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PREFACE

In March 2003, the Community Acquired Infections Division, Public Health Agency
of Canada (PHAC) (then part of Health Canada), brought together an Expert
Working Group (EWG) on sexually transmitted infections (STIs) from across
Canada to begin planning the revision of the 1998 Canadian STD Guidelines. STI
experts from the fields of medicine, nursing, laboratory, public health and research
voluntarily participated as authors, reviewers and EWG members in an effort to
develop updated, evidence-based recommendations for the prevention, diagnosis,
treatment and management of STIs in Canada. The content of the Canadian
Guidelines on Sexually Transmitted Infections 2006 Edition reflects emerging issues
and highlights changes in the STl literature since the release of the 1998 guidelines.

These guidelines were created as a resource for clinical and public health
professionals — especially nurses and physicians — for the prevention and
management of STIs across a diverse patient population, including neonates,
children, adolescents and adults.

While this document addresses key issues related to the prevention, diagnosis,
treatment and management of the most common STls, it is beyond the scope of
these guidelines to provide comprehensive recommendations for the treatment
and management of HIV and viral hepatitis C. When confronted with these
infections, either as a primary infection or a co-infection, we suggest that you
refer to alternate resources (see below for suggestions), including colleagues
experienced in the area.

e Strader DB, Wright T, Thomas DL, Seeff LB. AASLD practice guideline: diagnosis,
management, and treatment of hepatitis C. Hepatology 2004;39:1147-1171.

e U.S. Department of Health and Human Services, Panel on Clinical Practices
for Treatment of HIV Infection. Guidelines for the Use of Antiretroviral Agents
in HIV-1-infected Adults and Adolescents. Available at: AIDSinfo.nih.gov/
ContentFiles/AdultandAdolescentGL.pdf. Accessed February 6, 2006.

The EWG and PHAC acknowledge that the advice and recommendations set out

in this statement are based upon the best current available scientific knowledge
and medical practices, and they are disseminating this document to clinical and
public health professionals for information purposes. Persons administering or
using drugs, vaccines or other products should also be aware of the contents of
the individual product monograph(s) for those products, or other similarly approved
standards or instructions for use provided by the licensed manufacturer(s).
Recommendations for use and other information set out in these guidelines

may differ from that set out in product monograph(s) or other similarly approved
standards or instructions for use. Manufacturers have sought approval and



provided evidence as to the safety and efficacy of their products only when used
in accordance with the product monograph(s) or other similarly approved
standards or instructions for use.

Practitioners should report adverse drug reactions to the Canadian Adverse Drug
Reaction Monitoring Program (CADRMP). For specifications and standards of
reporting, consult Health Canada’s CADRMP guidelines.

While these guidelines have been based on current evidence and clinical practice,
the prevention, diagnosis, treatment and management of STIs is an evolving field.
The EWG and PHAC, in producing these recommendations, will regularly update
this information. Readers are encouraged to consult the STIs page of the PHAC
website for the latest chapter update(s).

iv Preface
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INTRODUCTION

The Process Underlying the Creation of the Canadian Guidelines on
Sexually Transmitted Infections, 2006 Edition

The process used to create the Canadian Guidelines on Sexually Transmitted
Infections 2006 Edition was developed by the 14-member expert working group
(EWG) (chaired by Dr. Tom Wong from the Public Health Agency of Canada [PHAC])
and by the Sexual Health and Sexually Transmitted Infections (STI) Section, PHAC.
Chapters were written by STI experts from across Canada on a voluntary basis.

To facilitate the evidence-based revision, PHAC conducted literature reviews on all
chapters and provided additional literature assistance as requested by the authors
during chapter writing. Each of the 27 chapters underwent a minimum of four rounds
of blinded expert review, three within the EWG and one with at least two external
reviewers. Final approval of each chapter by the EWG was required before the
chapter was considered complete. In order to ensure the integrity and impartiality
of the process and the recommendations in the final document, all EWG members
and chapter authors have signed a conflict of interest and disclosure form.

This edition has been enhanced to include references throughout each chapter, as
well as level of recommendation and quality of evidence indicators for the treatment
recommendations. The indicators used reflect a combination of the methodologies
from the U.S. Preventive Services Task Force and the Canadian Task Force on
Preventive Health Care and have been modified and simplified for use in these
guidelines as outlined in Tables 1 and 2.
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Table 1. Levels of recommendation
(Modified from Harris RP, et al )

Recommendation: A Strongly recommends that clinicians routinely provide the
treatment to eligible patients. Good evidence that the treatment
improves important health outcomes and concludes that benefits
substantially outweigh harms.
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Recommendation: B Recommends that clinicians routinely provide the treatment to
eligible patients. At least fair evidence that the treatment improves
important health outcomes and concludes that benefits outweigh
harms.

Recommendation: C No recommendation for or against routine provision of the
treatment. At least fair evidence that the treatment can improve
health outcomes but concludes that the balance of the benefits and
harms is too close to justify a general recommendation.

Recommendation: D Recommends against routinely providing the treatment to
asymptomatic patients. At least fair evidence that the treatment is
ineffective or that harms outweigh benefits.

Recommendation: | Evidence is insufficient to recommend for or against routinely
providing the treatment. Evidence that the treatment is effective
is lacking, of poor quality or conflicting, and the balance of
benefits and harms cannot be determined.

Table 2. Quality of evidence
(Modified from Harris RP, et al* and Gross PA, et al?)

Evidence from at least one properly randomized, controlled trial.

Evidence from at least one well-designed clinical trial without randomization,
from cohort or case-control analytic studies (preferably from more than

one centre), from multiple time-series studies or from dramatic results in
uncontrolled experiments.

Evidence from opinions of respected authorities based on clinical experience,
descriptive studies or reports of expert committees.

Introduction




NEW TERMINOLOGY AND CHAPTERS

The Canadian Guidelines on Sexually Transmitted Infections 2006 Edition reflects
the change in terminology from sexually transmitted disease (STD) to STI, which
has been adopted to encompass both symptomatic and asymptomatic patient
presentation. This shift helps legitimize the need for thorough patient assessment
and screening of those with identified risk, regardless of symptomatology.

Each chapter belongs to one of five sections: Primary Care and Sexually
Transmitted Infections, Laboratory Diagnosis of Sexually Transmitted Infections,
Management and Treatment of Specific Syndromes, Management and Treatment
of Specific Infections and Specific Populations.

The Primary Prevention of STD and Clinical Approach to the Diagnosis and
Management of STD chapters from the 1998 guidelines have been combined into
one chapter for the current revision, titled Primary Care and Sexually Transmitted
Infections. Chapters from the 1998 guidelines that have been incorporated into
other sections of the current revision include Cervicitis, Persons with Repeated STD
and Youth and Street Youth.

New chapters have been added to the Management and Treatment of Specific
Infections section (Chancroid, Lymphogranuloma Venereum) and to the Specific
Populations section (Immigrants and Refugees, Inmates and Offenders, Sex
Workers, Men Who Have Sex with Men/Women Who Have Sex with Women

and Substance Use) of this edition.

