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Abstract

Objectives: The purpose of this study was to measure sexually transmitted infection (STI) 

testing among Medicaid enrollees initiating preexposure prophylaxis (PrEP) to prevent human 

immunodeficiency virus. Secondary data are in the form of Medicaid enrollment and claims data 

in six states in the US South.

Methods: Research partnerships in six states in the US South developed a distributed research 

network to accomplish study aims. Each state identified all first-time PrEP users in fiscal year 

2017–2018 (combined N = 990) and measured the presence of STI testing for chlamydia, syphilis, 
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and gonorrhea through 2019. Each state calculated the percentage of individuals with at least one 

STI test during 3-, 6-, and 12-month follow-up periods.

Results: The proportion of first-time PrEP users that received an STI test varied by state: 37% 

to 67% of all of the individuals in each state who initiated PrEP received a test within the first 6 

months of PrEP treatment and 50% to 77% received a test within the first 12 months.

Conclusions: Although the Centers for Disease Control and Prevention recommends STI testing 

at least every 6 months for PrEP users, our analysis of Medicaid data suggests that STI testing 

occurs less frequently than recommended in populations at elevated risk of syphilis, gonorrhea, 

and chlamydia.
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Continuing the decades-long progress toward ending the human immunodeficiency virus 

(HIV) epidemic, the United States experienced an 8% decline in new HIV diagnoses 

since 2015, with 34,800 new HIV infections in 2019.1 According to the latest data from 

the Centers for Disease Control and Prevention (CDC), 1.2 million people in the United 

States aged 13 and older were living with HIV at the end of 2019.1 The HIV National 

Strategic Plan recently set a target to reduce new infections by 90% by 2030.2 A key 

strategy in achieving this goal is expanding and improving the implementation of preventive 

interventions, with a focus on preexposure prophylaxis (PrEP). In 2019, the US Preventive 

Services Task Force recommended offering PrEP to individuals who are at high risk of HIV 

acquisition.3,4

Meanwhile, the United States is facing an epidemic of bacterial sexually transmitted 

infections (STIs). Rates of chlamydia, gonorrhea, and syphilis have risen considerably in 

recent years—by 20%, 50%, and 70%, respectively, from 2015 to 2019—with significant 

racial and ethnic disparities persisting.5 Increasing rates of syphilis among women led to the 

highest number of congenital syphilis cases since 1995 in 2019.5 STIs also greatly increase 

the susceptibility and transmission of HIV.6 Identifying at-risk individuals and ensuring that 

they receive routine STI testing is an effective method for reducing the public health burden 

of bacterial STIs.

Because HIV and STI risk is strongly associated through common risk factors, including 

risky sexual behaviors, PrEP users are an important population to reach with STI testing 

services.7 To identify and treat STIs among PrEP users, the CDC’s 2017 clinical practice 

guidelines for PrEP recommended STI testing for all adults at PrEP initiation and during 

regular follow-up visits.8 In 2021, the CDC released updated STI treatment guidelines that 

reiterate the 2017 PrEP treatment guidelines, recommending STI screening for individuals 

taking PrEP every 3 to 6 months. The importance of including STI services in PrEP care 

is underscored by the phenomenon of risk compensation.9,10 Regardless of whether and 

where risk compensation is occurring, PrEP guidelines that result in better STI detection and 

treatment could offset increases in risky sexual behavior.9 A simulation study found that an 

increase in STI testing and treatment would decrease the overall burden of bacterial STIs 
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making PrEP rollout and STI control synergistic in populations with low base rates of STI 

testing.11,12

HIV and Bacterial STIs in the Southern United States

The highest HIV infection rate is currently found in the US South, with 15.2 new HIV cases 

per 100,000 population in 2019, compared with 11.1/100,000 nationwide. The high overall 

rate of HIV transmission in the US South is mirrored by high rates of transmission among 

several key populations of interest for HIV prevention. For example, although approximately 

38% of the total US population is concentrated in the South, the proportion of 2019 HIV 

diagnoses that occurred in the South was 55% for females and 51% for men who have sex 

with men.1

Residents of the US South also are at heightened risk for bacterial STI infections. Counties 

in the US South are at least four times as likely compared with counties in other regions 

to be a hotspot for chlamydia, gonorrhea, or syphilis.13 Interestingly, the racial/ethnic 

composition of counties also can increase the risk of a county being identified as a hotspot. 

