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An emerging alternative to
traditional partner manage-
ment for sexually transmitted
diseases (STDs) is expedited
partner therapy (EPT), which in-
volves the delivery of medica-
tions or prescriptions to STD
patients for their partners with-
out the clinical assessment of
the partners. The Centers for
Disease Control and Prevention
recently recommended EPT na-
tionally in limited circum-
stances; however, its imple-
mentation may raise legal
concerns. We analyzed laws rel-
evant to the distribution of
medications to persons with
whom clinicians have not per-
sonally treated or established a
relationship. We determined
that three fourths of states or
territories either expressly per-
mit EPT or do not expressly
prohibit the practice. We rec-
ommend (1) expressly endors-
ing EPT through laws, (2) cre-
ating exceptions to existing
prescription requirements, (3)
increasing professional board
or association support for EPT,
and (4) supporting third-party
payments for partners’ med-
ications. (Am J Public Health.
2008;98:XXX–XXX. doi:10.2105/
AJPH.2007.113381)

DESPITE MAJOR ADVANCES
and achievements in the detec-
tion, treatment, and prevention
of sexually transmitted diseases
(STDs) in the United States,

infections such as chlamydial and
gonorrhea remain significant
public health challenges. The US
Centers for Disease Control and
Prevention (CDC) estimates (on
the basis of data from 2000) that
over 700000 new cases of gon-
orrhea and 2.8 million new cases
of chlamydial occur each year.1–3

To prevent reinfection and curtail
further transmission, the CDC
recommends that clinical man-
agement of patients with STDs
should include treatment of the
patients’ current sexual partners.4

Ensuring treatment of sexual
partners has been a central com-
ponent of STD prevention and
control for decades.5,6 Initially
developed to help control syphi-
lis, partner management became
widely recommended for gonor-
rhea, chlamydial infection, and
HIV infection.7,8 However, with
the exception of syphilis and
sometimes HIV, partner manage-
ment based on provider referral
is rarely ensured for STDs, and
patient referrals have only mod-
est success in achieving partner
treatment.9

An alternative public health ap-
proach is expedited partner ther-
apy (EPT).3,10 EPT refers to the
delivery of medications or pre-
scriptions by persons infected with
an STD to their sexual partners
without prior clinical assessment
of those partners. Clinicians (e.g.,
physicians, nurse practitioners,

physician assistants, pharmacists,
public health workers) provide pa-
tients with sufficient medication,
directly or with prescription, for
them and their partners and en-
courage patients to have their
partners seek clinical assessment.
After evaluating multiple studies
involving EPT, the CDC con-
cluded that EPT is a “useful op-
tion” to promote partner treat-
ment, particularly for male
partners of women with chla-
mydial infection or gonorrhea.10 In
August 2006, the CDC recom-
mended EPT as an option for cer-
tain populations with specific
conditions.4

Despite its endorsement, the
CDC recognized numerous clini-
cal factors or barriers to the
practice of EPT, including
(1) the potential for missed mor-
bidity in partners who are
treated without clinical evalua-
tion, (2) concerns about adverse
reaction to antibiotics,11,12 and
(3) the need for coordinated, sys-
tematic efforts by public health
authorities, private sector clini-
cians and agencies, pharmacies,
health insurers, and community-
based organizations. In addition,
implementation of EPT may
raise legal questions and con-
cerns in some settings. Central to
these concerns is the perceived
unauthorized distribution of pre-
scriptions or medications to part-
ners with whom clinicians have

not personally evaluated or es-
tablished a physician–patient re-
lationship. In 2005, Golden et
al. surveyed state boards of med-
icine and pharmacy and found
that most boards (88%) per-
ceived EPT as illegal or of “un-
certain” legality, in part because
the legal issues have “simply
never been addressed.”13

Beginning in September 2005,
to assist state and local STD pro-
grams with EPT implementation
efforts, we assessed the legal
framework concerning EPT.
Here, we discuss the legal issues
underlying the practice of EPT,
explain our methodology for the
systematic examination of laws
relevant to EPT, discuss major
findings on the legality of EPT
consistent with our examination,
and provide legal and policy op-
tions for facilitating the imple-
mentation of EPT.

