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ABSTRACT 

Background. This study investigated prescribing practices following changes in the Australian 
chlamydia treatment guidelines in 2022, which replaced doxycycline or azithromycin with doxycycline 
as first-line therapy for oropharyngeal or urogenital infections. Methods. Data from 61 clinics in the 
Australian Collaboration for Coordinated Enhanced Sentinel Surveillance of STIs and blood-borne 
viruses (ACCESS) project (January 2015–June 2025) from individuals aged 16–80 years with positive 
urogenital or pharyngeal chlamydia tests were analysed. An interrupted time series analysis (interven-
tion point Q1 2022) assessed quarterly changes in the proportion of tests prescribed doxycycline and 
azithromycin within 14 days before and 31 days after positive tests. Anorectal infections were excluded 
as doxycycline was already the first line recommendation for this anatomical site. Results. A total  of
69,925 positive tests (53,202 (76.1%) at sexual health clinics (SHCs)) from 60,084 people were included. 
Doxycycline prescribing increased by 1.61 percentage points (95% CI, 1.47–1.75) per quarter before the 
guideline change; immediately increased by 13.5 percentage points (95% CI, 8.58–18.4); then increased 
by 1.70 percentage points (95% CI, 1.08–2.31) post-change. The proportion treated with azithromycin 
decreased by 0.62 percentage points (95% CI, −0.79 to −0.44) per quarter pre-guideline change; immedi-
ately decreased at the change by 18.1 percentage points (95% CI, −22.75 to −13.52); then decreased 1.64 
percentage points (95% CI, −2.09 to −1.19) post-change. SHCs and general practices specialising in the 
care of gay and bisexual men showed greater pre-change increases in doxycycline prescribing, whereas 
general practice and community health accelerated post-change. Conclusions. Doxycycline prescribing 
for chlamydia has increased with corresponding declines in azithromycin use following the 2022 Australian 
treatment guideline change. Setting-specific implementation strategies may accelerate evidence uptake for 
future guideline updates. 
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Introduction 

Chlamydia remains the most prevalent bacterial sexually transmissible infection (STI) both 
in Australia and globally, with more than 128 million new chlamydia infections worldwide 
among people aged 15–49 years in 2020.1,2 Timely treatment with an effective antimicrobial 
is crucial to reduce the risk of disease progression, complications, and reinfection in the index 
patient, ongoing transmission to partners, and broader antimicrobial resistance. At the 
beginning of 2022, the Australian STI Management Guidelines for Use in Primary Care 
changed from the previous recommended treatment (i.e. 100 mg doxycycline orally twice 
per day for 7 days or 1 g azithromycin orally) to the revised recommended treatment (i.e. 
100 mg doxycycline orally twice per day for 7 days) for uncomplicated oropharyngeal or 
urogenital infection, with 1 g azithromycin orally immediately listed as the alternative.3
Doxycycline remains as the recommended treatment for anorectal chlamydia infection, and 
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azithromycin as the recommended treatment for pregnant 
people or if there are concerns about medication adherence. 
This change was informed by new evidence demonstrating 
the superiority of doxycycline over azithromycin for curing 
anorectal infections.4–6 Given the high rates of concomitant 
rectal infection in women with urogenital infection, reducing 
the risk of reinfection due to auto-inoculation from the 
anorectal site adds further rationale to the use of doxycycline 
over azithromycin.7 Moving away from azithromycin as first-
line therapy for chlamydia not only aims to reduce the risk of 
treatment failure but also macrolide resistance, which is an 
ever-growing public health threat. Within the international 
context, the British Association for Sexual Health and HIV, the 
International Union against STIs European STI guidelines, and 
the United States Centre for Disease Control (US CDC) also 
recommend that all chlamydia infections are treated with 
doxycycline in preference to single-dose azithromycin.8–10 

To date, the impact of the 2022 chlamydia treatment 
guideline update on prescribing practices in Australia is 
unknown; therefore, it is uncertain whether further promotion 
of chlamydia management guidelines is needed. Using 
retrospective data from a large sentinel surveillance system 
in Australia, this study aimed to determine if a change in 
prescribing occurred after the change to treatment guidelines 
that now recommend doxycycline as first-line therapy for the 
treatment of uncomplicated urogenital or pharyngeal chlamydia 
infection. 