This is because the risk of bacterial STI is elevated for people who are non-Hispanic Black, 

American Indian/Alaska Native, or Hispanic because of the underlying social contexts, 

which include greater exposure to poverty, discrimination, incarceration, and residential 

segregation.5,14 The same racial and ethnic disparities are observed for HIV risk in all 

regions of the United States, and these differences intersect with other HIV risk factors such 

as number of sexual partners.1 Given a shared set of key risk factors for both HIV and STI, 

targeting STI testing to those taking PrEP may be a powerful strategy for prevention.

Medicaid is the largest payer for HIV treatment services, and all 50 states cover PrEP 

in their Medicaid programs.15,16 Because states differ in Medicaid policy, there may be 

considerable variation in the implementation of public health measures that are intended 

to decrease HIV and bacterial STI infection rates, such as increasing PrEP availability or 

improving STI surveillance. The ratio of PrEP use to new HIV diagnoses is known as the 

PrEP-to-need ratio, with a lower ratio indicating more unmet need. In 2017, the ratio in 

the South was 1.5 compared with the highest rate in the Northeast of 4.7.17,18 As of 2021, 

only 12 states had not adopted Medicaid expansion and 8 were in the US South, making the 

South the region with the lowest uptake of Medicaid expansion.19

Present Study

There are no studies examining STI testing among Medicaid enrollees using PrEP focused 

solely on the US South. Furthermore, few studies examine PrEP initiation in the US South 

more generally. Multistate studies using a distributed research network (DRN) approach 

present an opportunity to provide these needed data. Because of the high prevalence of HIV 

in the South, the present study leveraged a DRN in six southern states (Georgia, Kentucky, 

Louisiana, North Carolina, South Carolina, and Tennessee). The aim of the study was to 

estimate the rate of PrEP initiation among Medicaid enrollees and to measure the percentage 

of first-time PrEP users with at least one STI test (syphilis or chlamydia/gonorrhea) by 3, 6, 
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and 12 months following PrEP initiation, among Medicaid beneficiaries, overall and among 

specific demographic subgroups, between 2017 and 2019.

Methods

DRN Approach

We developed a study design and structure modeled after the Medicaid Outcomes 

Distributed Research Network multistate study of opioid use disorder treatment and 

outcomes among Medicaid beneficiaries.20,21 Six state-university partnerships for the 

STI Testing Among Medicaid Patients (STAMP) study were selected from members 

participating in the AcademyHealth State-University Partnership Learning Network and/or 

Medicaid Outcomes Distributed Research Network. These state-university partnerships 

comprise state Medicaid agency partners and university researchers who provide data 

analytic support to inform Medicaid policy and cost–benefit analyses. One state served as 

the coordinating center to pilot analytic plans and collect aggregate results from states. 

Another external organization AcademyHealth facilitated processes related to data use 

agreements, contracting, and dissemination of findings. This study was reviewed and 

approved by the institutional review boards at the six participating universities.

Study Sample

The study sampling frame consisted of Medicaid beneficiaries enrolled between July 1, 

2017 and June 30, 2018 in 6 southern states. The study criteria excluded anyone dually 

enrolled in Medicare and Medicaid or outside of the 16 to 64 years age range at the start 

of the study (July 1, 2017). We then applied a PrEP algorithm used in prior studies to 

Medicaid claims to identify individuals prescribed PrEP between July 1, 2017 and June 

30, 2018.12,18 Following this algorithm, we excluded those who had an HIV diagnosis 

or treatment or a hepatitis B diagnosis or treatment before the first prescription of PrEP. 