BACKGROUND

To implement EPT, potential
legal barriers and concerns must
be addressed. Providing access to
prescription medications to per-
sons whom a clinician has not
examined or established a profes-
sional relationship may be viewed
as illegal and unethical. Health
care providers do not usually pro-
vide prescription medications to
nonpatients. This basic tenet of
health care services helps ensure
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that individuals do not gain ac-
cess to medications they do not
need or that could be dangerous
to them. It is reflected in modern
regulations limiting the distribu-
tion of medications over the In-
ternet or through other electronic
communications.14,15

There are, however, excep-
tions to the general rule. Physi-
cians routinely provide prescrip-
tion medications to children or
elderly patients through parents
or caregivers.16,17 Spouses or life
partners may be given medica-
tions for existing patients. Med-
ications for people with mental
disabilities may be distributed
through court-appointed
guardians. Each year, public
health practitioners provide flu
vaccines without significant clini-
cal evaluation to individuals who
request it.18 In response to out-
breaks of meningococcal menin-
gitis in hospitals, hospital staff
and their family members are
provided antibiotics without ad-
vance clinical diagnosis. When
the Food and Drug Administra-
tion approved the over-the-
counter sale of the “morning
after” contraceptive pill (Plan B)
in 2006, it noted that the drug
could be purchased by females
or their male partners.19 Al-
though each of these examples
differs from EPT, they share a
common purpose: ensuring that
safe and effective medications
are made available to people
who need them, even without
direct medical evaluation of the
recipients. This is the same objec-
tive of EPT.

Still, health care practitioners
may be concerned that they will
be subject to sanctions (e.g., cen-

sure, fines, suspension, or license
revocation) by state licensing
boards or civil claims for mal-
practice for providing prescrip-
tions to nonpatients. An array of
licensing laws and provisions for
different types of practitioners
can lead to confusion as to their
specific ability to practice EPT.
State public health laws regulat-
ing STDs may condition treat-
ment upon a clinical evaluation
and diagnosis of an STD.20

These provisions bolster argu-
ments that EPT violates accept-
able clinical standards of care, at
least until its practice is recog-
nized as consistent with commu-
nity standards of care. Clinicians’
fears of malpractice or other lia-
bility are real,21 even if there is
minimal potential for a sexual
partner to suffer serious side ef-
fects by taking antibiotics without
prior examination.

Laws concerning the distribu-
tion of prescription medicines
such as antibiotics may not bar
EPT, but they can affect whether
or how EPT is practiced. Phar-
macists may be subject to sepa-
rate disciplinary action if they
dispense a prescription they have
reason to know was given out-
side of a physician–patient rela-
tionship or without prior evalua-
tion.22–24 Other practitioners
may be prevented from dispens-
ing (as contrasted with prescrib-
ing) drugs to a person who is not
the practitioner’s patient.25,26

These provisions may forestall a
practitioner from giving an “extra
dose” of a medication directly to
the patient for his or her partner.
Some laws may require informa-
tion (e.g., name, address) identify-
ing the intended recipient on

prescription orders or labels,27

which could be problematic if
the patient does not want to dis-
close a partner’s identity.

METHODS

Against this backdrop of legal
concerns, we assessed the legal
status of EPT across the 50
states and other jurisdictions
(District of Columbia, Puerto
Rico). Our primary research ob-
jective was to identify legal provi-
sions that affect a clinician’s abil-
ity to provide treatment for an
STD patient’s sexual partner
without prior evaluation of that
partner. We examined 3 broad
areas of legal relevance: (1) med-
ical licensing and liability,
(2) public health and safety, and
(3) pharmaceutical practices, spe-
cifically laws concerning “legend”
(i.e., prescription) drugs (exclud-
ing controlled substances).28

We first searched for laws that
addressed all or part of the pri-
mary research objective and
then interpreted the laws using
accepted legal methods of statu-
tory interpretation and weighing
of authority to assess the legality
of EPT in each jurisdiction.29 In
each of the 3 major areas, we re-
searched a spectrum of statutes,
bills, administrative regulations
and opinions, and judicial cases
found through legal research en-
gines (e.g., Westlaw, LexisNexis)
and publicly available legal Web
sites (e.g., those of the US Library
of Congress, state legislatures,
state attorney general’s offices,
state judiciaries, and state health
departments). Relevant search
terms included physicians, nurses,
pharmacists, and physician’s

assistants (and other health care
providers); public health; prescrip-
tions; STDs; communicable dis-
eases; authorization; treatment;
physician–patient relationship;
unauthorized practice; misconduct;
and malpractice. Within each ju-
risdiction, these searches yielded
numerous legal references, which
we further culled to locate rele-
vant laws related to the primary
research objective. Secondary
resources (e.g., reports, articles,
media accounts) and informal
discussions with select federal,
state, and local lawmakers and
policymakers, public health offi-
cials, and academics provided
some information, which was
confirmed through original legal
research.

