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ADDITIONAL CASES OF CEFTRIAXONE-NON-SUSCEPTIBLE GONORRHEA
IN MASSACHUSETTS
September 25, 2025

HIGHLIGHTS
· Two additional confirmed cases of ceftriaxone non-susceptible gonorrhea have been identified in Massachusetts in 2025. 
· Because the vast majority of cases in Massachusetts are cephalosporin-susceptible, single-dose ceftriaxone 500 mg IM remains the recommended first-line treatment for mucosal gonorrhea infections. 
· Massachusetts Department of Public Health (DPH) urges clinicians to remain vigilant for further cases of drug non-susceptible gonorrhea by:
· Continuing to perform gonococcal culture from sites of suspected infection, in addition to routine nucleic acid amplification testing (NAAT). 
· Obtaining risk history, including international travel history. 
· Performing test of cure using NAAT or culture, 28 days after initial treatment, at all previously positive mucosal sites. 
· Performing test of reinfection with NAAT 3 months after initial treatment for patients previously treated for gonorrhea. 
· When drug non-susceptible gonorrhea is suspected, seek infectious disease consultation and notify public health via the MDPH Division of STD Prevention (DSTDP) Reporting and Partner Services Line at 617-983-6999.

Background
Two cases of multidrug-non-susceptible Neisseria gonorrhoeae with reduced susceptibility to ceftriaxone and cefixime have been identified in Massachusetts residents in 2025. Although antibiotics were effective at clearing infections for these cases, combined close clinical and public health follow-up were required to document cure and lack of further transmission. Sequence typing identified two different unrelated strains previously reported as circulating in Asia-Pacific countries, which have since been identified in multiple countries worldwide.
The cases initially presented to different gynecology offices, one with persistent vaginal discharge, and the other with labial pain thought to be secondary to abscess. Acquisition occurred from partners with recent history of travel outside the United States. In both cases, diagnosing clinicians ordered genital culture as well as NAAT, which both grew and tested positive for Neisseria gonorrhoeae. The patients were successfully treated, in one case with ceftriaxone 500 mg IM, and in the other case who had a history of cephalosporin allergy, with gentamicin 240 mg IM and azithromycin 2 g PO. Both N. gonorrhoeae isolates were routinely transferred from the diagnosing microbiology laboratories to the Massachusetts State Public Health Laboratory for surveillance susceptibility testing, which resulted in the identification of isolates with in vitro reduced ceftriaxone susceptibility and quinolone resistance, but normal susceptibility to aminoglycosides and macrolides. Public health and clinical outreach ensued to make sure both patients were clinically improved and documented to have test of cure. Retroactive contact tracing identified a third asymptomatic case (partner of the case who had presented with vaginal discharge) for whom initial NAAT at the pharyngeal site was positive but never grew on culture. This third case was treated with ceftriaxone 500 mg IM x 1 dose and cefixime 800 mg PO daily for 3 days and had a negative pharyngeal NAAT 3 weeks following treatment. Subsequent sequence typing at the State Lab on the two isolates indicated multilocus sequence types (MLST) 8123 and 17523, confirming the two cases were unrelated.
Gonorrhea is the second-most-reported sexually transmitted infection (STI) in the United States. In Massachusetts, laboratory-confirmed case counts have more than quintupled from a nadir of 1,917 in 2009, to a peak of 9,779 in 2023. Proportional increases have been observed in reports of uncomplicated disease such as asymptomatic carriage, urethritis, cervicitis, pharyngitis, and proctitis. Complicated locally invasive disease such as penile, labial, and pharyngeal abscess, epididymitis, pelvic inflammatory disease, and gonococcal conjunctivitis including ophthalmia neonatorum; and disseminated gonococcal infection including endocarditis and meningitis, have also been reported. In 2023, following identification of a novel strain of multidrug-non-susceptible N. gonorrhoeae with reduced susceptibility to ceftriaxone, cefixime, and azithromycin, and resistance to ciprofloxacin, penicillin, and tetracycline, Massachusetts DPH issued a Clinical Alert calling for culture of suspected gonorrhea cases. Results of N. gonorrhoeae antibiotic susceptibility testing in Massachusetts of 548 isolates in 2023 and 271 isolates in 2024 did not detect further cephalosporin-non-susceptible cases, until these two confirmed cases in 2025.