Methods 

Setting 
Data were from the Australian Collaboration for Coordinated 
Enhanced Sentinel Surveillance of STIs and blood-borne 
viruses (BBVs) (ACCESS, accessproject.org.au). ACCESS is a 
national sentinel surveillance network that includes sites 
across all Australian states and territories. These sites are 
comprised of sexual health clinics (SHC), general practices 
providing care to the general community (GP) and to the gay 
and bisexual men (GBM) community (GBM GP), community 
health clinics (CH), hospitals, laboratories, and drug and 
alcohol services. Being a sentinel surveillance system, ACCESS 
sites primarily serve populations at increased risk of STIs and 
BBVs, including chlamydia, gonorrhoea, syphilis, HIV, 
hepatitis B, and hepatitis C. The primary purpose of ACCESS is 
to monitor testing, diagnosis, and treatment trends for STIs and 
BBVs and to assess the effectiveness of interventions designed 
to reduce their transmission.11 

In Australia, clinical advice is available via the Australian 
STI management guidelines, a publicly available resource, 
commonly used by general practitioners, nurses, and sexual 
health physicians. A search of The Wayback machine, which 
is an internet archiving website, showed that the Australian 
STI Management Guidelines for Use in Primary Care website 

was updated to reflect the new recommendations for 
chlamydia management on around 9 January 2022.12 

Management guidelines for uncomplicated urogenital or 
pharyngeal chlamydia infection changed from the previous 
recommended treatment (i.e. 100 mg doxycycline orally 
twice per day for 7 days or 1 g azithromycin orally)12 to the 
revised recommended treatment (i.e. 100 mg doxycycline 
orally twice per day for 7 days) with 1 g azithromycin 
orally immediately listed as the alternative.12 

Participants 
Individuals included were aged 16–80 years, had male or 
female sex recorded in the patient management system, 
attended one of the included clinics, and tested positive for 
urogenital and/or pharyngeal chlamydia between 1 January 
2015 and 30 June 2025. Individuals could contribute more 
than one positive test to the analyses. 

Data sources 
Non-identified electronic medical record data were retro-
spectively extracted from patient management systems at 
participating ACCESS sites using GRHANITE data extraction 
software. Data included in this study were age and sex of 
individuals, positive urogenital or pharyngeal chlamydia 
tests, and electronic medication prescribing records. 

We included prescriptions for antibiotics associated with 
STI treatment, as recommended in the current Australian STI 
Management guidelines for the treatment of bacterial STIs 
including doxycycline, azithromycin, ceftriaxone, amoxicillin, 
ciprofloxacin, probenecid, benzathine benzylpenicillin, 
procaine benzylpenicillin, benzylpenicillin, moxifloxacin, 
pristinamycin, minocycline, sitafloxacin, or other type of 
penicillin.13 We classified tests as either having: (1) an associated 
script; or (2) no associated script. For tests with an associated 
script, we classified prescription type as doxycycline, azithromycin, 
and/or other antibiotic. Prescription records were included if the 
date of the record was within 14 days before or 31 days 
after the date of the positive chlamydia test. The period of 
14 days before and 31 days after a positive chlamydia test 
date was chosen to allow for prescriptions that may have 
been given at the same time as the pathology test request 
(for example, presumptive treatment for chlamydia), or for 
treatment prescribed at a subsequent consultation after the 
return of a positive test result.14,15 Cases could have 
multiple antibiotics prescribed. 