Legal information was orga-
nized by jurisdiction in a compre-
hensive table and a map that
present summaries and citations
of relevant laws and rulings con-
cerning EPT.29 These include
(1) existing statutes or regulations
that specifically address the abil-
ity of authorized health care pro-
viders to provide a patient’s part-
ner with a prescription for certain
STDs without prior physician
evaluation of that partner;
(2) specific judicial decisions
disciplining physicians for pre-
scription practices that could im-
plicate EPT; (3) administrative
opinions by state attorneys gen-
eral, actions by medical discipli-
nary boards, advisory decisions
or resolutions of medical or phar-
macy boards, or general policy
guidelines that address EPT or
the practice of prescribing with-
out prior patient evaluation;
(4) legislative bills or prospective
regulations to authorize EPT
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FIGURE 1—National assessment of the legal status of expedited partner therapy.

that, although they have not
been passed into law, provide in-
sight into the potential legality of
EPT; (5) laws that incorporate or
adopt national guidelines that
may endorse or support EPT
(e.g., the CDC’s treatment guide-
lines for STDs,4 the American
Public Health Association’s Con-
trol of Communicable Diseases
Manual 30); and (6) prescription
drug laws.

RESULTS

After creating a snapshot of
each jurisdiction’s germane legal
provisions, we sought to deter-
mine the legality of EPT in each
jurisdiction. Where statutory
laws (or other primary laws)
clearly permitted or prohibited
EPT, determining legality was
relatively straightforward. For the
remainder, we employed sound
principles to interpret ambigu-
ous laws on the basis of their

primacy (e.g., statutes take prece-
dence over contrary policies), rel-
evance (e.g., prescription drug
laws concerning controlled sub-
stances were not referenced), and
purpose (e.g., advisory opinions
concerning distribution of drugs
to third parties in non-EPT set-
tings). We proffer the following
conclusions (Figure 1), which are
based on legal interpretation and
subject to differing views.

Expedited Partner Therapy Is
Legally Permissible

EPT is legally permissible in
12 jurisdictions because the laws
or governing authorities ex-
pressly allow the practice of EPT.
California statutory law, for ex-
ample, clearly authorizes EPT. A
physician in California may “pro-
vide prescription antibiotic drugs
to [a] patient’s sexual partner[s]
. . . without examination of that
patient’s partner[s]” for treating
chlamydia, gonorrhea, or other

STDs.31 Tennessee’s board of
medical examiners promulgated
administrative rules allowing
EPT for the “effective and safe
treatment to partners of patients
infected with [chlamydial infec-
tion] who for various reasons
may not otherwise receive
appropriate treatment.”32 Subse-
quent to the CDC’s national rec-
ommendation, New Mexico
amended its administrative code
to permit EPT in accordance
with the guidelines and protocols
established by the state’s depart-
ment of health. In Colorado, the
board of medical examiners rec-
ommended EPT in response to
the compelling need for partners
to receive treatment.33 Nevada’s
regulations adopt the CDC’s lat-
est STD treatment guidelines,
which include EPT.34 Lacking
any contrary statutory or regula-
tory provisions, we deemed that
EPT was permissible in these ju-
risdictions. In Washington State,

the state pharmacy board noted
the distinction in state law be-
tween prescribing medications
and delivering them; although
only licensed health practitioners
may prescribe drugs, STD pa-
tients or nonlicensed public
health workers may deliver
them, thus facilitating EPT.

Expedited Partner Therapy Is
Probably Legally Prohibited

Our interpretation of the laws
has led us to conclude that in 13
jurisdictions, the practice of EPT
by clinicians or others is proba-
bly precluded. In Arkansas,

[a] physician exhibits gross neg-
ligence if he provides . . . any
form of treatment, including
prescribing legend drugs, with-
out first establishing a proper
physician/patient relationship.35

Louisiana state law requires that
a prescription may only be issued
pursuant to a valid physician–
patient relationship and physical
examination.36 Oklahoma simi-
larly prohibits a physician from
prescribing a drug “without suffi-
cient [medical] examination and
the establishment of a valid physi-
cian-patient relationship.”37 In each
of these examples, a physician–
patient relationship or physical
examination is a statutory pre-
cursor to distribution of prescrip-
tion medications. Absent alterna-
tive legal authority for EPT, its
practice is effectively prohibited.