NEED TO STRENGTHEN PREVENTION

In Canada, there are three nationally reportable STls: chlamydia, gonorrhea and

infectious syphilis. Since 1997, there has been a steady increase in the rates of

all three infections. This phenomenon is not unique to Canada; other countries,

including the U.S. and the U.K., have reported similar trends.®* Targeted enhanced

surveillance and research are required to determine the factors that may be playing

arole in these trends. Some of the possible factors may include the following:

< Nucleic acid amplification tests (NAATSs) have been introduced.

e Some people may have developed safer-sex burnout.

e There have been innovations in HIV therapy (e.g., highly active antiretroviral
therapy), leading to related treatment optimism.

e Youth awareness of risks and knowledge of risk reduction behaviours remain
less than optimal.®

e Sex is occurring at an early age, with a high rate of serially monogamous
relationships.

e Sex is continuing later in life.
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e The transmission risks of STIs associated with sexual activity (vaginal, anal and
oral) are not well understood by the public.

e “Party drugs,” such as ecstasy and crystal meth, are being increasingly linked to
unsafe sexual behaviours.®

e Anonymous partnering venues, such as the Internet, are expanding.

By being aware of trends in STIs, risk factors and affected populations, primary
care providers and public health practitioners can be strategically placed to apply
relevant and complementary individual and community-based education and
patient services.

The prevention and control of STIs cannot be approached with a narrow focus.

The appropriate medical management of identified cases of STls is but one piece
of the puzzle. Both primary and secondary prevention activities are paramount

to reducing the incidence (newly acquired infections) and prevalence (number of
cases) of STIs. Primary prevention aims to prevent exposure by identifying at-risk
individuals and performing thorough assessments, patient-centred counselling and
education.” Secondary prevention involves reducing the prevalence of STIs through
the detection of infections in at-risk populations, counselling, conducting partner
notification and treating infected individuals and contacts in a timely manner, thus
preventing and/or limiting further spread.’

Both the burden of disease and potential complications associated with STIs

are relevant and significant considerations for health professionals and decision
makers. The presence of an acute infection can increase the risk of co-infection:
for example, an ulcer from an infection such as syphilis can significantly increase
the risk of acquiring and transmitting an HIV infection. The sequelae for women
from untreated infections such as chlamydia and gonorrhea can include pelvic
inflammatory disease, chronic pelvic pain, ectopic pregnancy and infertility.

In recent years, there has also been increasing evidence to support the role

of persistent human papillomavirus (HPV) infections in cervical dysplasia and
carcinoma.

As we strive to attend to the physiological needs of patients, we must also be
prepared to attend to their psychological needs as well. Chronic viral STIs can
have long-standing negative impacts on a patient’s psychosocial well-being. The
many potential impacts and sequelae of STIs highlight the need for strengthened
prevention efforts.



FUTURE DEVELOPMENTS

As within many areas in the health sector, innovation and development are part of
the growing body of knowledge and tools used in the prevention, treatment and
management of disease and infection. We recommend consulting a variety of
mechanisms/sources to maintain and enhance your clinical practice.

Two future developments with significant potential for impact on the field of STIs are
the upcoming HPV and HSV vaccines. The latest data on these two developments
are outlined below. As these are evolving areas of inquiry, please consult the STI
section of the PHAC website for the latest available information.

HPV vaccine

Preliminary data on virus-like particle vaccines for HPV prevention demonstrate
positive results in terms of both safety and short-term efficacy. As of 2005, two
candidate vaccines are well into phase 3 trials. Both candidate vaccines include
protection against HPV-16 and HPV-18, which cause 70% of cervical cancers.®
One of the candidate products also includes protection against HPV-6 and HPV-11
antigens, which cause 90% of external genital warts.® Therapeutic vaccines have
also been studied, but the initial results have not been favourable.

HSV vaccine

Preliminary data about a viral glycoprotein-based vaccine against HSV type 2 has
shown good results in terms of safety. It provides short-term protection for HSV
type 1-negative women but no protection has been found in men.*° Therapeutic
vaccines have also been studied, but results to date have demonstrated a lack of
effect compared to placebo.
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PRIMARY CARE AND SEXUALLY
TRANSMITTED INFECTIONS

PREVENTION, DIAGNOSIS AND CLINICAL
MANAGEMENT OF SEXUALLY TRANSMITTED
INFECTIONS IN THE PRIMARY CARE SETTING

It is important for practitioners to recognize that sexually transmitted infection (STI)

risks will vary from person to person and should be viewed as dynamic across the

lifespan.

< Only through proper assessment can a patient’s risk for STIs be identified.

* Assumptions and inferences about patient STI risk may prove inaccurate.

< Sexually inactive individuals can be made aware of STI risks in the course of
routine care.

Primary care providers can incorporate STI primary and secondary prevention in

the course of routine patient care by doing the following:

e Assessing and discussing STI risk.

< Informing patients about signs and symptoms of STls (and lack thereof).

e Helping patients recognize and minimize STI risk.

» Offering patient-centred counselling.

e Offering hepatitis A virus (HAV) and hepatitis B virus (HBV) immunization
when indicated.

e Offering STI screening and testing.

- Appropriately treating, following up and counselling infected patients and their
partners.
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This chapter provides an overview of best practices for the prevention and clinical
management of STIs in primary care settings. It includes recommendations for the
assessment, counselling, screening, diagnosis and management of STls, including
partner notification and public health reporting.
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Effective prevention and management of STIs requires the following elements on
the part of the health care practitioner:

Assessing the reason for a consultation.

Knowing about STI risk factors and epidemiology.

Performing a brief patient history and STI risk assessment.
Providing patient-centred education and counselling.

Performing a physical examination.

Selecting appropriate screening/testing.

Diagnosing by syndrome or by organism and post-test counselling.
Treating.

Reporting to public health and partner notification.

10. Managing co-morbidity and associated risks.

11. Following up.

© oo NGO~ LDNRE

Each of these elements is outlined in more detail below.

1. Assessing the Reason for a Consultation

Patients may seek medical attention for issues unrelated to sexual health, but

they may be at risk for STIs and benefit from interventions to address identified

risk factors. For example, consultation for contraception often has implications for
STI prevention counselling and STI screening; management of contraception and
management of STl risk are closely related. When patients present for contraceptive
advice, it can be an ideal time to assess and discuss STI risk. The type of STl risk a
patient may encounter also has implications for appropriate contraceptive choice.

Figure 1. STl risk assessment in primary care settings

Sexual health-related visit Non-sexual health-related visit

I —I
Presence of signs/symptoms  No symptoms but concerns

|

Brief risk assessment
(See basic questions in section 3, below)

I 1 Minimal prevention counselling

Risk identified No risk identified —  Maintenance of safer practices
l Discussion of future risk avoidance

Focused primary and secondary prevention counselling
Syndromic management
Testing/screening
Treatment and partner follow-up

Focused risk assessment
— (See sample questionnaire —»
in section 3, below)




In some cases, patients may consult to inquire about signs or symptoms related to
a possible STI, to request STl testing or to discuss prevention issues. ldentifying a
person who has STI concerns, who is at risk for an STl or who has an STI provides an
opportunity for discussing barriers to risk reduction and means to overcome them.

2. Knowing about STI Risk Factors and Epidemiology

Identifying the index of suspicion of STl infection in a patient requires the health
care practitioner to understand the epidemiologic trends of STls, as well as the risk
factors associated with STI transmission and infection.

Summarized in Table 1 are the key epidemiologic trends for bacterial and viral STIs
in Canada, as well as patient risk factors for STls.