Statistical analysis 
The outcome was antibiotic prescribing associated with a 
chlamydia positive test, classified into doxycycline, 
azithromycin, another antibiotic, and no antibiotic. Data 
were summarised as counts and proportions of chlamydia 
positive tests treated with doxycycline, azithromycin, another 
STI-related antibiotic, and no script, which were stratified by 
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test year (2015–2025), individual sex (male, female, and 
other), age group (16–29 years, 30–49 years, and 50– 
80 years) and service type (SHC; GP; GP GBM; and CH). To 
evaluate if publishing new guidelines that recommended 
doxycycline only as first-line treatment changed prescribing 
practices, interrupted time series models were deployed. The 
unit of analyses for the models was proportion of chlamydia 
tests prescribed doxycycline (Model 1) and azithromycin 
(Model 2). Because some tests were prescribed both 
doxycycline and azithromycin, some tests were included in 
both models. Data were aggregated to calendar-year 
quarters (i.e. number of chlamydia positive tests prescribed 
doxycycline/number chlamydia positive tests in each 
quarter). The three time periods of interest were: (1) before 
the guidelines change, from Q1 2015 to Q1 2022; (2) the 
intervention point, Q1 2022; and (3) after the guidelines 
change, from Q2 2022 to Q2 2025. We report model 
coefficients of the pre-intervention slope (representing the 
average change each quarter in the proportion of chlamydia 
tests prescribed doxycycline or azithromycin before Q1 2022), 
the immediate effect (or step-change) representing the change 
in the proportion at Q1 2022, the post-intervention slope 
(representing the average change in the proportion after Q1 
2022), and the difference between the pre- and post-
intervention slopes. We hypothesised that at the introduction 
of the guidelines, an immediate increase in the proportion of 
doxycycline prescriptions and immediate decrease in the 
proportion of azithromycin prescriptions would occur. After 
the guideline change, we hypothesised that we would see a 
plateauing in the proportion of doxycycline prescriptions and 
a sustained decrease in the proportion of azithromycin 
prescriptions. All models used Newy-West standard errors to 
account for autocorrelation. All analyses were performed 
using Stata/SE 17 software (StataCorp. 2022, Stata Statistical 
Software, Release 17.0 for Windows, College Station, TX, 
StataCorp LLC) and Microsoft Excel. 

Ethics approval 
Ethics approval for ACCESS was provided by the Human 
Research Ethics Committees at Alfred Hospital (248/17), 
Northern Territory Department of Health and Menzies 
School of Health (08/47), Aboriginal Health and Medical 
Research Council (1099/15), ACON (2015/14), Victorian 
AIDS Council/Thorne Harbour Health (VAC REP 15/003) 
and University of New South Wales (4755). 

Results 

Between 1 January 2015 and 30 June 2025, a total of 97,425 
positive urogenital or oropharyngeal or anatomical site not 
specified chlamydia tests, among 76,594 people aged 16– 
80 years old were performed. Tests included were performed 
at GP, GBM GP, SHC, and CH clinics, which contributed data 

both before and after the intervention date. After excluding 
tests where there was a concurrent anorectal infection 
(n = 18,242) or anatomical site not specified (n = 3539), 
75,644 positive urogenital or oropharyngeal chlamydia 
tests from 63,096 people remained. Test records where the 
anatomical site was not specified were mostly from SHCs 
(3291; 93%) and among males (2298; 64.9%). After excluding 
tests with a prescription outside of the time period, the final 
analysis sample was 69,925 positive urogenital or oropharyngeal 
chlamydia tests with either no prescription or an STI-related 
antibiotic prescription within 14 days before and 31 days after 
the test date. Among the 60,084 individuals contributing data, 
35,162 (58.5%) were males, and 24,860 (41.4%) were females; 
the average age at first test was 29.2 years (standard deviation 
9.6). Among the 69,925 tests, 61 clinics contributed data and 
53,202 (76.1%) were performed at SHCs. Each clinic contributed 
prescription data to the analyses. 