Expedited Partner Therapy Is
Legally Potentially Allowable

EPT is legally potentially al-
lowable in 28 jurisdictions, be-
cause the laws within these juris-
dictions may allow EPT, subject
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to specific interpretations of in-
consistent or ambiguous provi-
sions, policy statements support-
ing EPT, or regulations adopting
current STD treatment guidelines
that support EPT. Because the
permissibility or prohibition of
EPT in these jurisdictions was
unclear, we looked to authorities
that indicated support for EPT or
a path to its legality.38 For exam-
ple, statutes in several jurisdic-
tions (Indiana, Maine, Montana,
Nebraska, North Carolina, South
Carolina, Wisconsin) adopted the
CDC’s STD treatment guide-
lines,4 which may effectively en-
dorse EPT unless trumped by a
contrary statutory provision.
State public health authorities in
Minnesota and Utah may allow
specific or “standing order” pro-
tocols for treating nonpatients for
certain conditions such as STDs,
which may facilitate the practice
of EPT.39,40

DISCUSSION

Our assessment suggests that
over 75% of the 53 jurisdictions
we studied feature laws that ei-
ther explicitly permit or poten-
tially allow EPT, a finding that
runs counter to those of Golden
et al.13 in 2005. Through their
survey of representatives of state
boards of medicine and phar-
macy, they concluded that most
boards (88%) perceived EPT as
illegal or of “uncertain legality.”
There are at least 3 principal rea-
sons for these conflicting find-
ings: (1) Golden et al.’s study was
limited to a cohort of medical
and pharmaceutical board mem-
bers; (2) most (if not all) of the
participants in the study by

Golden et al. were not legally
trained, were lacking in specific
knowledge of legal issues, or
were not required to seek legal
information within their jurisdic-
tions to facilitate their responses;
and (3) as Golden et al. acknowl-
edge, there was simply no prior,
significant legal research on the
lawfulness of EPT to providing
guidance to their participants.13

In essence, their respondents’
views seemed to be based more
on perceived illegalities, not ac-
tual ones.

Although our analysis suggests
a favorable outlook for EPT, the
existing legal landscape concern-
ing EPT is ambiguous in a num-
ber of states. In most jurisdic-
tions, there is an absence of
specific law to authorize, en-
dorse, or support EPT. In some
jurisdictions, laws seem to con-
tradict one another. Public health
authorities, health care profes-
sionals, and policymakers in
these jurisdictions must weigh
existing law and policy options
and be prepared to seek legal re-
forms where necessary. Changes
in legally binding authorities
(e.g., statutes, regulations) and
the influence of nonbinding legal
sources (e.g., medical and phar-
macy board policies, attorney
general opinions, insurer policies)
may alter the legal environment.
Accordingly, we propose a series
of recommendations to facilitate
the practice of EPT to protect the
interests of clinicians, patients,
and their sexual partners.

Laws Expressly Endorsing
Expedited Partner Therapy

Laws that expressly endorse
EPT should be enacted. Statu-

tory or other laws that explicitly
allow EPT empower physicians
and others to practice without
fear of sanction, liability, or other
harms. Effective legislation or
regulation can also help imple-
mentation of EPT by broadening
the range of diseases that apply
to EPT, identifying health care
practitioners who may prescribe
medications, and expressly au-
thorizing its use amid potential
contradictory laws or policies.
To date, only 4 states (California,
Maryland, Minnesota, and Ten-
nessee) have enacted laws that
expressly endorse or support
EPT. Legislative activity, how-
ever, is ongoing. In May 2006, a
bill was introduced in New York
that would have authorized
health care practitioners to use
EPT for chlamydial infection,
but it passed only 1 house before
the legislative session ended.41

Additional bills have been intro-
duced in Wisconsin42 and Massa-
chusetts,43 but they failed to
pass. Specific statutory enact-
ments may be required to prac-
tice EPT in states such as Ari-
zona44 and Louisiana45 where
current statutory language pre-
cludes EPT.

