, MA,

Visual Information Specialist

MMMWR Editorial Board
Timothy E Jones, MD, Chairman

Matthew L. Boulton, MD, MPH William E. Halperin, MD, DrPH, MPH Carlos Roig, MS, MA
Carolyn Brooks, ScD, MA Jewel Mullen, MD, MPH, MPA William Schaffner, MD
Jay C. Butler, MD Jeff Niederdeppe, PhD Nathaniel Smith, MD, MPH
Virginia A. Caine, MD Celeste Philip, MD, MPH Morgan Bobb Swanson, BS
Jonathan E. Fielding, MD, MPH, MBA Patricia Quinlisk, MD, MPH Abbigail Tumpey, MPH

David W. Fleming, MD Patrick L. Remington, MD, MPH



Recommendations and Reports

Management of Sex Partners and
Household Contacts

Persons who have had sexual, close personal, or household
contact with the patient within the month preceding scabies
infestation should be examined. Those identified as being
infested should be provided treatment.

Management of Outbreaks in Communities,
Nursing Homes, and Other Institutional Settings

Scabies epidemics frequently occur in nursing homes,
hospitals, residential facilities, and other communities
(1420,1421). Control of an epidemic can only be achieved
by treating the entire population at risk. Ivermectin can be
considered in these settings, especially if treatment with topical
scabicides fails. Mass treatment with oral ivermectin is highly
effective in decreasing prevalence in settings where scabies is
endemic (/422). Epidemics should be managed in consultation
with a specialist.

Special Considerations

Infants, Young Children, and Pregnant or
Lactating Women

Infants and young children should be treated with
permethrin; the safety of ivermectin for children weighing
<15 kg has not been determined. Infants and children aged
<10 years should not be treated with lindane. Ivermectin likely
poses a low risk to pregnant women and is likely compatible
with breastfeeding; however, because of limited data regarding
ivermectin use for pregnant and lactating women, permethrin
is the preferred treatment (431) (see Pediculosis Pubis).

HIV Infection

Persons with HIV infection who have uncomplicated scabies
should receive the same treatment regimens as those who do
not have HIV. Persons with HIV infection and others who are
immunosuppressed are at increased risk for crusted scabies and
should be managed in consultation with a specialist.

Sexual Assault and Abuse and STls
Adolescents and Adults

These guidelines are primarily limited to the identification,
prophylaxis, and treatment of STIs and conditions among
adolescent and adult female sexual assault survivors. However,
some of the following guidelines might still apply to male
sexual assault survivors. Documentation of findings, collection
of nonmicrobiologic specimens for forensic purposes,
and management of potential pregnancy or physical and
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psychological trauma are beyond the scope of these guidelines.
Examinations of survivors of sexual assault should be
conducted by an experienced clinician in a way that minimizes
further trauma to the person. The decision to obtain genital
or other specimens for STI diagnosis should be made on an
individual basis. Care systems for survivors should be designed
to ensure continuity, including timely review of test results,
support adherence, and monitoring for adverse reactions to
any prescribed therapeutic or prophylactic regimens. Laws in
all 50 states limit the evidentiary use of a survivor’s previous
sexual history, including evidence of previously acquired STTs,
as part of an effort to undermine the credibility of the survivor’s
testimony. Evidentiary privilege against revealing any aspect of
the examination or treatment also is enforced in most states.
Although it rarely occurs, STT diagnoses might later be accessed,
and the survivor and clinician might opt to defer testing for this
reason. Although collection of specimens at initial examination
for laboratory STI diagnosis gives the survivor and clinician
the option of deferring empiric prophylactic antimicrobial
treatment, compliance with follow-up visits is typically poor
(1423-1425). Among sexually active adults, identification
of an STI might represent an infection acquired before the
assault, and therefore might be more important for the medical
management of the patient than for legal purposes.
Trichomoniasis, BV, gonorrhea, and chlamydia are the
most frequently diagnosed infections among women who
have been sexually assaulted. Such conditions are prevalent
among the population, and detection of these infections
after an assault does not necessarily imply acquisition during
the assault. However, a postassault examination presents an
important opportunity for identifying or preventing an STI.
Chlamydial and gonococcal infections among women are
of particular concern because of the possibility of ascending
infection. In addition, HBV infection can be prevented
through postexposure vaccination (see Hepatitis B Virus
Infection). Because persons who have been sexually assaulted
also are at risk for acquiring HPV infection, and the efficacy
of the HPV vaccine is high (1426,1427), HPV vaccination is
also recommended for females and males through age 26 years
(https://www.cdc.gov/vaccines/hep/acip-recs/vace-specific/
hpv.html) (17). Reproductive-aged female survivors should be
evaluated for pregnancy and offered emergency contraception.