Those with a PrEP prescription for 30 or fewer days also were assumed to be receiving 

treatment, or postexposure prophylaxis, and were excluded. To identify first-time PrEP 

users, we also excluded anyone who received a PrEP prescription up to 1 year before 

the index prescription. To ensure that individuals were enrolled in Medicaid during the 

follow-up period, and therefore detectable in our data for an STI test, individuals needed 

to be enrolled continuously during the follow-up period after index prescription, with up a 

30-day maximum gap. For example, for the 3-month follow-up period, we required at least 

60 days of Medicaid enrollment during that period. Because there is a trade-off between 

sample size and Medicaid enrollment restriction, we conducted a sensitivity test of the 

12-month follow-up period using samples that required either 150 days enrollment or 335 

days enrollment.

Measures

STI tests were identified in Medicaid reimbursement claims using Current Procedural 

Technology codes to identify testing for syphilis (86592, 86593, and 86780) and chlamydia/

gonorrhea (87590, 87591, 87592, 87850, 86631, 86632, 87110, 87270, 87320, 87490, 

87491, 87810, and 87800). We used the date of service for each screening claim to identify 

when the test occurred relative to the index date for the PrEP prescription.
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The results were calculated separately for Medicaid enrollees using a hierarchy of four 

eligibility groups determined at the first enrollment during the study period: children (16–19 

years), disabled adults, Medicaid expansion adults, and nondisabled, nonexpansion adults. 

The other subgroups identified were age at the beginning of the study period (categorized as 

16–19, 20–24, 25–29, 30–34, 35–39, and 40–64 years), race/ethnicity (non-Hispanic White, 

non-Hispanic Black, Hispanic, other), sex (male or female), and geographic area (urban 

or rural) based on enrollee ZIP code. Between-state differences in subgroup composition 

reflect the demographic differences of the states as well as differences in Medicaid eligibility 

policies. Raw counts of fewer than 11 individuals are suppressed per study protocol.

Statistical Analysis

We first calculated the rate of PrEP initiation in each of the defined Medicaid populations. 

Then, we calculated the proportion of PrEP initiators with any STI test by 3, 6, and 

12 months following the first prescription and separately for syphilis and for chlamydia/

gonorrhea combined because of the use of a combined chlamydia/gonorrhea screening 

test. Because the Medicaid claims data represent a census of all Medicaid beneficiaries 

in participating states, we did not conduct statistical tests for comparisons because any 

differences observed represent true differences at the population level.

Results

Description of PrEP Users

The Figure describes the results of applying the PrEP algorithm to the Medicaid population 

in the six study states. A total of 5746 individuals were identified who were prescribed 

tenofovir disoproxil fumarate with emtricitabine. After applying exclusion criteria, we 

identified a combined total of 990 individuals with a first-time PrEP prescription, yielding a 

rate of 22 first-time PrEP users per 100,000 Medicaid enrollees in these 6 states. There were, 

however, notable differences between the states in the sample, with PrEP use ranging from 

9.1/100,000 to 51.3/100,000 Medicaid enrollees. Table 1 describes the first-time PrEP user 

sample in each of the states, including information about the Medicaid expansion status of 

each state. The demographic characteristics of PrEP users differed by state, with inconsistent 

patterns of age, race/ethnicity, and living area.

STI Testing

Table 2 and Table 3 presents the results for STI testing during the 12-month follow-up 

period. Supplementary Tables 1 and 2 AcademyHealth provide testing results for each state 

by type (syphilis, chlamydia/gonorrhea) and follow-up period (3, 6, and 12 months). The 

state proportion of PrEP users with any STI test by 12 months following the index PrEP 

prescription ranged from 49.5% to 77.3%. The proportion with any STI test by 3 months 

ranged from 20.6% to 49.2% and by 6 months ranged from 37.4% to 66.5% (Supplemental 