Table 1. Epidemiology of STIs in Canada

0
=2
=
=2
2
Chlamydia - Most commonly diagnosed - Steadily - Young women aged m
and reported bacterial STI increasing in 15-24 z
- Cases reported in Canada Canada since - Young men aged 8
in 2002: 56,241 1997 20-29 g
- Cases reported in
Canada in 2004: 63,000
(preliminary data)*
Gonorrhea - Second most commonly - From 1997-2004 - Males account for
diagnosed and reported (preliminary approximately /3
bacterial STI data),* rate has of reported cases
- Cases reported in Canada increased by - Increase in MSM
in 2002: 7,367 approximately - Young men aged
- Cases reported in 94% 20-29
Canada in 2004: 9,200 - Quinolone - Young women aged
(preliminary data)* resistance has 15-24
increased from
<1% in the early
1990s t0 6.2%
in 2004 (national
rate)’
Infectious - Previously rare in Canada - Dramatic national = MSM (HIVpositive and
syphilis - Cases reported in Canada increases noted negative) aged 30—-39

in 2002: 463

- Cases reported in
Canada in 2004:
1,112 (preliminary data)*

since 1997
related to regional
outbreaks across
Canada

- Sex workers and their

clients
- Acquisition in
endemic regions
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Table 1. Epidemiology of STIs in Canada (continued)

Chancroid

Granuloma
inguinale

Lympho-

granuloma
venereum

Human
papillomavirus

Genital herpes
(HSV-1 and -2)

HIV

- Exceedingly rare in
Canada

- Exceedingly rare in
Canada

- Previously rare in Canada

- Very common: 70% of the
adult population will have
had at least one genital
HPV infection over their
lifetime

- Common

- Rare in general practice
- 2,529 cases reported in
Canada in 2004

- Stable - Acquisition in
endemic regions

- Stable - Acquisition in
endemic regions

= Unknown - MSM

- Recent - Acquisition in

outbreaks in
Canada have
resulted in the
development and
implementation
of an enhanced
surveillance
system

endemic regions

True incidence - Adolescents and

not known, young adult women
as HPV is not and men (but affects
a reportable women and men of
disease all ages)

True incidence

- Very common in both

not known, adolescents and adult
as HSV is not men and women
a reportable - Women are more
disease affected than men

- Seroprevalence

studies indicate
rates of at least

20%

- 20% rise in - MSM
number of - Acquisition in
HIV positive endemic regions
test reports - Injection drug users
in Canada - Young women aged

(2000-2004) 15-19



Table 1. Epidemiology of STls in Canada (continued)

Hepatitis B - Low to moderate in - Acute hepatitis B - Infants born to HbsAg
general practice and is twice as high positive mothers
varies in different for men than for - Injection drug users
populations women who share equipment

- Approximately 700 acute - Peak incidence - Persons with multiple
cases per year in Canada rates are found sex partners
in the 30-39 age - Acquisition in
group endemic regions
- Sexual and household
contacts of an acute
or chronic carrier
HbsAg = hepatitis B surface antigen HPV = human papillomavirus HSV = herpes simplex virus
MSM = men who have sex with men STI = sexually transmitted infection

* Preliminary data is subject to change; does not include Nunavut. Surveillance and Epidemiology Section,
Community Acquired Infections Division, Public Health Agency of Canada, unpublished data, 2006.
T National Microbiology Laboratory, Public Health Agency of Canada, unpublished data, 2005.
Note: For up-to-date epidemiologic information, consult the Public Health Agency of Canada website:
* www.publichealth.gc.ca/sti
= www.phac-aspc.gc.ca/publicat/aids-sida/haic-vsac1204/index.html
* www.phac-aspc.gc.ca/publicat/ccdr-rmtc/05vol31/31s2/index.html
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STI risk factors

The following STI risk factors are associated with increased incidence of STIs:

e Sexual contact with person(s) with a known STI.

e Sexually active youth under 25 years of age.

e A new sexual partner or more than two sexual partners in the past year.

< Serially monogamous individuals who have one partner at present but who have
had a series of one-partner relationships over time.

* No contraception or sole use of non-barrier methods of contraception (i.e., oral
contraceptives, Depo Provera, intrauterine device).

e Injection drug use.

e Other substance use, such as alcohol or chemicals (pot, cocaine, ecstasy,
crystal meth), especially if associated with having sex.

< Any individual who is engaging in unsafe sexual practices (i.e., unprotected
sex, oral, genital or anal; sex with blood exchange, including sadomasochism;
sharing sex toys).

= Sex workers and their clients.

e “Survival sex”: exchanging sex for money, drugs, shelter or food.

e Street involvement, homelessness.

< Anonymous sexual partnering (i.e., Internet, bathhouse, rave party).

» Victims of sexual assault/abuse.

e Previous STI.



3. Performing a Brief Patient History and STl Risk Assessment
General principles

< Information should be requested in a simple, non-judgmental manner, using
language understandable to the patient.

e History should enquire about the following:

— Genital symptoms associated with STIs (discharge, dysuria, abdominal pain,
testicular pain, rashes, lesions).

— Systemic symptoms associated with STIs (fever, weight loss, lymphadenopathy).

— Personal risk factors and prevention (condom use, vaccination against
hepatitis B and, in the case of individuals at risk, hepatitis A).

— Patient’s knowledge of increased risk of STIs.

— Other pertinent elements of a general history, such as relevant drug
treatments, allergies and follow-up of previous problems.

« A brief risk assessment should aim to quickly identify or rule out major risk
factors associated with STls. Use of an STl risk assessment script such as the
following may be helpful in rapidly assessing risk:

— “Part of my job is to assess sexual and reproductive health issues. Of course,
everything we talk about is completely confidential. If it is OK with you,

| would like to ask you a few questions in this area.

— Are you sexually active now, or have you been sexually active? This
includes oral sex or anal sex, not just vaginal sex.

— Do you have any symptoms that might make you think that you have an
STI? (Do you have any sores on or around your genitals? Does it hurt or
burn when you pee? Have you noticed an unusual discharge from your
penis, vagina or anus? Do you have pain during sex?)

— What are you doing to avoid pregnancy? (Do you or your partner use any
type of birth control?)

— What are you doing to avoid STIs including HIV?

— Do you have any concerns about sexual or relationship violence or abuse?

— Have you or your partner(s) used injection or other drugs (e.g., crystal
meth)?”

— For women also ask:
— “When was your last menstrual period?
— When was your last Pap test?”
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Performing a focused risk assessment

Any patient whose current or past history identifies a potential risk factor for STls
should have a more detailed history completed. The focused STI risk assessment
questionnaire (Table 2) is intended to serve as a practical guide to assist clinicians
in further evaluating an individual patient’s risk factors and behaviours, as well as
guiding counselling and testing recommendations.



Table 2. STI risk assessment questionnaire!

Relationship
Present situation - Do you have a regular sexual partner?

- If yes, how long have you been with this person?
Identify concerns - Do you have any concerns about your relationship?

- If yes, what are they? (e.g., violence, abuse, coercion)

Sexual risk behaviour
Number of partners - When was your last sexual contact? Was that contact
with your regular partner or with a different partner?

the genitals or anus)?

- Do you receive oral sex?

- Do you have intercourse (i.e., Do you penetrate your
partners in the vagina or anus [bum]? Or do your partners
penetrate your vagina or anus [bum])?