Evaluating Adolescents and Adults for STls

Initial Examination

Decisions to perform the following tests should be made on
an individual basis. An initial examination after a sexual assault
might include the following:
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* NAATs for C. trachomatis and N. gonorrhoeae at the sites
of penetration or attempted penetration should be
performed (553). These tests are preferred for diagnostic
evaluation of adolescent or adult sexual assault survivors.

* Females should be offered NAAT testing for 7. vaginalis
from a urine or vaginal specimen. POC or wet mount with
measurement of vaginal pH and KOH application for the
whiff test from vaginal secretions should be performed for
evidence of BV and candidiasis, especially if vaginal
discharge, malodor, or itching is present.

* MSM should be offered screening for C. trachomatis and
N. gonorrhoeae if they report receptive oral or anal sex
during the preceding year, regardless of whether sexual
contact occurred at these anatomic sites during the assault.
Anoscopy should be considered in instances of reported
anal penetration.

* A serum sample should be performed for HIV, HBV, and
syphilis infection.

Treatment

Compliance with follow-up visits is poor among survivors
of sexual assault (/423-1425). Consequently, the following
routine presumptive treatments after a sexual assault are
recommended:

* An empiric antimicrobial regimen for chlamydia,
gonorrhea, and trichomonas for women and chlamydia
and gonorrhea for men.

* Emergency contraception should be considered when the
assault could result in pregnancy (see Emergency
Contraception).

* Postexposure hepatitis B vaccination (without HBIG) if
the hepatitis status of the assailant is unknown and the
survivor has not been previously vaccinated. If the assailant
is known to be HBsAg positive, unvaccinated survivors
should receive both hepatitis B vaccine and HBIG. The
vaccine and HBIG, if indicated, should be administered
to sexual assault survivors at the time of the initial
examination, and follow-up doses of vaccine should be
administered 1-2 and 4-6 months after the first dose.
Survivors who were previously vaccinated but did not
receive postvaccination testing should receive a single
vaccine booster dose (see Hepatitis B Virus Infection).

* HPV vaccination for female and male survivors aged
9-26 years who have not been vaccinated or are
incompletely vaccinated (77) (https://www.cdc.gov/
vaccines/hcp/acip-recs/vacc-specific/hpv.html). The
vaccine should be administered to sexual assault survivors
at the time of the initial examination, and follow-up doses
should be administered at 1-2 months and 6 months after
the first dose. A 2-dose schedule (0 and 6-12 months) is
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recommended for persons initiating vaccination before
age 15 years.

* Recommendations for HIV PEP are made on a case-by-
case basis according to risk (see Risk for Acquiring HIV
Infection; Recommendations for Postexposure HIV Risk
Assessment of Adolescents and Adults <72 Hours After
Sexual Assault).

Recommended Regimen for Adolescent and Adult Female
Sexual Assault Survivors

Ceftriaxone 500 mg* IM in a single dose
plus

Doxycycline 100 mg 2 times/day orally for 7 days
plus

Metronidazole 500 mg 2 times/day orally for 7 days

*For persons weighing =150 kg, 1 g of ceftriaxone should be administered.