The number of tests that had both a doxycycline and 
azithromycin prescription within 14 days before and 31 days 
after the test date was 3743 (5.4%); doxycycline and another 
antibiotic was 3317 (4.7%); azithromycin and another 
antibiotic was 5206 (7.4%); and doxycycline, azithromycin, 
and another antibiotic was 1297 (1.9%). The highest annual 
proportion of chlamydia cases treated with doxycycline 
occurred in 2024 (6045, 78.4%), whereas the highest annual 
proportion of chlamydia cases treated with azithromycin 
occurred in 2017 (5006, 71.1%). Counts and proportions of 
chlamydia positive tests by year, sex, age group, and ACCESS 
service type are in Table 1. 

A total of 69,925 positive chlamydia tests were included in 
the model for doxycycline. On average, the proportion of 
chlamydia positive tests treated with doxycycline before the 
change in guidelines increased each quarter by 1.61 (95% 
CI, 1.47–1.75) percentage points (pre-intervention slope). 
At the intervention point, representing when the guideline 
change occurred, there was an immediate increase in the 
proportion of positive tests treated with doxycycline of 
13.47 (95% CI, 8.58–18.36) percentage points. After the 
change in guidelines, the proportion of chlamydia positive tests 
treated with doxycycline increased each quarter by 1.70 (95 % 
CI, 1.08–2.31) percentage points (post-intervention slope) 
(Fig. 1; Table 2). 

A total of 69,925 positive chlamydia tests were included in 
the model for azithromycin. On average, the proportion of 
chlamydia positive tests treated with azithromycin before the 
change in guidelines decreased each quarter by 0.62 (95% 
CI, −0.79 to −0.44) percentage points (pre-intervention 
slope). At the intervention point, representing when the 
guideline change occurred, there was an immediate decrease 
in the proportion of positive tests treated with azithromycin of 
18.13 (95% CI, −22.75 to −13.52) percentage points. After 
the change in guidelines, the proportion of chlamydia positive 
tests treated with azithromycin decreased each quarter by 
1.64 (95% CI, −2.09 to −1.19) percentage points (post-
intervention slope) (Fig. 1; Table 2). 
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Table 1. Number and proportion of positive chlamydia tests by year, sex group, age group, and ACCESS service type between January 2015 and June 2025. 

Positive 
chlamydia tests 

with 
doxycycline 
script (n) 

Proportion positive 
chlamydia tests 
with doxycycline 

script (%)A 

Positive 
chlamydia 
tests with 

azithromycin 
script (n) 

Proportion positive 
chlamydia tests with 
azithromycin script 

(%)A 

Positive chlamydia 
tests with other STI-
related antibiotic 

script (n) 

Proportion positive 
chlamydia tests with 
other STI-related 

antibiotic script (%)A 

Positive 
chlamydia 

tests with no 
script (n) 

Proportion 
positive 
chlamydia 

tests with no 
script (%) 

Total 
positive 
chlamydia 
tests (n) 

Year 

2015 333 6.0 3797 68.7 377 6.8 1591 28.8 5528 

2016 587 9.6 4128 67.7 437 7.2 1627 26.7 6099 

2017 963 13.7 5006 71.1 576 8.2 1422 20.2 7036 

2018 1983 26.7 4589 61.8 694 9.4 1249 16.8 7420 

2019 2591 31.9 5029 61.8 844 10.4 929 11.4 8135 

2020 2047 36.6 3349 59.8 712 12.7 488 8.7 5598 

2021 2141 41.3 2862 55.2 595 11.5 443 8.5 5189 

2022 3807 61.5 2187 35.3 802 12.9 473 7.6 6195 

2023 5914 72.8 2067 25.4 1082 13.3 602 7.4 8125 

2024 6045 78.4 1531 19.8 990 12.8 554 7.2 7714 

2025B 2236 77.5 560 19.4 391 13.5 264 9.1 2886 

Sex 

Male 17,979 42.6 21,476 50.9 5744 13.6 4830 11.4 42,196 

Female 10,632 38.4 13,595 49.2 1747 6.3 4803 17.4 27,655 

OtherC 36 48.6 34 45.9 9 12.2 9 12.2 74 

Age group (years) 