- How many different sexual partners have you had in the 5

past 2 months? In the past year? =

=2

Sexual preference, orientation - Are your partners, men, women or both? o
m

Sexual activities - Do you perform oral sex (i.e., Do you kiss your partner on Z
z

wn

Personal risk evaluation - Have any of your sexual encounters been with people
from a country other than Canada? If yes, where and
when?

- How do you meet your sexual partners (when travelling,
bathhouse, Internet)?

- Do you use condoms, all the time, some of the time,
never?

- What influences your choice to use protection or not?

- Ifyou had to rate your risk for STI, would you say that you
are at no risk, low risk, medium risk or high risk? Why?
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Table 2. STI risk assessment questionnaire! (continued)

STlhistory
Previous STI screening

Previous STI

Current concern

Reproductive health history
Contraception

Known reproductive problems

Pap test

Pregnancy

Substance use
Share equipment for injection

Sex under influence

Percutaneous risk other than drug
injection

- Have you ever been tested for STI/HIV? If yes, what was
your last screening date?

- Have you ever had an STl in the past? If yes, what and
when?

- When was your sexual contact of concern?
- If symptomatic, how long have you had the symptoms
that you are experiencing?

- Do you and/or your partner use contraception? If yes,
what? Any problems? If no, is there a reason?

- Have you had any reproductive health problems? If yes,
when? What?

- Have you ever had an abnormal Pap test? If yes, when?
Result if known.

- Have you ever been pregnant? If yes, how many times?
What was/were the outcome(s) (number of live births,
abortions, miscarriages)?

- Do you use alcohol? Drugs? If yes, frequency and type?
- If injection drug use, have you ever shared equipment?
If yes, what was your last sharing date?

- Have you had sex while intoxicated? If yes, how often?

- Have you had sex while under the influence of alcohol or
other substances? What were the consequences?

- Do you feel that you need help because of your
substance use?

- Do you have tattoos or piercings? If yes, were they done
using sterile equipment (i.e., professionally)?



Table 2. STI risk assessment questionnaire! (continued)

Psychosocial history
Sex trade worker or client - Have you ever traded sex for money, drugs or shelter?
- Have you ever paid for sex? If yes, frequency, duration
and last event.

Abuse - Have you ever been forced to have sex? If yes, when and
by whom?
- Have you ever been sexually abused? Have you ever
been physically or mentally abused? If yes, when and
by whom?

Housing - Do you have a home? If no, where do you sleep?
- Do you live with anyone?

STl=sexually transmitted infection

4. Providing Patient-Centred Education and Counselling

On completing the risk assessment, a number of topics may be identified where
sexual health- or STl-related education may be indicated for a given patient. Below
are a number of common counselling topics and recommendations for information
to share with patients, as well as some tips on how to approach sexual health
education/counselling using a patient-centred approach.
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Common counselling topics

Serial monogamy

It is important for practitioners to recognize and address the issue of serial
monogamy. Serial monogamy consists of a series of faithful, monogamous
relationships, one after the other. Although they may “feel safe” and “look safe,”
serially monogamous relationships, with known and committed partners, do not
themselves provide adequate protection from STls. Consistent condom use and
STI testing followed by mutual monogamy are far safer strategies than relying on
a serially monogamous partners’ apparent safety.

For youth contemplating initiation of sexual activity

Many youth will ask for contraceptive information prior to becoming sexually
active. Many young women will begin using oral contraception for cycle control
as opposed to contraceptive reasons. Both represent excellent opportunities to
counsel on safer-sex practices.



 When discussing non-barrier contraceptive options, discussion of safer sex and
condom use should occur.

* Promote partner testing prior to becoming sexually active for partners who have
already been sexually active.

e Let patients know the benefits of preventive behaviour.

Contraceptive advice

Oral contraceptive prescription is commonly associated with cessation of condom
use. It has been documented that prescription of oral contraception is very often
associated with the offset of barrier method use and increased incidence of STls.?
Individuals in relationships very often move on from initial barrier protection to oral
contraception without the benefit of STI testing. Clinicians need to counsel about
alternatives to this risky pattern (e.g., testing before cessation of condom use),
particularly when prescribing oral contraceptives.

Plan and motivate prevention and risk-reduction strategies

Acceptance of sexuality

< Individuals must accept the fact that they are or might be sexually active before
they can plan for STI prevention. Primary care providers, by their actions, can
show understanding of patient sexuality by initiating a non-judgmental, two-
way dialogue that will help individuals examine the choices they make related

to their sexuality. Examining these choices can be useful in helping patients

to proactively plan for risk reduction measures appropriate to their specific

situation.

e Provide easy-to-apply information:

— Challenge patients to plan if and how they will discuss STI preventive actions
with their partners, or take STI preventive actions unilaterally (e.g., put on a
condom), and how they will practice safer sex consistently.

— Assess whether patients know where they can comfortably obtain condoms
in their community, if they know how to use condoms correctly, if they are
aware of the signs of STls and if they know how to seek testing and treatment
if needed.
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Planning prevention

* Individuals who take STI preventive action need to engage in a number of
advance preparations, such as buying condoms, seeking STI/HIV testing and
talking about STls with their health care provider(s). Primary care providers can
discuss setting and maintaining personal limits with their patients and identify
the most “user-friendly” local STI prevention resources available.

< Health care practitioners can help patients to plan for prevention by openly
discussing safer sex using a continuum approach (i.e., masturbation/mutual
masturbation, low risk; oral sex, level of risk varies between HIV and other STIs;
unprotected vaginal or anal intercourse, high risk for STIs and HIV). This can be
useful in helping patients understand the risks associated with various activities,



make informed choices about the initiation and maintenance of STI preventive
actions and deal with possible partner resistance.
* Provide easy-to-apply information:

— Discuss limiting alcohol or drug intake prior to sexual activity, as they
decrease inhibitions and could affect decision-making and negotiation skills.

— Reinforce that it is not possible to assess the chances that a partner has
an STI on the basis of knowing the partner’s sexual history, being in a close
relationship with a partner or being monogamous with a partner who has a
sexual history and who has not been tested.

— Itis important to tell patients that we do not and cannot routinely test for
all STIs (e.g., human papillomavirus [HPV], herpes simplex virus [HSV]), so
even if they or their partner’s tests are all negative they may still have an
asymptomatic STI.

Safer-sex counselling

Safer-sex counselling as a primary or secondary prevention strategy should include

the following at minimum:3

e STl modes of transmission.

< Risks of various sexual activities (oral, genital, rectal).

e Barrier-method options and availability (male condom, female condom, dental
dam).

e Harm-reduction counselling: determining which prevention measures are
appropriate and realistic to implement, given the patient’s personal sexual
situation(s) (e.g., if practicing receptive anal intercourse, always use a condom
and extra lubrication, and avoid use of spermicidal condoms).
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Statements related to the fact that effective safer-sex practice requires negotiation
and is something that should be discussed with partners may be approached by
stating: “If you or your partner(s) have ever had another sexual partner, there are

a number of options open to you for safer sex. Always using a condom, or getting
tested for STI/HIV with your partner followed by mutual monogamy are a few of
these options. Do you think any of these might work for you and your partner?”