Recommended Regimen for Adolescent and Adult Male Sexual
Assault Survivors

Ceftriaxone 500 mg* IM in a single dose
plus
Doxycycline 100 mg 2 times/day orally for 7 days

* For persons weighing =150 kg, 1 g of ceftriaxone should be administered.

Clinicians should counsel persons regarding the possible
benefits and toxicities associated with these treatment regimens;
gastrointestinal side effects can occur with this combination.
The efficacy of these regimens in preventing infections after
sexual assault has not been evaluated. For those requiring
alternative treatments, refer to the specific sections in this
report relevant to the specific organisms.

Other Management Considerations

At the initial examination and, if indicated, at follow-up
examinations, patients should be counseled regarding
symptoms of STTs and the need for immediate examination if
symptoms occur. Further, they should be instructed to abstain
from sexual intercourse until STI prophylactic treatment
is completed.

Follow-Up

After the initial postassault examination, follow-up
examinations provide an opportunity to detect new infections
acquired during or after the assault, complete hepatitis B
and HPV vaccinations, if indicated, complete counseling
and treatment for other STIs, and monitor side effects and
adherence to PED, if prescribed. If initial testing was performed,
follow-up evaluation should be conducted in <1 week to ensure
that results of positive tests can be discussed promptly with
the survivor, treatment is provided if not administered at the
initial visit, and any follow-up for infections can be arranged.
If initial tests are negative and treatment was not provided,
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examination for STTs can be repeated 1-2 weeks after the
assault; repeat testing detects infectious organisms that might
not have reached sufficient concentrations to produce positive
test results at the time of initial examination. For survivors who
are treated during the initial visit, regardless of whether testing
was performed, posttreatment testing should be conducted
only if the person reports having symptoms. If initial test results
were negative and infection in the assailant cannot be ruled
out, serologic tests for syphilis can be repeated at 4-6 weeks
and 3 months; HIV testing can be repeated at 6 weeks and at
3 months by using methods to identify acute HIV infection.

Risk for Acquiring HIV Infection

HIV seroconversion has occurred among persons whose only
known risk factor was sexual assault or sexual abuse; however,
the frequency of this occurrence likely is low (1428,1429). In
consensual sex, the per-act risk for HIV transmission from
vaginal intercourse is 0.08%, and for receptive anal intercourse,
1.38% (192). The per-act risk for HIV transmission from
oral sex is substantially lower. Specific circumstances of an
assault (e.g., bleeding, which often accompanies trauma)
might increase risk for HIV transmission in cases involving
vaginal, anal, or oral penetration. Site of exposure to ejaculate,
viral load in ejaculate, and the presence of an STT or genital
lesions in the assailant or survivor also might increase risk for
HIV acquisition.

PEP with a 28-day course of zidovudine was associated with
an 81% reduction in risk for acquiring HIV in a study of health
care workers who had percutaneous exposures to HIV-infected
blood (1430). On the basis of these results and results from
animal studies, PEP has been recommended for health care
workers who have occupational exposures to HIV (1431).
These findings have been extrapolated to nonoccupational
injecting drug and sexual HIV exposures, including sexual
assault. The possibility of HIV exposure from the assault should
be assessed at the initial examination; survivors determined
to be at risk for acquiring HIV should be informed about the
possible benefit of PEP in preventing HIV infection. Initiation
of PEP as soon as possible after the exposure increases the
likelihood of prophylactic benefit.