Table 1). In five of the six states, the proportion of PrEP users with a chlamydia/gonorrhea 

test was higher than the proportion with a syphilis test at each follow-up time point.
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Subgroup Differences

In all states, STI testing was higher among non-Hispanic Black enrollees relative to non-

Hispanic White enrollees. Testing proportions and total testing rates were consistently lower 

for males (range 38.1%–75.2%) compared with females (range 50.6%–83.9%), with a few 

exceptions by state, type of test, and follow-up period. Testing overall tended to increase 

with age and leveled off at the 25- to 29- and 30- to 34-year-old groups before decreasing 

in the 40- to 64-year-old groups. In all states, testing was higher among PrEP users in urban 

areas relative to rural areas.

Discussion

The purpose of this study was to examine the prevalence of STI testing following PrEP 

initiation in six states in the US South. Using claims data, we estimated a rate of 22 

first-time PrEP users per 100,000 Medicaid enrollees. This rate is similar to the 21/100,000 

PrEP users estimated in the total population of the South estimated using 2017 national 

health data.18 Of 990 PrEP users identified using Medicaid claims, at least half received at 

least one STI test during the 12 months following the index PrEP prescription; however, 

there was considerable variation between states in the proportion of PrEP users tested within 

3, 6, or 12 months. In the best-performing expansion state, 66.5% of PrEP users were tested 

within 6 months and 77.3% were tested within 12 months. In contrast, in the nonexpansion 

state with the lowest testing, only 37.4% and 49.5% of PrEP users were tested within 6 or 

12 months, respectively. Overall, within the first 12 months, expansion states tested 60.9% 

to 77.3% of PrEP users and nonexpansion states tested 49.5% to 58.3% of PrEP users. 

Given that the CDC recommends STI testing every 6 months, these findings suggest that STI 

testing occurs less frequently than what is recommended. The relatively low proportion of 

Medicaid enrollees receiving a test within 12 months of initiating PrEP suggests that there is 

substantial room for improving STI testing for at-risk populations, particularly for states that 

have not expanded Medicaid.

Although states differed considerably in the rate of PrEP initiation, the rate did not appear to 

be unassociated with expansion status among the states examined in this study. This finding 

was unexpected because the impact of Medicaid expansion on PrEP access was recently 

demonstrated with a modeling study, which estimated that Medicaid expansion since 2010 

has more than doubled the PrEP-to-need ratio18 and added on average approximately 8 

additional PrEP users per 100,000 population per year, a finding consistent with other 

studies highlighting the importance of insurance access and type.22,23,24 Differences may be 

seen in overall PrEP use and initiation, however. PrEP uptake among Medicaid enrollees is 

lower than among private insurance populations. A recent study using national claims data 

found that only 12% of all PrEP patients’ payment method was Medicaid; however, 45% of 

individuals living with HIV were insured by Medicaid, indicating that far more individuals 

with Medicaid coverage could have benefited from PrEP.25 As such, it is possible that both 

expansion and nonexpansion states face similar challenges to engaging at-risk individuals 

with PrEP. In nonexpansion states, which are clustered in the US South, many young people 

have access only to family planning Medicaid, which is a missed opportunity for men to 

access sexual health services.
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The demographic characteristics of PrEP initiators and PrEP initiators who received STI 

testing varied between states, particularly between expansion and nonexpansion states. For 

states that expanded Medicaid (Parts B and C), 77.7% to 88.8% of PrEP users were male, 

compared with 27.0% to 55% of PrEP users in nonexpansion states. In addition, expansion 

states conducted STI screening for a greater proportion of male PrEP recipients (58.9% to 

75.2%) than nonexpansion states (38.1% to 52.4%). This finding has larger implications 

for the role Medicaid plays in preventing HIV and bacterial STI infection among men 

who have sex with men.11 Although females were more likely than males to receive 

STI testing in every state, expansion states also had higher STI testing for female PrEP 

initiators, compared with nonexpansion states. Differences also were noted in the association 

between Medicaid expansion and STI testing by race/ethnicity, with the proportion of PrEP 

initiators tested moderately higher among non-Hispanic White enrollees (50.0% to 73.2% 

in expansion states, 42.9% to 54.5% in nonexpansion states) compared with non-Hispanic 