Proper use of condoms

Reasons for condom failure are most often the result of improper or inconsistent
use. For counselling guidelines and instructions on use, see Appendix A and B.

Efficacy of condoms in STI prevention

« Although latex and polyurethane condoms are effective in preventing the
majority of STIs, including HIV, HBV, chlamydia and gonorrhea, they do not
provide complete protection against HPV or HSV infection.

* Natural skin condoms may be permeable to HBV and HIV.
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Discussing alternatives

* An allergy to latex may be an issue for some patients; male or female
polyurethane condoms can offer needed protection in these patients.

e The female condom (a polyurethane vaginal pouch) is commercially available
and represents an alternative to male condoms or in persons who have a latex
allergy for both STI and pregnancy prevention. Female condoms are available in
most drug stores and are more expensive than male condoms, approximately
$3.00 each. For instructions on use of a female condom see Appendix B.

Female condom use for anal intercourse

Some individuals are using the female condom for anal intercourse, although the
manufacturer does not provide recommendations for use in this way. What limited
studies have been done on the use of female condoms for anal intercourse have
found that there tends to be a higher incidence of rectal bleeding and condom
slippage in comparison to the male condom.*

These studies concluded that modifications, training and research on the clinical
significance of safety outcomes are needed for the use of female condoms with
anal sex, and redesign of the female condom could increase acceptability and use
by men who have sexwith men (MSM) and address possible safety concerns.**

Warning re: nonoxynol-9

Spermicidal lubricated condoms are coated with a lubricant containing nonoxynol-9

(N-9), which may provide added protection against pregnancy. N-9 may increase

the risk of infection/transmission of HIV and STls by causing disruptions and

lesions in the genital/anal mucosal lining.® N-9 should not be recommended as an
effective means of HIV or STI prevention. The best STl and HIV barrier is a latex or

polyurethane condom without N-9.

« N-9 should never be used rectally. Even low doses used infrequently can cause
massive disruption of the rectal mucosal lining, which is likely to increase the risk
of infection by HIV and other STIs.

e If N-9is used as an aid to contraception, its benefit should be carefully
considered in light of the increased risk of genital lesions and the resulting
potential for an increased risk of HIV transmission.

Motivational interviewing techniques

Motivational interviewing is an intervention strategy that has been used to promote
primary and secondary prevention of STIs. Motivational interviewing strategies

are well researched clinician-implemented intervention techniques that may be
helpful in encouraging patients to practice safer sexual behaviour.”-° Motivational
interviewing strategies can be used to enhance safer-sex practices and
condom use among patients who may require focused counselling.8® Table 3
provides an example of a motivational interviewing script.



Table 3. Motivational interviewing script
(Adapted from techniques suggested in Rollnicks, et al.)®

“Let me ask you a couple of questions about condoms...”

Q1. “On a scale of 1 to 10, where 1 is “not at all important” and 10 is “very important,” how
important is it to you to...always use condoms?

If patient responds with a score of 8 or more, proceed to Q3.

If patient responds with a score of 7 or less, ask: “Why did you say X and not lower?” (This
paradoxical question challenges patients to come up with reasons why it is important to use
condoms.)

Q2. “What would it take or what would have to happen for it to become more important to you
to use condoms?” (Patients are the world’s foremost experts in what it would take to change their
views, and they will tell the clinician what it would take to make condom use more important to
them personally. Health care provider and patient can then discuss these responses.)

Q3. “On a scale of 1 to 10, how confident are you that you (or you and your partner) could always
use condoms?”

If patient responds with a score of 8 or more, ask about and explore possible barriers that could
occur and how patient might deal with them.

If patient responds with a score of 7 or less, ask: “Why did you say X and not lower?” (This
paradoxical question prompts patients to think about their strengths in managing condom use.)

Q4. “What would it take or what would have to happen for you to become more confident
that you (or you and your partner) could always use condoms?” (Patients again are the world’s
foremost experts in what it would take to change their behaviour, and they will tell the clinician
what it would take to do so. Patient and health care provider can use this as a context

for problem solving around condom use.)

5. Performing a Physical Examination

Physical examination may be embarrassing for some patients. Therefore,

physicians should develop a trusting environment:

e Some patients may feel more comfortable having an assistant of the same
gender present.

< All patients should be assured that confidentiality will be maintained at all times.
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Table 4. Components of a physical examination

Components common to both sexes

- General assessment
- Search for systemic signs of STIs, such as weight loss, fever, enlarged lymph nodes (palpate
inguinal lymph nodes)
- Inspect mucocutaneous regions, including pharynx
- Inspect external genitalia for cutaneous lesions, inflammation, genital discharge and anatomical
irregularities
- Perform a perianal inspection
- Consider anoscopy (or, if unavailable, digital rectal examination) if patient has practiced
receptive anal intercourse and has rectal symptoms
For prepubertal females and males, see Sexual Abuse in Peripubertal and Prepubertal
Children chapter

Components specific to adolescent and adult males

- Palpate scrotal contents with attention to the epididymis
- When foreskin is present, retract it to inspect the glans
- Have the patient or examiner “milk” the urethra to make any discharge more apparent

Components specific to adolescent and adult females

- Be sure to separate labia so as to adequately visualize vaginal orifice

- Perform an illuminated speculum examination to visualize the cervix and vaginal walls and to
evaluate endocervical and vaginal discharges. Obtain specimens as indicated in the Laboratory
Diagnosis of Sexually Transmitted Infections chapter.

- Perform a bimanual pelvic examination to detect uterine or adnexal masses or tenderness

- In certain circumstances, such as primary genital herpes or vaginitis, speculum and bimanual
examination may be deferred until the acute symptoms have subsided

6. Selecting Appropriate Screening/Testing

* Selecting the appropriate laboratory tests for patients is a crucial step in the
diagnosis and management of STIs. The selection of appropriate laboratory
tests and biologic samples and specimens should be based on patient history,
risk factors and findings on physical examination.

Be aware of the “I have been tested” syndrome. There are two dimensions to

this syndrome:

— The false sense of security that individuals at risk may develop after multiple
STI screenings with repeat negative results. These individuals may develop a
sense that “it can never happen to me.” This can be a focus for counselling.
(See Providing Patient-Centred Education and Counselling, above.)

20 Primary Care and Sexually Transmitted Infections



— The individual who has had some form of medical attention (i.e., a physical,
been in a hospital, Pap smear, given blood) and thinks they have been tested
for STlIs. This is an educational opportunity.

e Simply asking a patient if he or she has been screened for STls is not enough.
There is a need to be infection-specific and clarify for the individual that routine
blood work at an annual exam does not include syphilis or HIV testing, that
a pelvic examination does not include testing for chlamydia and gonorrhea
and that a routine urine for culture and sensitivity (C&S) does not screen for
chlamydia, etc.

7. Diagnosing by Syndrome or by Organism and Post-test Counselling

= The results of microbiologic testing are not immediately available in most offices.

= When particular symptoms and signs are present, a syndromic diagnosis may
be made and treatment and post-test counselling provided. (See Syndromic
Management of Sexually Transmitted Infections chapter for a summary table.)

= When microbiologic results are available, treatment and counselling should be
directed at specific pathogens; see appropriate chapter(s).