Multiple factors affect the medical recommendation for
PEP and affect the assault survivor’s acceptance of that
recommendation. These factors include the likelihood of the
assailant having HIV, any exposure characteristics that might
increase the risk for HIV transmission, the time elapsed after
the event, and the potential benefits and risks associated
with PEP (/431). Determination of the assailant’s HIV
status at the time of the postassault examination is usually
not possible. Therefore, health care providers should assess
any available information concerning the characteristics and
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HIV risk behaviors of the assailant (e.g., being an MSM or
using injecting drugs), local epidemiology of HIV/AIDS, and
exposure characteristics of the assault. When an assailant’s
HIV status is unknown, determinations about risk for HIV
transmission to the survivor should be based on whether vaginal
or anal penetration occurred; whether ejaculation occurred on
mucous membranes; whether multiple assailants were involved;
whether mucosal lesions were present in the assailant or
survivor; and any other characteristics of the assault, survivor,
or assailant that might increase risk for HIV transmission.

If PEP is offered, the following information should be
discussed with the survivor: the necessity of early initiation
of PEP to optimize potential benefits (i.e., as soon as possible
after and <72 hours after the assault), the importance of close
follow-up, the benefit of adherence to recommended dosing,
and potential adverse effects of antiretroviral medications.
Providers should emphasize that severe adverse effects are
rare from PEP (/431-1435). Clinical management of the
survivor should be implemented according to the HIV PEP
guidelines and in collaboration with specialists (/436). Health
care providers should provide an initial course of 3—7 days of
medication (i.e., a starter pack) with a prescription for the
remainder of the course, or, if starter packs are unavailable,
they should provide a prescription for an entire 28-day
course. Provision of the entire 28-day PEP medication supply
at the initial visit has been reported to increase likelihood of
adherence, especially when patients have difficulty returning
for multiple follow-up visits (/437). Routinely providing
starter packs or the entire 28-day course requires that health
care providers stock PEP drugs in their practice setting or have
an established agreement with a pharmacy to stock, package,
and urgently dispense PEP drugs with required administration
instructions. Uninsured patients or those with high copayments
can be enrolled in a patient-assistance program to ensure
access to PEP medications. An early follow-up visit should be
scheduled at which health care providers can discuss the results
of HIV and STI testing, provide additional counseling and
support, provide indicated vaccines not administered at the
initial evaluation, assess medication side effects and adherence,
or provide an altered PEP medication regimen if indicated by
side effects or laboratory test results.

Recommendations for Postexposure HIV Risk
Assessment of Adolescents and Adults <72 Hours
After Sexual Assault

Health care providers should do the following:

e Assess risk for HIV infection in the assailant, and test that
person for HIV whenever possible.

* Use the algorithm to evaluate the survivor for the need for

HIV PEP (Figure) (1436).
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FIGURE. Algorithm to evaluate the need for nonoccupational HIV postexposure prophylaxis among adult and adolescent survivors of sexual assault
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Y
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Y

Source patient
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Y
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Y

Y

Negligible
exposure risk
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Source patient
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HIV status

Y

Case-by-case
determination

PEP not
recommended

Substantial Risk for HIV Acquisition Negligible Risk for HIV Acquisition

Exposure of Exposure of
vagina, rectum, eye, mouth, or other mucous membrane, nonintact skin, or vagina, rectum, eye, mouth, or other mucous
percutaneous contact membrane, intact or nonintact skin, or
percutaneous contact

With
blood, semen, vaginal secretions, rectal secretions, breast milk, or any body With
fluid that is visibly contaminated with blood urine, nasal secretions, saliva, sweat, or tears if
When not visibly contaminated with blood
the source is known to be HIV positive Regardiless
of the known or suspected HIV status of
the source

Source: Adapted from Announcement: updated guidelines for antiretroviral postexposure prophylaxis after sexual, injection-drug use, or other nonoccupational
exposure to HIV—United States, 2016. MMWR Morb Mortal Wkly Rep 2016;65:458.
Abbreviation: PEP = postexposure prophylaxis.

* Consult with a specialist in HIV treatment if PEP is being
considered.

* If the survivor appears to be at risk for acquiring HIV from
the assault, discuss PEP, including benefits and risks.

e If the survivor chooses to start PEP, provide an initial
course of 3—7 days of medication (i.e., a starter pack) with
a prescription for the remainder of the course or provide
a prescription for an entire 28-day course. Schedule an
carly follow-up visit to discuss test results and provide
additional counseling (/438).

e IfPEP is started, obtain serum creatinine, AST, and alanine
aminotransferase at baseline.