BEST PRACTICES FOR CLINICIANS
Because the vast majority of cases in Massachusetts are cephalosporin-susceptible, single-dose ceftriaxone 500 mg IM remains the recommended first-line treatment for mucosal (conjunctival, pharyngeal, urethral, cervical, vaginal, and rectal) gonorrhea infections in persons weighing <150 kg, (1 gram IM is recommended for persons weighing ≥150 kg), per 2020-21 CDC guidelines. Alternative regimens are reserved for those with cephalosporin allergy.
Massachusetts Department of Public Health (DPH) recommends these best practices to ensure prompt identification of suspect drug non-susceptible gonorrhea cases.
· For all patients suspected to have gonorrhea, continue to perform gonococcal culture from sites of suspected infection, in addition to routine nucleic acid amplification testing (NAAT). Clinicians should consult with local clinical microbiology laboratories to determine how best to optimize gonococcal culture, for example by using non-nutritive swab transport systems (e.g. Amies agar gel) and rapidly having samples transported for plating for culture at a laboratory. 
· For all gonorrhea cases, obtain risk history, including travel history. History of recent antibiotic exposure or travel outside of the United States should raise suspicion for drug-non-susceptible gonorrhea.
· For all gonorrhea cases, perform test of cure using NAAT or culture, 28 days after initial treatment, at all previously positive mucosal sites. Identification of persistent positivity on either NAAT or culture, particularly from the pharynx, should raise suspicion for drug-non-susceptible gonorrhea. Culture and clinical susceptibility testing should be explicitly ordered, if not already done.
· When drug non-susceptible gonorrhea is suspected, infectious disease consultation should be sought, and public health should be notified via the MDPH Division of STD Prevention (DSTDP) Reporting and Partner Services Line at 617-983-6999. Clinical consultation is also available upon request through the MDPH DSTDP.
· Perform test of reinfection with NAAT 3 months after initial treatment for patients previously treated for gonorrhea. Scheduling the follow-up visit for test of reinfection at the time of treatment is encouraged. If retesting at 3 months is not possible, clinicians should retest whenever persons next seek medical care <12 months after initial treatment.

Patient Counseling and Information for Partners
· Recent sex partners (i.e., persons having sexual exposure to an infected patient <60 days preceding onset of symptoms or gonorrhea diagnosis) should be referred for evaluation and testing at all exposed mucosal sites, and presumptive treatment if symptomatic.
· If contact with drug non-susceptible gonorrhea is suspected, infectious disease and public health should be consulted.
· If the patient’s last potential sexual exposure was >60 days before onset of symptoms or diagnosis, the most recent sex partner should be tested and treated if symptomatic.
· To avoid reinfection, sex partners should be instructed to abstain from sexual intercourse for 7 days after they and their sex partners have completed treatment and after resolution of symptoms.
Reporting
Health care providers, laboratories, and others as required by regulation, must report all gonorrhea cases to the MDPH within 24 hours. Laboratories must send N. gonorrhoeae isolates to the State Public Health Laboratory for further examination.[endnoteRef:1] [1:  Massachusetts: 105 CMR 300.00: Reportable diseases, surveillance, and isolation and quarantine requirements https://www.mass.gov/regulations/105-CMR-30000-reportable-diseases-surveillance-and-isolation-and-quarantine-requirements ] 

MDPH Gonorrhea Reporting Forms are required for all gonorrhea cases, and provide details on clinical characteristics and treatment which are not automatically reported, unless your clinical organization participates in ESP.
Continue to contact the DPH Division of STD Prevention for:
· Clinical consultation on complex cases, available through the DPH Division of STD Prevention Clinical Team or the STD Clinical Consultation Network. CDC gonorrhea treatment and partner management guidelines are available as an app for Apple and Android devices.
· Partner services – contact tracing, exposure notification, and prevention counseling -- are automatically performed for new HIV infection, infectious syphilis cases, and cases of ceftriaxone non-susceptible gonorrhea. Record searches on prior syphilis test titers and treatment history documented in public health surveillance systems under U.S. jurisdiction are also available. Bicillin L-A® is also available, if you are unable to obtain the medication to treat patients with infectious syphilis or their contacts. For more information, please call the MDPH Reporting and Partner Services Line at 617-983-6999. 
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