Post-test counselling

Post-test counselling is an integral part of management of the individual with a

newly diagnosed STI and should include, at a minimum, the following:3

e Organism- or syndrome-specific advice.

e Safer-sex practices that can remove or reduce the risk of transmitting the STI
to a partner or reduce the risk of re-infection in the patient.

e Treatment information and issues that differ as a function of whether the
infection is bacterial (curable) versus viral (manageable).

e Case reporting requirements to local public health unit.

= Partner notification either via the index case, the physician or a public health
official, and the implications of partners not being tested or treated.
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Post-test prevention counselling can also be a very important educational
opportunity for individuals who have presented with STI concerns but tested
negative for STIs.

Motivational interviewing strategies, as discussed above, can be effective in promoting
risk-reduction behaviour change for patients who have tested positive for an STI.™-°
The difference in motivational interviewing as a primary or secondary prevention
strategy is simply in the wording. For example, the health care provider may begin by
saying, “l ask all of my patients who are dealing with a sexually transmitted infection

a couple of questions. Could you tell me how important it is for you now to always

use condoms (or always carry out another relevant STI-prevention/harm-reduction
strategy)?” (Follow the motivational-interviewing script in Table 3, above.)



@
'_
w
a
=
<
L
[a g
<
O
>
[
<
=
[a e
(a8

8. Treating

Treatment can be curative in the case of bacterial, fungal and parasitic infections or
palliative/suppressive in the case of viral STls. For more specific discussion about
particular issues, see Syndromic Management of Sexually Transmitted Infections
chapter or infection-specific chapters.

Free treatment is available for index cases and their contacts with bacterial STIs in
all provinces and territories in Canada.

Patients, whether symptomatic or not, should be told not to share their medications
with partners and to complete the full course of their prescribed medication,

even if their signs and symptoms resolve before they finish their medication.
Patients should also be advised that if vomiting occurs more than 1 hour post-
administration, a repeat dose is not required.

Patients diagnosed with a bacterial STI or trichomonal infection should be advised
that they and their partners should abstain from unprotected intercourse until

7 days after treatment of both partners is complete (e.g., 7 days after single-dose
therapy).

9. Reporting to Public Health and Partner Notification
STI reporting requirements and confidentiality

Patients should be advised of the provincial/territorial public health acts and the
Child Protection Act, which supersede physician/patient confidentiality and require
release of personal information without patient consent for all reportable STIs and
in cases where child abuse is suspected.

Those working in agencies receiving personal information are bound by ethical,
legal and professional obligations to protect the confidentiality of this information.
Patients need to be informed that the information will be reported to authorities only
as required by law as noted above but will otherwise remain confidential. This is
often a crucial concern for young people who come forward for STI care.

Confidentiality applies to all persons, including infected persons, sexual/needle-
sharing partners, all youth who are competent to understand their infection and
care, and people who may be involved in cases of child sexual abuse.



Partner notification

Rationale

Partner notification is a secondary prevention process through which sexual
partners and other contacts exposed to an STl are identified, located, assessed,
counselled, screened and treated. Partner notification not only produces a public
health benefit (e.g., disease surveillance and control) but dramatically reduces the
risk of reinfection for the original patient.

While partner notification is sometimes construed as an exercise in societal vs.
individual rights, its aim is clearly to assist people in honouring the individual rights
of their partners to know they have been put at risk and to make informed decisions
regarding their health and in some instances their life.

A review of the evidence supports several recommendations related to the partner-
notification process.X® There is good evidence to show that partner notification can
be an effective means of finding at-risk and infected persons and that health care
provider referral generally ensures that more partners are notified and medically
evaluated.’o1t

Who performs partner notification?

Partner notification may be done by the patient, health care providers or public

health authorities. Often, more than one strategy may be used to notify different

partners of the same infected person.

« Self- or patient referral: the infected person accepts full responsibility for
informing partners of the possibility of exposure to an STl and for referring them
to appropriate services.

< Health care provider/public health referral: with the consent of the infected
person, the health care provider takes responsibility for confidentially notifying
partners of the possibility of their exposure to an STI (without ever naming the
index case).

e Contract referral: the health care provider negotiates a time frame with the
infected person (usually 24-48 hours) to inform his or her partners of their
exposure and to refer them to appropriate services.t
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Under certain circumstances (i.e., apparently monogamous relationships) the
partner may deduce who the index case is by the process of elimination. The health
care provider is still required to maintain confidentiality related to the index case,
and no information related to the index case can be released to the partner.

If the index case does not wish to notify partners, or if partners have not come forward:
« Explore impediments/barriers to partner notification (see below).
e If needed, report to public health authorities.



Barriers to partner notification

« Actual or feared physical or emotional abuse that may result from partner
notification (e.g., conjugal violence): health care provider/public health referral
may be the best option in these cases so as to protect the index case. If there
is a threat to patient safety, public health officials should be notified of this
so that proper safety precautions are taken to protect the index case. Safety
always trumps the notification process.

e Fear of losing a partner due to a STI diagnosis (blame/guilt): discuss the
asymptomatic nature of STIs and the benefits of asymptomatic partner(s)
knowing that they may be infected.

» Feared legal procedures: cases need to be advised that their identity is
protected at all times, and unless their records are subpoenaed, no information
can be released.

» Fear of re-victimization on the part of sex crime victims: health care provider/
public health referral may be the best option for notification of partners in these
cases.

= Anonymous partnering is a significant barrier to partner notification: wherever
possible, encourage patient referral.

Note:

Actual or suspected child sexual abuse must be reported to your local child
protection agency. The Child Protection Act supersedes all other acts and requires
health professionals to release the names of any named contacts of a minor to the
Children’s Aid Society for further investigation.
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Novel partner-notification practices

With changing trends in STl rates and transmission, research is being
conducted to look at the feasibility of alternative methods of partner notification.
One such method is the use of expedited patient-initiated treatment of sex
partners. The index case is given medication, together with safety information
and contraindications, to give to partners for presumptive treatment without
assessment to reduce gonorrhea or chlamydia reinfections and to increase the
proportion of partners treated. Although still controversial, this method may be
beneficial in high-risk and hard-to-reach populations.***?

Practice points to maximize partner notification

* Request a notification form for STIs from the local public health unit or call the
communicable disease reporting line for assistance.

» Develop a notification plan, including which partners will be notified by whom.

» See Table 5 for recommendations on partners to notify and the recommended
trace back period for reportable and non-reportable STls.