* Perform an HIV antibody test at original assessment;
repeat at 6 weeks and 3 months.

* Counsel the survivor regarding ongoing risk for HIV
acquisition and about HIV PrEP, and provide referrals to
a PrEP provider.
Assistance with PEP-related decisions can be obtained by
calling the National Clinician’s Post Exposure Prophylaxis
Hotline (PEP Line) (telephone: 888-448-4911).

Sexual Assault or Abuse of Children

These guidelines are limited to the identification and
treatment of STIs in prepubertal children. Management of
the psychosocial or legal aspects of the sexual assault or abuse
of children is beyond the scope of these guidelines.

Identification of STIs in children past the neonatal period
strongly indicates sexual abuse (7/438). The importance of
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identifying a sexually transmitted organism for such children
as evidence of possible child sexual abuse varies by pathogen.
Postnatally acquired gonorrhea, syphilis, chlamydia, and
1. vaginalis infection and nontransfusion, nonperinatally
acquired HIV infection are indicative of sexual abuse.
Sexual abuse should be suspected when anogenital herpes or
anogenital warts are diagnosed. Investigation of sexual abuse
among children who have an infection that might have been
transmitted sexually should be conducted in compliance with
recommendations by clinicians who have experience and
training in all elements of the evaluation of child abuse, neglect,
and assault. The social significance of an infection that might
have been acquired sexually varies by the specific organism, as
does the threshold for reporting suspected child sexual abuse
(Table 8). When any STT has been diagnosed in a child, efforts
should be made in consultation with a specialist to evaluate
the possibility of sexual abuse, including conducting a history
and physical examination for evidence of abuse and diagnostic
testing for other commonly occurring STTs (1439-1441).
The general rule that STIs beyond the neonatal period are
evidence of sexual abuse has exceptions. For example, genital
infection with 7 vaginalis (1442) or rectal or genital infection
with C. trachomatis among young children might be the result
of perinatally acquired infection and has, in certain cases
of chlamydial infection, persisted for as long as 2—-3 years
(1443-1445), although perinatal chlamydial infection is now
uncommon because of prenatal screening and treatment of
pregnant women. Genital warts have been diagnosed among
children who have been sexually abused (7426) but also
among children who have no other evidence of sexual abuse
(1446,1447); lesions appearing for the first time in a child
aged >5 years are more likely to have been caused by sexual
transmission (/448). BV has been diagnosed among children

who have been abused but its presence alone does not prove
sexual abuse. The majority of HBV infections among children
result from household exposure to persons who have chronic
HBYV infection rather than sexual abuse.

Reporting

All'U.S. states and territories have laws that require reporting
of child abuse. Although the exact requirements differ by state
or territory, if a health care provider has reasonable cause to
suspect child abuse, a report must be made (1448). Health care
providers should contact their state or local child protection
service agency regarding child abuse reporting requirements.

Evaluating Children for STls

Evaluating children for sexual assault or abuse should be
conducted in a manner designed to minimize pain and trauma
to the child. Examinations and collection of vaginal specimens
in prepubertal girls can be extremely uncomfortable and should
be performed by an experienced clinician to avoid psychological
and physical trauma to the child. The decision to obtain genital
or other specimens from a child to evaluate for STIs should be
made on an individual basis. However, children who received
a diagnosis of one STT should be screened for other STIs.
History and reported type of sexual contact might not be a
reliable indicator, and urogenital, pharyngeal, and rectal testing
should be considered for preverbal children and children who
cannot verbalize details of the assault (1438, 1449). Factors that
should lead the physician to consider testing for STTs include
the following (1449):

* The child has experienced penetration or has evidence of
recent or healed penetrative injury to the genitals, anus,
or oropharynx.