Exceptions to Existing
Prescription Requirements

Exceptions to existing prescrip-
tion requirements should be cre-
ated. Prescription requirements
can challenge the implementa-
tion of EPT by requiring patient
identifying information on pre-
scription labels, or by prohibiting
the dispensing of drugs to indi-
viduals whom the physician has
not examined. Thirty-eight juris-
dictions require that prescription

labels contain identifying infor-
mation (e.g., name, address),
which may require that the per-
son for whom the medication is
intended be identified on the
label prior to dispensation. Al-
though not consistently problem-
atic, this requirement may im-
pede EPT because a patient may
not know or may be reluctant to
share the required information
for his or her partner. Regulatory
exceptions to prescription label
requirements may facilitate EPT
by allowing clinicians to provide
“blank” prescriptions or an “extra
dose” for the patient to deliver
to the partner.

Thirteen jurisdictions do not
allow pharmacists to dispense
medications to individuals who
have not undergone a physical ex-
amination, have failed to establish
a physician–patient relationship,
or are not the ultimate user of a
prescription. These laws may limit
the ability of patients or partners
to fill prescriptions written for the
partner, if the pharmacist is aware
that the partner has not been ex-
amined or is not a patient of the
prescribing clinician. Although
helping to protect the public,
these prescription requirements
should be slightly amended to re-
flect the greater public health
benefits stemming from EPT.

Professional Endorsements
Endorsements from profes-

sional boards and associations
should be sought. Most jurisdic-
tions’ laws do not stipulate that
issuing a prescription without
prior medical evaluation or out-
side the physician–patient rela-
tionship is a per se instance of
physician misconduct, deferring
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instead to the discretion of med-
ical, nursing, or pharmaceutical
licensing authorities or boards at
local, state, or national levels.
Some state medical boards ex-
pressly endorse EPT. On a na-
tional level, the American Med-
ical Association has recently
endorsed the practice of EPT as
applied to chlamydial infection
and gonorrhea.46,47 Additional
opinions of professional boards
or associations consistent with
that of the American Medical As-
sociation could help resolve legal
uncertainties concerning its prac-
tice in states whose laws are
silent about EPT, such as Geor-
gia29 and Oregon,29 or states
with inconsistent authorities re-
garding EPT, such as North Car-
olina14,48 or Missouri.49

Insurance Reimbursements
for Patients and Partners

Insurance reimbursements for
STD treatments for patients and
partners should be supported.
Economic factors have the poten-
tial to affect the practice of EPT
as well. For example, who pays
for the extra dose of antibiotics
distributed to the patient for the
partner? Should a patient’s
health insurance provider cover
the costs of 2 doses, even though
the partner (who may or may not
be insured by the same provider)
is the recipient of the extra dose?
Denying payment for these med-
ications is antithetical to health
promotion because treating the
partner of a patient with an STD
can be directly tied to improving
the health of the patient. Al-
though costs for antibiotics to
treat STDs are low (prices vary,
depending on the form of

medication11,12), health insurance
providers may still seek to deny
payment to the patient for the
partner’s “half.” California’s
Medi-Cal program (which admin-
isters Medicaid benefits) does not
allow a patient’s account to pay
for a partner’s treatment through
EPT, even though EPT is explic-
itly authorized by state law. Al-
though this economic issue does
not arise when a partner receives
a separate prescription in his or
her name, prescription drug laws
(as noted in “Background”) may
curtail this practice. Laws should
permit health insurers’ payment
of the patient’s minimal expenses
(i.e., the extra cost of the part-
ner’s drugs) in delivering medica-
tions to partners through EPT,
but not any additional health
care needs of the partner.

CONCLUSIONS

Significant morbidity from
STDs in the United States, cou-
pled with diminished resources
for traditional partner manage-
ment practices, requires new
public health strategies. By com-
bining patient-based partner noti-
fication with clinical treatment
through standard prescription an-
tibiotics, EPT offers a promising
new tool to improve treatment
for some STDs, but its practice
may be limited by perceived
legal impediments. Our research,
however, suggests that laws in
most jurisdictions either ex-
pressly permit EPT or do not
categorically prohibit it. Interpre-
tation of existing laws or addi-
tional changes to laws may facili-
tate the implementation of EPT
in many jurisdictions by resolving

contradictory licensing, public
health, or prescription laws. In
turn, EPT may increasingly be-
come an option for treating
partners of STD patients and
preventing transmission or rein-
fection from some STDs.
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