16–29 16,939 39.0 21,271 49.0 3318 7.6 7062 16.3 43,423 

30–49 9747 44.1 11,402 51.6 3436 15.5 2311 10.5 22,107 

50+ 1961 44.6 2432 55.3 746 17.0 269 6.1 4395 

ACCESS service type 

GP 978 23.0 3459 81.2 420 9.9 155 3.6 4258 

CH 797 21.6 1462 39.5 91 2.5 1499 40.5 3698 

GP GBM 3502 39.9 5373 61.3 1072 12.2 485 5.5 8767 

SHC 23,370 43.9 24,811 46.6 5917 11.1 7503 14.1 53,202 

Total 69,925 

GP, general practice; CH, community health; GP GBM, general practice specialising in the care of gay and bisexual men; SHC, sexual health clinic. 
ATotal proportions exceed 100% as cases could have more than one antibiotic prescribed. 
B2025 data complete until 30 June. 
COther sex, patient sex recorded but not as male or female. 
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1.77 percentage points per quarter (95% CI, 1.62–1.91). At 
the time of the guideline change, there was an immediate 
13.3-percentage point increase (95% CI, 8.31–18.2). Afterward, 
the quarterly change further increased to 1.56 percentage points 
(95% CI, 0.93–2.19) (Fig. 2; Table 3). 

A total of 7956 positive chlamydia tests were included in 
the model for doxycycline at GP and CH. Before the 
guideline change, the proportion of chlamydia-positive tests 
treated with doxycycline at GP and CH increased by 0.42 
percentage points per quarter (95% CI, 0.26–0.59). At the 
time of the guideline change, there was an immediate 10.7-
percentage point increase (95% CI, 6.13–15.3). Afterward, 
the quarterly change further increased to 3.09 percentage 
points (95% CI, 2.65–3.54) (Fig. 2; Table 3). 

Discussion 

Our analysis of a decade of sentinel surveillance data between 
January 2015 and June 2025 showed that the proportion 
of positive chlamydia infections in Australia prescribed 
doxycycline within 14 days before and 31 days after a test was 
increasing before the treatment guideline update in 2022 and 
continued to increase after the guideline change. Within 
the same cohort, the proportion prescribed azithromycin 
was decreasing before the guideline update, with a sharper 
decrease observed at the time of the update compared with 
those prescribed doxycycline. Compared with practitioners 

Fig. 1. Interrupted time-series analysis plot showing the proportion of 
tests with (a) doxycycline and (b) azithromycin prescriptions recorded 
within 14 days before and 31 days after a positive chlamydia test 
between January 2015 and June 2025. The vertical dotted line indicates 
the intervention date (start of Q1 2022) when guidelines were officially 
changed from either doxycycline or azithromycin as first-line treatment to 
doxycycline only. Note: each increment of time on the x-axis represents 
one quarter year, beginning at Q1 2015; e.g. time 0 = Q1 2015, time 41 = Q2 
2025. 

A total of 61,969 positive chlamydia tests were included in the 
model for doxycycline at SHC and GBM GPs. Before the 
guideline change, the proportion of chlamydia-positive tests 
treated with doxycycline at SHC and GBM GPs increased by 

at SHCs and GBM GPs, GP and CH practitioners were 
observed to have a steeper rise in doxycycline prescribing 
immediately after publication of the guidelines. These 
findings indicate that information, including the official STI 
Management Guideline review and updates to the nationally 
accessible website,12 reached intended audiences and had a 
marked impact on doxycycline uptake. Findings also emphasise 
that the guidelines appeared to play an important role for GP and 
CH practitioners in adapting practice as required. 