Black enrollees (78.5% to 88.9% in expansion states, 50.0% to 69.6% in nonexpansion 

states). As such, Medicaid expansion appears to be a valuable policy tool for providing 

PrEP and/or STI screening to people with key risk factors for HIV and bacterial STI 

infection.1,5,26

These current analyses follow findings from similar studies. Previous work conducted by 

Pearson and colleagues found deficiencies in STI testing among HIV-positive Medicaid 

enrollees in 22 states, indicating that Medicaid programs could benefit from further 

quality improvement initiatives focused on STI testing to prevent the spread of HIV.27 

In addition, studies using national data of commercially insured individuals taking PrEP 

found shortcomings in receiving recommended STI testing pointing to opportunities for the 

improvement in quality of care of all individuals taking PrEP.28 Our findings further support 

the idea that more work is needed to improve STI testing among Medicaid enrollees who are 

taking PrEP.

Public Health Implications

People who initiated PrEP within the examined states varied in both their demographic 

characteristics, including gender and racial/ethnic composition, and the extent to which they 

were tested for bacterial STIs within 3, 6, and 12 months of initiation. Although in all of 

the states testing was well below the recommended universal STI screening for all PrEP 

users, the observed differences between the states appear to be linked to Medicaid expansion 

status. The present study, however, was descriptive; additional research is needed to establish 

whether Medicaid expansion contributed to greater PrEP initiation or STI testing among key 

HIV risk groups.

Limitations and Future Research

First, the sample was drawn from a selection of states within the US South, a region 

at particularly high risk for HIV and STI and with a relatively low uptake of PrEP and 

Medicaid expansion. The findings may not generalize to other states in the US South 

or other non-Medicaid populations within these states. Second, the focus on Medicaid 

recipients may obscure the statewide rate of PrEP use and STI testing, particularly for states 

without Medicaid expansion. Local public health programs and STI clinics may provide 
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this type of care without billing Medicaid, and thus some Medicaid enrollees may have 

received STI testing that was not captured in our data. Future studies could extend the 

present study by examining a nationwide population of Medicaid enrollees to gain a broader 

view of national- and state-level trends in PrEP use and compliance with the CDC STI 

testing guidelines in the Medicaid program. In addition, examining the effect of required 

copayments for some Medicaid programs on continued PrEP adherence would be beneficial 

in both Medicaid expansion and nonexpansion states.

Conclusions

The present study examined bacterial STI testing among Medicaid beneficiaries within 

states at high risk of HIV and bacterial STI infection. State-level differences in the 

utilization of PrEP among at-risk groups and the rate of STI testing among those initiating 

PrEP highlight the heterogeneity of STI prevention efforts within the United States. Policy 

differences between states, such as Medicaid expansion, may influence how Medicaid plays 

a role in addressing HIV and bacterial STI.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key Points

• Overall, this sample of six states in the US South had screening rates below 

the universal access required in current clinical guidelines.

• States in this study varied widely in sexually transmitted infection screening 

rates, likely reflecting important state differences in populations accessing 

preexposure prophylaxis, as well as differences in Medicaid policy.

• This is the first study to examine sexually transmitted infection screening 

among preexposure prophylaxis initiators in the Medicaid program in a large 

geographic region of the US South using a novel research approach.
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Fig. 
Algorithm for identifying PrEP users combined for all states. HIV, human 

immunodeficiency virus; PEP, postexposure prophylaxis; PrEP, preexposure prophylaxis; 

TDF-FTC, tenofovir disoproxil fumarate/emtricitabine.
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Table 1.