Table 5. Partner notification reference chart

Infection/syndrome Reportable Who to Special
notify/ considerations
evaluate
Chlamydia (LGV and Yes 60 days SP/NB - If no sexual partner(s)
non-LGV serovars) in the last 60 days,
trace back to last
Gonorrhea Yes 60 days SP/NB sexual partner
- Partner notification
Chancroid Yes 14 days SP is not required in
most provinces and
Non-gonococcal No 60 days SP territories as a public o
TS health measure but is =
. =
highly recommended =
Mucopurulent cervicitis ~ No 60 days SP for NG[,J’,MPC,’ ,PlD 2
and epididymitis =
Pelvic inflammatory No 60 days SP g
disease o
wn
=
Epididymitis No 60 days sp ¢
Primary syphilis Yes 3 months SP/NB
Secondary syphilis Yes 6 months SP/NB
Early latent syphilis Yes 1 year SP/NB
Late latent syphilis/ Yes Variable SP/NB/
stage undetermined CmMC
Genital herpes In some Current/ SP/NB - Partner notification
jurisdictions  future is not required as

a public health
measure but is highly
recommended

Primary Care and Sexually Transmitted Infections 25



Table 5. Partner notification reference chart (continued)

Infection/syndrome

Trichomoniasis

Human papillomavirus
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Acute hepatitis B

Chronic hepatitis B

26

Reportable Who to

In some Current SP
jurisdictions partners; treat as for

Special

considerations

notify/
evaluate

- No need to test
index case

Current/ SP Partner notification

future is not required as
a public health
measure. Patients
should be encouraged
to notify their sexual
partners, but there is
no proof that this will
lower the risk to the
partner

Variable SP/NSP/ All unvaccinated/

HC/ non-immune contacts

NB/CMC should be notified.
May benefit from
PEPS

Newborns must
receive HBIG and
vaccine postnatally®®

Variable SP/NSP/ All unvaccinated/

HC/ non-immune contacts

NB/CMC should be notified.
May benefit from
PEP®

Newborns must
receive HBIG and
vaccine postnatally®®

Primary Care and Sexually Transmitted Infections



Table 5. Partner notification reference chart (continued)

Infection/syndrome Reportable Who to Special
notify/ considerations
evaluate

HIV/AIDS Yes Variable SP/NSP/ - Start with recent
NB/CMC sexual and needle-

sharing partners;
outer limit is onset
of risk behaviour

or to last known
negative test

PEP may be
considered by health
care providers for
individuals who have
been or are highly
suspected to have
been in contact

with HIV. PEP, if
considered, should
be initiated within
72 hours. Please
consult with an
expert in HIV.
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CMC = children of maternal case
HBIG = hepatitis B immune globulin
HC = household contacts

LGV = lymphogranuloma venereum
MPC = mucopurulent cervicitis

NB = newborns of infected mothers
NGU = non-gonococcal urethritis
NSP = needle-sharing partners
PEP = post-exposure prophylaxis
PID = pelvic inflammatory disease
SP = sexual partners

Primary Care and Sexually Transmitted Infections 27
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10. Managing Co-morbidity and Associated Risks

Many STls are transmitted in the context of other medical and social challenges.
Recurrent exposure and infection are likely unless underlying issues are dealt with.
Specific management for conditions such as drug addiction and mental health
conditions must be integrated into the overall multidisciplinary health care plan.

When counselling and testing for STls, it is important to include HIV pre-test
counselling and offer testing. Being infected with an STI (including syphilis,

genital herpes, chlamydia, gonorrhea and trichomoniasis) increases the risk

of transmission and acquisition of HIV. HIV-infected individuals may be less
responsive to STI treatment and require special monitoring post-treatment to
ensure treatment effectiveness and to prevent long-term complications arising from
inadequately treated STIs.

For individuals diagnosed with chronic viral hepatitis — either HBV or hepatitis C
virus (HCV) — co-infection with HIV affects the choice of treatment, the response
to treatment and individual patient outcomes. These patients should be referred
to a specialist for treatment and management recommendations. Testing for viral
hepatitis B and HIV in any chronically infected patient is required to ensure proper
management of the infection. In addition, for those infected with HCV, ensuring
vaccination against HAV and HBV is essential to prevent co-infection which can
further assault the liver, complicate treatment options and compromise response
to treatment and patient prognosis.**

If ymphogranuloma venereum (LGV) is suspected and linked to a current outbreak
in Canada, it is also important to test for HCV, because there is a high rate of
LGV-HCV co-infection.

11. Following up

Ideally, follow-up should be conducted by the same health care provider to ensure
resolution of symptoms, follow-up testing as indicated and follow-through on partner
notification to reduce the likelihood of reinfection. Where this is not possible, patients
should be directed to the appropriate community resources, counselled on when to
get follow-up (especially if tests were done) and advised of indicators of treatment
failure. (See infection-specific chapters for follow-up recommendations.)

For individuals identified at ongoing risk for STIs, recommend screening for gonorrhea,
chlamydia, syphilis and HIV at 3-month intervals and reinforce safer sexual practices.

RESOURCES

For a list of provincial and territorial STI contacts see Appendix D and for a list
of current sexual health/STI/safer-sex resources to assist in counselling and
assessing risk see Appendix C.
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LABORATORY DIAGNOSIS OF SEXUALLY
TRANSMITTED INFECTIONS

A. COLLECTION AND TRANSPORTATION OF
SPECIMENS!?

General Principles

e Swabs, transport systems and types of tests used may vary depending on the
agent sought and techniques used by the laboratory.

e Contact the laboratory to obtain further information, especially concerning
transport requirements, turn-around time and interpretation of results. See
Appendix E for a listing of local contact information.

e Laboratories may use a variety of commercial specimen-collection devices.
Follow the instructions provided by the manufacturer.

e All specimen-collection and handling procedures should be performed while
wearing appropriate protective clothing and following recommended universal
precautions.

e Contamination from indigenous commensal flora should be avoided to ensure a
representative sampling of organisms involved in the infectious process.

e Adequate volumes of each liquid specimen should be collected.

e Each specimen container should be labelled with the patient’s name and
identification number, the source of the specimen and the date and time of
collection.

< All specimen containers should be leak-proof and transported within a sealable,
leak-proof plastic bag that has a separate compartment for paperwork.

e Sexually transmitted pathogens are usually fastidious and fragile; cultures and
techniques that detect viable organisms may give false-negative results unless
storage and transport conditions are optimal.

e Storage recommendations need to be observed, and transport must be as
rapid as possible for the recovery of infectious organisms, with excesses of
temperature avoided.
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Specimens

For most sexually transmitted infections (STIs), specimens will be collected by
health care providers to be packaged and delivered to diagnostic laboratories.
There is an effort to produce commercial point-of-care testing kits for in-office
testing, but there are none that are approved and validated at this time. Self-
collection of urine, vaginal and lesion swabs is currently being evaluated for
home collection, but these strategies lack appropriate evaluation, especially for
transportation conditions.




1. Cervix

- Afterinserting a speculum to view the cervix, remove overlying vaginal
secretions and cervical exudate.

= Insert a sterile swab 1-2 cm into the endocervical canal, rotate 180" and
withdraw for collection of columnar epithelial cells for diagnosis of Chlamydia
trachomatis and Neisseria gonorrhoeae. The choice of swab should be based on
the type of testing being done; consult with the laboratory providing the service.

« Obtain a specimen for N gonorrhoeae before taking a specimen for
C trachomatis.

e If a culture is to be performed for N gonorrhoeae, directly inoculate the culture
tube or plate, or place the swab in the transport medium. Alternatively, place the
swab in a nucleic acid amplification transport tube.

« Exocervical samples are better for herpes simplex virus (HSV) and human
papillomavirus (HPV).

< Vaginal swabs may be submitted for culture from women who are menstruating
or have had a hysterectomy.

Notes:

e Cervical specimens should not be taken from prepubertal girls, since STIs in this
age group involve the vagina, not the cervix. See Sexual Abuse in Peripubertal
and Prepubertal Children chapter for more information.

» Obtaining several specimens from the cervix does not usually produce
discomfort and may be required to perform various tests.

2. Lesions (vesicles or ulcers)

a) Vesicles

< Fluid can be obtained by lifting the top of the vesicle and swabbing the lesion.