The earlier increase in the proportion of doxycycline 
prescriptions occurring before the guideline change at SHCs 
and GBM GPs indicated that information about doxycycline’s 
superiority over azithromycin was reaching these practi 
tioners well before the official guideline change. This likely 
reflects early adoption of emerging evidence by practitioners 
with a special interest in sexual health before official 
guideline revisions. An early meta-analysis published in 2002 
showed equal efficacy between doxycycline and azithromycin 

Table 2. Interrupted time-series analysis of quarterly proportion of positive oropharyngeal and urogenital chlamydia positive tests treated with 
doxycycline and azithromycin from January 2015 to June 2025, in people aged 16–80 years. 

Pre-intervention slope Immediate change Post-intervention slope Difference in slopes Intercept 

Proportion of doxycycline prescriptions 1.61 (1.47–1.75) 13.5 (8.58–18.4) 1.70 (1.08–2.31) 0.08 (−0.55–0.72) 2.16 (0.22–4.55) 

Proportion of azithromycin prescriptions −0.62 (−0.79 to −0.44) −18.1 (−22.8 to −13.5) −1.64 (−2.09 to −1.19) −1.02 (−1.48 to −0.57) 71.87 (68.9–74.9) 

Data are β-coefficients (95% CIs) from the linear regression model. 
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for treating urogenital chlamydia infections.16 In 2014, a cohort 
study revealed early evidence of doxycycline’s superiority  over  
azithromycin for rectal chlamydia infections, demonstrating 
higher treatment failure rates when treated with azithromycin 
compared with doxycycline17 and a systematic review estimated 
a small  increased efficacy for doxycycline compared with 
azithromycin for the treatment of urogenital chlamydia.6 

Evidence of doxycycline’s superiority over azithromycin was 
likely to also have been presented at sexual health related 
conferences during this time. It was also around 2014 that 
clinicians and researchers were expressing growing concerns 
about treatment failure rates associated with azithromycin, 
particularly for rectal chlamydia infections, highlighting the 
need for controlled trials to provide stronger evidence.18,19 

Subsequently, from 2016, several trials went on to demonstrate 
doxycycline’s superiority over azithromycin for treating 
chlamydia infections. These included Dombrowski et al and 
Lau et al.’s 2021 randomised controlled trials among men who 
have sex with men with rectal chlamydia, showing doxycycline 
superiority.4 In August 2022, Peuchant et al.’s randomised,  
controlled superiority trial also demonstrated the superiority of 
doxycycline over azithromycin for the treatment of anorectal 
chlamydia infection among women.20 Following this, in 
November 2022, the Australian STI Management Guideline 
review was published.21 It is likely that these early findings 
and expert discussions were the reason for the increase in 
doxycycline prescribing occurring among practitioners with a 
special interest in sexual health well before the official change 

Fig. 2. Interrupted time-series analysis plots showing the proportion 
of tests with a doxycycline prescription recorded within 14 days before 
and 31 days after a positive chlamydia test between January 2015 to June 
2025 by ACCESS service type. (a) Sexual health clinics and general 
practices specialising in the care of gay and bisexual men, and (b) general 
practice and community heath. The vertical dotted line indicates the 
intervention date (start of Q1 2022) when guidelines were officially 
changed from either doxycycline or azithromycin as first-line treatment to 
doxycycline only. Note: each increment of time on the x-axis represents 
one quarter year, beginning at Q1 2015; e.g. time 0 = Q1 2015, time 41 = Q2 
2025. 

to Australian guidelines. 
Other studies examining chlamydia prescribing trends 

show similar results. Following the same update to the US 
Centre for Disease Control chlamydia treatment guidelines 
in July 2021, Khosropour et al. found an increase in 
doxycycline prescriptions for chlamydia infection among a 
national convenience sample of insurance claims, increasing 
from 17% in 2016–2020 to 57% in 2022.22 Of note in this 
study was that women and people aged under 25 years were 
less likely to receive doxycycline. Again in the US, among a 
paediatric primary care network in the mid-Atlantic region, 
Makeneni and Wood observed an increase in doxycycline 
treatment of chlamydia, from 6% in 2019 to 54% in 2021.23 

Table 3. Interrupted time-series analysis of quarterly proportion of positive oropharyngeal and urogenital chlamydia positive tests treated with 
doxycycline from January 2015 to June 2025, in people aged 16–80 years, by service type groups. 