* The child has been abused by a stranger.

TABLE 8. Implications of commonly encountered sexually transmitted or sexually associated infections for diagnosis and reporting of sexual
abuse among infants and prepubertal children

Infection Evidence for sexual abuse Recommended action
Gonorrhea* Diagnostic Reportt

Syphilis* Diagnostic Report®

HIVS Diagnostic Report?

Chlamydia trachomatis* Diagnostic Reportt

Trichomonas vaginalis* Diagnostic Report®

Anogenital herpes Suspicious Consider report™ 1

Condylomata acuminata (anogenital warts)* Suspicious Consider reportt %%

Anogenital molluscum contagiosum Inconclusive Medical follow-up

Bacterial vaginosis Inconclusive Medical follow-up

Sources: Adapted from Kellogg N; American Academy of Pediatrics Committee on Child Abuse and Neglect. The evaluation of child abuse in children. Pediatrics
2005;16:506-12; Adams JA, Farst KJ, Kellogg ND. Interpretation of medical findings in suspected child abuse: an update for 2018. J Pediatr Adolesc Gynecol
2018;31:225-31.

* If unlikely to have been perinatally acquired and vertical transmission, which is rare, is excluded.

T Reports should be made to the local or state agency mandated to receive reports of suspected child abuse or neglect.

$ If unlikely to have been acquired perinatally or through transfusion.

f Unless a clear history of autoinoculation exists.
** Report if evidence exists to suspect abuse, including history, physical examination, or other identified infections. Lesions appearing for the first time in a child aged

>5 years are more likely to have been caused by sexual transmission.
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* The child has been abused by an assailant known to be
infected with an STT or at high risk for STIs (e.g., injecting
drug user, MSM, person with multiple sex partners, or
person with a history of STTIs).

* The child has a sibling, other relative, or another person
in the household with an STI.

* The child lives in an area with a high rate of STTs in the
community.

* The child has signs or symptoms of STIs (e.g., vaginal
discharge or pain, genital itching or odor, urinary
symptoms, or genital lesions or ulcers).

* The child or parent requests STT testing.

* The child is unable to verbalize details of the assault.

If a child has symptoms, signs, or evidence of an infection
that might be sexually transmitted, the child should be tested
for common STTs before initiation of any treatment that might
interfere with diagnosing other STIs. Because of the legal and
psychosocial consequences of a false-positive diagnosis, only
tests with high specificities should be used. The potential
benefit to the child of a reliable STT diagnosis justifies deferring
presumptive treatment until specimens for highly specific tests
are obtained by providers with experience in evaluating sexually
abused and assaulted children.

Evaluations should be performed on a case-by-case basis,
according to history of assault or abuse and in a manner
that minimizes the possibility for psychological trauma and
social stigma. If the initial exposure was recent, the infectious
organisms acquired through the exposure might not have
produced sufficient concentrations to result in positive test
results or examination findings (/450). Alternatively, positive
test results after a recent exposure might represent the assailant’s
secretions (but would nonetheless be an indication for
treatment of the child). A second visit approximately 2—6 weeks
after the most recent sexual exposure should be scheduled
to include a repeat physical examination and collection of
additional specimens to identify any infection that might not
have been detected at the time of initial evaluation. A single
evaluation might be sufficient if the child was abused for an
extended period and if a substantial amount of time elapsed
between the last suspected episode of abuse and the medical
evaluation. Compliance with follow-up appointments might be
improved when law enforcement personnel or child protective
services are involved.