Description of PrEP study cohort by state

Medicaid expansion state

State A State B State C State D State E State F

No Yes Yes No No No

Characteristic N % N % N % N N % N %

Age group, y

16–19 28 20.4 <11 — 37 8.4 56 31.1 11 14.7 16 20.5

20–24 16 11.7 12 15.0 68 15.5 24 13.3 <11 — 14 17.9

25–29 23 16.8 14 17.5 111 25.2 22 12.2 17 22.7 12 15.4

30–34 27 19.7 13 16.3 58 13.2 21 11.6 <11 — <11 —

35–39 12 8.8 13 16.3 50 11.4 15 8.3 12 16.0 <11 —

40–64 31 22.6 24 30.0 116 26.4 42 23.3 16 21.3 22 28.2

Race/ethnicity

Non-Hispanic White 32 23.4 47 58.8 148 33.6 72 40.0 26 34.7 22 28.2

Non-Hispanic Black 75 54.7 <11 — 137 31.1 83 46.1 40 53.3 23 29.5

Hispanic <11 — <11 — 27 6.1 <11 — <11 — <11 —

Other 30 21.9 23 28.7 128 29.1 20 11.1 <11 — 33 42.3

Sex

Female 100 73.0 9 11.3 98 22.3 117 65.0 54 72.0 35 44.9

Male 37 27.0 71 88.8 342 77.7 63 35.0 21 28.0 43 55.1

Eligibility group  

Children, 16–19 y 28 20.4 <11 — 37 8.4 56 31.1 11 14.7 16 20.5

Disabled adults 46 33.6 <11 — 32 7.3 48 26.6 21 28.0 32 41.0

Medicaid expansion adults 0 0.0 70 87.5 344 78.2 0 0.0 0 0.0 0 0.0

Nondisabled, nonexpansion adults 63 46.0 <11 — 27 6.1 70 38.8 43 57.3 30 38.5

Living area  

Urban 114 83.2 58 72.5 399 90.7 144 80.0 57 76.0 65 83.3

Rural 21 15.3 22 27.5 38 8.6 36 20.0 17 22.7 <11 —

Total PrEP, n 137 — 80 — 440 — 180 — 75 — 78 —

Total PrEP/100,000 Medicaid enrollees 32.2 — 9.1 — 51.3 — 18.2 — 11.0 — 10.5 —

PrEP, preexposure prophylaxis.
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Table 2.

Proportion of first-time PrEP users with any STI test, a syphilis test, or a chlamydia and/or gonorrhea test 

within first 12 mo (states A, B, C)