Pre-intervention slope Immediate change Post-intervention slope Difference in slopes Intercept 

Proportion of doxycycline prescriptions 
among GP and CH 

0.42 (0.26–0.59) 10.7 (6.13–15.3) 3.09 (2.65–3.54) 2.67 (2.17–3.17) 4.18 (2.13–6.22) 

Proportion of doxycycline prescriptions 
among SHC and GBM GP 

1.77 (1.62–1.91) 13.3 (8.31–18.2) 1.56 (0.93–2.19) −0.21 (−0.86 to 0.44) 1.85 (−0.74 to 4.44) 

Data are β-coefficients (95% CIs) from the linear regression model. 
GP, general practice; CH, community health; GP GBM, general practice specialising in the care of gay and bisexual men; SHC, sexual health clinic. 
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This study has several strengths and limitations. A key 
strength is the use of a large national surveillance dataset 
resulting in a large sample size and multiple clinics, 
increasing its generalisability, particularly to countries with 
similar guideline changes, such as the US. Additionally, the 
use of an interrupted time-series analysis to analyse numerous 
time points of routine prescribing data enabled robust 
estimates of the impact of the national guideline change. 
Several considerations should also be made when interpreting 
our findings. First, 5.4% of people were prescribed both 
doxycycline and azithromycin within 14 days before and 
31 days after a positive chlamydia test, meaning that both 
prescriptions were counted in the analysis. A person may 
have been prescribed doxycycline, azithromycin, and/or 
another STI-related antibiotic due to having a concurrent 
STI or commencing doxycycline post-exposure prophylaxis 
(Doxy-PEP). Second, because doxycycline is used to treat 
several other conditions, there is the possibility that some 
doxycycline prescriptions counted in our analysis were not 
related to the chlamydia test in question, leading to an 
over-estimation of the number of chlamydia positive tests 
treated with doxycycline. However, it is unlikely that trends 
in prescribing for other uses has changed over the study 
period. Third, the absence of an associated script is most 
likely due to the use of paper scripts that are not captured in 
the electronic dataset, particularly in the earlier years of the 
study period. It is also possible that some clinics provided 
medications onsite (e.g. via imprest stock) without recording 
a prescription in their system. However, a major SHC included 
in the analysis confirmed that any medications given on site 
are still prescribed in their medical record system and 
therefore would have been captured in our analysis. Other 
explanations include the prescription being provided by a 
clinic outside the ACCESS network or the individual being 
lost to follow up. Fourth, as most of the excluded tests from 
non-specified anatomical sites were from SHCs and males, 
it is likely that many of these were anorectal tests and would 
have been excluded from our analysis anyway. Fifth, as 
each infection was treated as an individual episode, treatment 
failure and subsequent switching of antibiotics will not have 
been captured. Finally, as approximately three-quarters of 
tests in this study were performed at SHCs where clinicians 
may be more attuned to updates in STI treatment guidelines 
or even involved in their development, this may overestimate 
the effect of our findings. Nevertheless, our site-specific 
analysis did show that GPs and CH increased their prescribing 
of doxycycline after the guideline change. 

Surveillance data demonstrate that doxycycline prescrip-
tions have increased and azithromycin prescriptions have 
decreased as recommended in the 2022 update to Australian 
chlamydia treatment guidelines. Findings indicate that the 
guideline update reached clinicians responsible for diagnosing 
and managing chlamydia, with earlier adoption observed among 
SHC and GPs specialising in the care of gay and bisexual men. 
Findings suggest targeted, setting-specific implementation 

strategies may accelerate evidence uptake. Future guideline 
updates should consider how pre-publication dissemination of 
emerging evidence through sexual health networks could be 
leveraged to support timely changes to STI management across 
all settings. 
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