Initial Examination

Visual inspection of the genital, perianal, and oral areas
for genital discharge, odor, bleeding, irritation, warts,
and ulcerative lesions should be performed during initial
examination. The clinical manifestations of certain STIs are
different for children than for adults. For example, typical
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vesicular lesions might be absent even in the presence of HSV
infection. The following should be performed during the initial
examination, if STT testing is indicated:

* Testing for N. gonorrhoeae and C. trachomatis can be
performed from specimens collected from the pharynx
and rectum, as well as the vagina for girls and urine for
boys. Cervical specimens are not recommended for
prepubertal girls. For boys with a urethral discharge, a
meatal specimen discharge is an adequate substitute for
an intraurethral swab specimen. Culture or NAAT can be
used to test for N. gonorrhoeae and C. trachomatis.
Although data regarding NAAT for children are more
limited and performance is test dependent (553), no
evidence demonstrates that performance of NAAT for
detection of N. gonorrhoea or C. trachomatis among
children differs from thatamong adults. Only FDA-cleared
NAAT assays should be used. Consultation with an expert
is necessary before using NAAT in this context, both to
minimize the possibility of cross-reaction with
nongonococcal Neisseria species and other commensals
(e.g., V. meningitidis, N. sicca, N. lactamica, N. cinerea,
or M. catarrhalis) and to ensure correct interpretation of
results. Because of the implications of a diagnosis of
N. gonorrhoeae or C. trachomatis infection in a child, only
CLIA-validated, FDA-cleared NAATs should be used
(837). 1f culture for the isolation of N. gonorrhoeae or
C. trachomatis is performed, only standard culture
procedures should be followed. Specimens from the vagina,
urethra, pharynx, or rectum should be streaked onto
selective media for isolation of N. gonorrhoeae, and all
presumptive isolates of N. gonorrhoeae should be identified
definitively by at least two tests that involve different
approaches (e.g., biochemical, enzyme substrate, or
molecular probes). Gram stains are inadequate for
evaluating prepubertal children for gonorrhea and should
not be used to diagnose or exclude gonorrhea. Specimens
(either NAAT or culture, including any isolates) obtained
before treatment should be preserved for further validation
if needed. When a specimen is positive, the result should
be confirmed either by retesting the original specimen or
obtaining another. Because of the overall low prevalence
of N. gonorrhoeae and C. trachomatis among children,
false-positive results can occur, and all specimens that are
initially positive should be confirmed.

* Testing for 7. vaginalis should not be limited to girls with
vaginal discharge if other indications for vaginal testing
exist because evidence indicates that asymptomatic sexually
abused children might be infected with 7" vaginalis and
might benefit from treatment (/451,1452). NAAT can

be used as an alternative or in addition to culture and wet
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mount, especially in settings where culture and wet mount
of vaginal swab specimens are not obtainable. Data
regarding use of NAAT: for detection of 7. vaginalisamong
children are limited; however, no evidence indicates that
performance of NAAT for detection of 7. vaginalis for
children would differ from that for adults. Consultation
with an expert is necessary before using NAAT in this
context to ensure correct interpretation of results. Because
of the implications of a diagnosis of 7. vaginalis infection in
a child, only CLIA-validated, FDA-cleared NAATs should
be used (837). POC tests for 7. vaginalis have not been
validated for prepubertal children and should not be used.
In the case of a positive specimen, the result should be
confirmed either by retesting the original specimen or
obtaining another. Because of the overall low prevalence of
1 vaginalis among children, false-positive results can occur,
and all specimens that are initially positive should
be confirmed.

* HSV can be indicative of sexual abuse; therefore,
specimens should be obtained from all vesicular or
ulcerative genital or perianal lesions and sent for NAAT
or viral culture.

* Wet mount can be used for a vaginal swab specimen for
BV if discharge is present.

* Collection of serum samples should be evaluated, preserved
for subsequent analysis, and used as a baseline for
comparison with follow-up serologic tests. Sera can be tested
for antibodies to 7. pallidum, HIV, and HBV. Decisions
regarding the infectious agents for which to perform
serologic tests should be made on a case-by-case basis.