State A State B State C

Characteristic

Any 
STI, 
%

Syphilis, 
%

Chlamydia 
or 

gonorrhea, 
%

Any 
STI, 
%

Syphilis, 
%

Chlamydia 
or 

gonorrhea, 
%

Any 
STI, 
%

Syphilis, 
%

Chlamydia 
or 

gonorrhea, 
%

Age group, y

16–19 47.1 29.4 47.1 — — — 81.8 69.7 81.8

20–24 58.3 33.3 41.7 77.8 55.6 66.7 75.5 71.7 73.6

25–29 52.6 42.1 42.1 55.6 33.3 55.6 84.1 83.0 84.1

30–34 66.7 62.5 50.0 54.5 45.5 45.5 84.1 72.7 75.0

35–39 55.6 33.3 44.4 44.4 44.4 44.4 75.0 72.5 67.5

40–64 26.9 15.4 19.2 63.6 54.5 54.5 68.4 61.1 60.0

Race/ethnicity

Non-Hispanic 
White

42.9 38.1 38.1 50.0 42.1 42.1 73.2 68.8 66.1

Non-Hispanic 
Black

55.2 39.7 39.7 — — — 78.5 70.7 77.6

Hispanic — — — — — — 90.5 90.5 90.5

Other 42.9 28.6 39.3 70.6 41.2 70.6 77.9 72.1 71.2

Sex

Female 50.6 35.8 40.7 75.0 62.5 62.5 83.9 74.7 80.5

Male 46.2 38.5 34.6 58.9 44.6 53.6 75.2 70.7 70.3

Eligibility group

Children, 16–19 
y

47.1 29.4 47.1 — — — 81.8 69.7 81.8

Disabled adults 43.2 31.8 36.4 — — — 70.4 63.0 63.0

Medicaid 
expansion adults

— — — 59.3 48.1 53.7 77.8 73.0 72.6

Nondisabled, 
nonexpansion 
adults

56.5 43.5 39.1 — — — 73.9 69.6 73.9

Living area

Urban 49.4 39.1 37.9 68.1 53.2 63.8 78.0 73.3 73.6

Rural 44.4 27.8 38.9 41.2 29.4 29.4 68.8 53.1 65.6

Total 49.5 36.4 39.3 60.9 46.9 54.7 77.3 71.7 72.8

PrEP, preexposure prophylaxis; STI, sexually transmitted infection.
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Table 3.

Proportion of first-time PrEP users with any STI test, a syphilis test, or a chlamydia and/or gonorrhea test 

within first 12 mo (states D, E, F)

State D State E State F

Characteristic

Any 
STI, 
%

Syphilis, 
%

Chlamydia 
or 

gonorrhea, 
%

Any 
STI, 
%

Syphilis, 
%

Chlamydia 
or 

gonorrhea, 
%

Any 
STI, 
%

Syphilis, 
%

Chlamydia 
or 

gonorrhea, 
%

Age group, y

16–19 58.9 53.6 50.0 54.5 45.5 54.5 37.5 25.0 37.5

20–24 54.2 45.8 45.8 — — — 57.1 50.0 57.1

25–29 50.0 45.5 27.3 41.2 29.4 41.2 75.0 50.0 66.7

30–34 76.2 66.7 61.9 — — — — — —

35–39 53.3 26.7 53.3 66.7 50.0 58.3 — — —

40–64 57.1 45.2 45.2 43.8 37.5 31.3 59.1 54.5 50.0

Race/ethnicity

Non-Hispanic 
White

50.0 41.7 38.9 53.8 38.5 53.8 54.5 45.5 54.5

Non-Hispanic 
Black

62.7 54.2 49.4 50.0 40.0 42.5 69.6 47.8 65.2

Hispanic — — — — — — — — —

Other 65.0 50.0 60.0 — — — 45.5 42.4 39.4

Sex

Female 61.5 51.3 47.9 57.4 44.4 51.9 71.4 57.1 65.7

Male 52.4 44.4 46.0 38.1 33.3 38.1 41.9 34.9 39.5

Eligibility group

Children, 16–19 
y

58.9 53.6 50.0 54.5 45.5 54.5 37.5 25.0 37.5

Disabled adults 66.7 52.1 62.5 52.4 38.1 42.9 65.6 56.3 62.5

AMedicaid 
expansion adults

— — — — — — — — —

Nondisabled, 
nonexpansion 
adults

54.3 45.7 37.1 51.2 41.9 48.8 53.3 43.3 46.7

Living area

Urban 60.4 50.7 47.9 49.1 38.6 47.4 58.5 49.2 53.8

Rural 50.0 41.7 44.4 64.7 52.9 52.9 — — —

Total 58.3 48.9 47.2 52.0 41.3 48.0 55.0 45.0 51.0

PrEP, preexposure prophylaxis; STI, sexually transmitted infection.

A
In Table 3, row Medicaid expansion adults, should the entire row be “—” (there were no data and no — in the State E section as originally 

received)?

South Med J. Author manuscript; available in PMC 2024 June 01.


	Abstract
	HIV and Bacterial STIs in the Southern United States
	Present Study
	Methods
	DRN Approach
	Study Sample
	Measures
	Statistical Analysis

	Results
	Description of PrEP Users
	STI Testing
	Subgroup Differences

	Discussion
	Public Health Implications
	Limitations and Future Research

	Conclusions
	References
	Fig.
	Table 1.
	Table 2.
	Table 3.

