
Genital lesions are a common clinical concern in the United States but can be difficult to diagnose off history and exam 
alone. While some pathogens remain consistently prevalent, others are rare but clinically significant. This report 
provides a snapshot of pathogen positivity rates observed from our genital lesion panel from January through June 
2025, offering insight into current trends that may impact clinical decision-making for the patient with an undifferentiated 
genital lesion.
1. Chlamydia trachomatis 

(0.6% positivity rate)

HealthTrackRx had a 0.6% positivity rate for Chlamydia 
trachomatis on our genital lesion panel. Although it 
doesn’t typically present with genital ulcers, Chlamydia 
trachomatis can cause lymphogranuloma venereum, 
which can present with a small, painless, transient 
genital ulcer or papule at the site of inoculation.1 The CDC 
recommends Doxycycline 100 mg twice a day for seven 
days as the first-line treatment for Chlamydia trachomatis.1

2. Haemophilus ducreyi (chancroid) 
(0% positivity)

From January to June 2025, HealthTrackRx had only one 
positive case for Haemophilus decreyi, the causative 
agent of a chancroid. The CDC does note that while 
Haemophilus ducreyi is now rare in the United States, it 
remains an important consideration in the differential 
diagnosis of genital ulcer disease, especially in patients 
with epidemiologic risk factors or travel to endemic 
regions.2 The CDC recommends azithromycin 1g orally 
in a single dose, ceftriaxone 250 mg intramuscularly in 
a single dose, ciprofloxacin 500 mg orally twice daily for 
3 days, or erythromycin base 500 mg orally three times 
daily for seven days as first-line treatment options for 
chancroid.2  

3. Treponema pallidum (Syphilis) 
(0.8% positivity)

A re-emerging STI, primary syphilis can present as a 
painless ulcer (chancre). At HealthTrackRx, Syphilis 
had a 0.8% positivity rate via genital lesion collection. A 
painless ulcer in a sexually active patient should always 
prompt syphilis testing. Many cases are co-infected with 
HIV or other STIs.3,4 The CDC recommends benzathine 
penicillin G 2.4 million units intramuscularly in a single 
dose as the first-line treatment for primary, secondary, 
and early latent syphilis in adults.5

4. Herpes Simplex Virus Type 1 (HSV-1) 
(18.5% positivity)

HSV-1 is increasingly associated with genital infections 
due to oral-genital contact, especially among young, 
sexually active individuals. While it is often recurrent, it 
is typically less severe than Herpes Simplex Virus Type 2 
(HSV-2).6 While there is no definitive cure for HSV-1, 
suppressive treatment is available for outbreaks. The 
recommended treatment for genital HSV Type 1 and Type 2 
infections is systemic antiviral therapy with one of three 
agents: acyclovir, valacyclovir, or famciclovir.6

5. Herpes Simplex Virus Type 2 (HSV-2) 
(15.7% positivity)

HSV-2 is the classic cause of recurrent genital herpes, 
characterized by painful vesicular or ulcerative lesions.6 
From January to June 2025, HealthTrackRx had a 15.7% 
positivity rate for HSV-2 on our genital lesion panel. 
While there is no definitive cure for HSV-1, suppressive 
treatment is available for outbreaks. The recommended 
treatment for genital HSV Type 1 and Type 2 infections is 
systemic antiviral therapy with one of three agents: 
acyclovir, valacyclovir, or famciclovir.6

6. Monkeypox (Mpox) 
(0.3% positivity)

HealthTrackRx had a 0.3% positivity rate for Mpox, a 
poxvirus with known sexual transmission, particularly 
in men who have sex with men (MSM). Lesions can 
mimic HSV or syphilis, so it is an important diagnostic 
consideration with a patient presenting with an 
undifferentiated genital lesion.7 While most cases of 
Mpox are self-limited and require only supportive care, 
tecovirimat is the preferred antiviral for patients with 
severe disease, those at risk for severe disease (such as 
immunocompromised individuals, children, pregnant or 
breastfeeding women), or with lesions in anatomically 
sensitive sites (e.g., eyes, genitals, oropharynx).8

7. Varicella Zoster Virus (Human herpesvirus-3) 
(2.2% positivity)

While Varicella Zoster typically causes shingles, it can 
affect the genital area in dermatomal distribution, 
especially in immunocompromised patients. Varicella 
Zoster involving genital dermatomes accounts for 
approximately 2–3% of viral genital lesions, and is often 
underrecognized or misdiagnosed as an HSV infection.9 
The preferred regimens are valacyclovir 1,000 mg orally 
three times daily for 7–10 days, famciclovir 500 mg 
orally three times daily for 7–10 days, or acyclovir 800 mg 
orally five times daily for 7–10 days.10
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