Treatment

The risk for a child acquiring an STT as a result of sexual
abuse or assault has not been well studied. Presumptive
treatment for children who have been sexually assaulted or
abused is not recommended because the incidence of most
STIs among children is low after abuse or assault, prepubertal
girls appear to be at lower risk for ascending infection than
adolescent or adult women, and regular follow-up of children
usually can be ensured. However, certain children or their
parent or guardian might be concerned about the possibility
of infection with an STI, even if the health care provider
has perceived the risk to be low. Such concerns might be an
indication for presumptive treatment in certain settings and
might be considered after all relevant specimens for diagnostic
tests have been collected.

Other Management Considerations

Children who are survivors of sexual assault or abuse are at
increased risk for future unsafe sexual practices that have been
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linked to higher risk for HPV acquisition (/426,1453) and
are more likely to engage in these behaviors at an earlier age;
therefore, ACIP recommends vaccination of these children
at age 29 years if they have not initiated or completed HPV
vaccination (see Human Papillomavirus Infections, Prevention)
(heeps://www.cdc.gov/vaccines/hep/acip-recs/vace-specific/
hpv.html). Although HPV vaccine will not protect against
progression of infection already acquired or promote clearance
of the infection, the vaccine protects against HPV types not
yet acquired.

Follow-Up

If no infections were identified at the initial examination
after the last suspected sexual exposure, and if this exposure
was recent, a follow-up evaluation approximately 2 weeks
after the last exposure can be considered. Likewise, if no
physical examination or diagnostic testing was performed
at the initial visit, a complete examination can be scheduled
approximately 2 weeks after the last exposure to identify any
evidence of STTs. In circumstances in which transmission of
syphilis, HIV, HBV, or HPV is a concern but baseline tests
for syphilis, HIV, and HBV are negative and examinations
for genital warts are negative, follow-up serologic testing and
examination approximately 6 weeks and <3 months after the
last suspected sexual exposure is recommended to allow time
for antibodies to develop and signs of infection to appear.
In addition, results of HBsAg testing should be interpreted
carefully because HBV can be transmitted nonsexually.
Decisions regarding which tests should be performed should
be made on a case-by-case basis.

Risk for Acquiring HIV Infection

HIV has been reported among children for whom sexual
abuse was the only known risk factor. Serologic testing for HIV
should be considered for sexually abused children. The decision
to test for HIV should involve the family, if possible, and be
made on a case-by-case basis depending on the likelihood
of infection in the assailant (1448,1454). Although data are
insufficient concerning the efficacy of PEP among children,
treatment is well tolerated by infants and children with and
without HIV, and children have a minimal risk for serious
adverse reactions because of the short period recommended

for prophylaxis (1455).

Recommendations for Postexposure HIV Risk
Assessment of Children <72 Hours After
Sexual Assault

Providers should do the following:

* Review local HIV epidemiology, assess risk for HIV in the
assailant, and test for HIV.
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e Evaluate the circumstances of the assault or abuse that
might affect risk for HIV transmission.

* Perform HIV antigen or antibody testing (or antibody
testing, if antigen or antibody testing is unavailable) during
the original assessment and again at follow-up visits, in
accordance with CDC guidelines (https://stacks.cdc.gov/
view/cdc/38856). In considering whether to offer PED,
health care providers should consider whether the child
can be treated soon after the sexual exposure (i.e.,
<72 hours), the likelihood that the assailant has HIV
infection, and the likelihood of high compliance with the
prophylactic regimen (1436). Potential benefit of treating
a sexually abused child should be weighed against the risk
for adverse reactions.

* Consult with a provider specializing in evaluating or
treating children with HIV infection to determine age-
appropriate dosing and regimens and baseline laboratory
testing, if PEP is being considered.

* Discuss PEP with the caregivers, including its toxicity,
unknown efficacy, and possible benefits, for children
determined to be at risk for HIV transmission from the
assault or abuse.

* Provided adequate doses of medication, if PEP is begun,
to last until the follow-up visit 3—7 days after the initial
assessment, at which time the child should be reevaluated
and tolerance of medication assessed (739).
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