< An alternative method is to clean the vesicle with a disinfectant and, after drying,
piercing into the fluid with a syringe, collecting fluid, capping, sealing the plunger
and transporting to the laboratory.

b) Ulcers

« Warn the patient that specimen collection may be painful.

e Swab the lesion bed for culture, polymerase chain reaction (PCR) or direct
examination for HSV.

< For direct examination, obtain cellular material by firm swabbing or gentle
scraping from the base of the lesion.

e For culture, use the swab and viral transport medium supplied with the
collection kit.

* For the detection of Treponema pallidum, contact the laboratory to determine
the availability of dark-field microscopy or direct fluorescent antibody (DFA)
testing. Where available, collect a specimen as follows:

— Remove scabs or overlying debris.
— Cleanse the lesion with sterile saline without preservatives and dry the area.
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— Abrade the lesion with a dry sterile gauze pad to provoke slight bleeding and
exudation of tissue fluid.

— As oozing occurs, wipe away the first few drops and await the appearance of
relatively clear serous exudate. It is sometimes necessary to apply pressure
at the base of the lesion to express tissue fluid.

— Collect fluid into a capillary tube, small-bore syringe or directly onto a slide
for DFA testing.

— Seal the tube, cap the syringe or immobilize the plunger before
transportation.

- Store at 4°C before transportation and deliver to the laboratory within
24 hours.

e For Haemophilus ducreyi, a special medium is required for culture. Obtain a
swab from the base of a lesion, avoiding pus, and place into a transport tube.

3. Pharynx

e Swab the posterior pharynx and the tonsillar crypts.

e Use the swab to directly inoculate the appropriate culture medium, or place it in
a transport medium.

e For infants, obtain a nasopharyngeal aspirate.

Notes:

e There are promising data on the performance of non-culture tests using
pharyngeal specimens.

e Smears of pharyngeal swabs are of no value in detecting pharyngeal
N gonorrhoeae and are not recommended.

4. Rectum

» For blind swabbing, insert 2-3 cm into the anal canal, press laterally to avoid
fecal material and, in the case of C trachomatis or N gonorrhoeae, to obtain
columnar epithelial cells.

< |If there is visible fecal contamination, discard the swab and obtain another
specimen.

= With unlubricated anoscopy using only tap water, fecal contamination can be
avoided and specimens can be collected under direct visualization.
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Notes:

e Specimens may be obtained blindly or through an anoscope. The latter is
preferred for symptomatic patients.

e There are promising data needing confirmation on the use of rectal swabs for
N gonorrhoeae and C trachomatis in nucleic acid amplification tests (NAATS),
but at this time neither use is approved.



. Urethra

Warn the patient that specimen collection may be painful, that the next urination
may be painful, and that increasing fluid intake may help to decrease urine
concentration and therefore discomfort.

Ideally, the patient should not have voided for at least 2 hours, as voiding
reduces the amount of exudate and may decrease the ability to detect
organisms.

Use a thin, dry swab with a flexible wire shaft. Moistening the swab with water
before insertion may help reduce discomfort.

Introduce the swab slowly (3—-4 cm in males; 1-2 cm in females), rotate slowly
and withdraw gently.

The swab can be used to prepare a smear by slowly unrolling the secretions
onto a slide; then, directly inoculate the appropriate culture medium or place
the swab in a transport medium.

If a NAAT is used, follow the manufacturer’s instructions.

Notes:

“Milking” the penis three or four times from the base to the glans enhances the
ability to detect otherwise inapparent urethral discharge.

In prepubertal boys and girls, collection of an intraurethral specimen is not
recommended; obtain first-void urine specimens for NAATs or a meatal
specimen using a thin swab with a flexible wire shaft.

. Urine (first-void)

The patient should not have voided for at least 2 hours, but having done so does
not preclude testing.

Provide the patient with a leak-proof container.

Ask the patient to collect only the first 10-20 mL of urine? into the container and
to cap it tightly.

Note:

Most commercial NAATs for C trachomatis and N gonorrhoeae are approved
for urine testing and are recommended for detecting these organisms in
asymptomatic men or women, women without a cervix or those who wish to
avoid pelvic examination. A first-void urine (FVU) may be collected at any time
and may also be termed a first-catch urine (FCU).

7. Vagina

Collect pooled vaginal secretions, if present.

When no vaginal secretions are present, swab the vaginal wall in the posterior
fornix to prepare a smear, or place the swab in a transport medium.
Wet-mount and Gram-stain smears are useful in the diagnosis of microbial
vulvovaginitis, candidiasis, bacterial vaginosis, trichomoniasis or desquamative
inflammatory vaginitis.

—
>
W
o
>
_|
o
o)
<
=
>
()
=
o
@
)
o
=
%)
=
%)




&
=
(%2]
LL
o
B
n
o
=
(O]
<
o
>
[a
o
l_
<t
[a
o
[a]
<
-

e Collection of vaginal specimens from youth and adults is usually done as part of
a speculum examination.

< In prepubertal girls, vaginal-wash specimens are most preferred and patient
acceptable. If not possible, use swabs moistened with water. See Sexual Abuse
in Peripubertal and Prepubertal Children chapter for more information.

e Invery young children, use very thin swabs.

Note:

In the past, vaginal specimens were not recommended for the diagnosis of STIs,
except in the management of vulvovaginitis, bacterial vaginosis and child sexual
abuse. More recent data show that NAATs for C trachomatis, N gonorrhoeae and
Trichomonas vaginalis may identify as many or more infected women using vaginal
swabs than cervical swabs, urethral swabs or urine.® Check with your laboratory to
see if this is an option.

8. Warts and Other HPV Infections

e Scrape the exocervix for superficial epithelial cells.

e Cytobrushes, other collecting devices or swabs can be used to collect cells from
the squamo-columnar junction of the cervix.

e Currently commercial and non-commercial assays with specific collection
devices are available for HPV DNA detection. Consult with your laboratory.

Note:
Urine samples have not been shown to be as accurate as cervical samples for
detecting high-risk HPV.*

B. LABORATORY TESTING METHODS

STls may be diagnosed in the laboratory using (a) culture, (b) microscopy,

(c) antigen detection, (d) nucleic acid detection, (e) serology and (f) surrogate
markers. The sensitivity and specificity of these different approaches vary
according to specimen type and organism assayed. The number of false positives
or negatives will be influenced by the prevalence of infection in the population being
sampled. NAATs are the most sensitive methods, and culture the most specific.
Antigen detection, nucleic acid hybridization, culture and microscopy are less
sensitive but may be effective for certain types of patients and specimen types.
Since not all diagnostic laboratories perform the same tests, clinical conditions
and specimen types should be discussed before collecting the specimen. In some
situations, serology is very useful (e.g., syphilis), but in others (e.g., non-LGV C
trachomatis) it is of no use. Surrogate markers such as leukocyte esterase strip
tests, pH or amines point-of-care tests may provide useful screening for some
conditions, but are generally insensitive and not very specific.>®



C. LABORATORY DIAGNOSIS OF SPECIFIC
INFECTIONS

1. Chlamydia trachomatis

e Results are highly dependent on the type of test available,” appropriate
specimen collection,® storage, transport and laboratory expertise.

e Contact the laboratory for specific instructions before submitting specimens,
and read and follow test-kit instructions regarding specimen collection, storage
and transport.

< NAATs are the most sensitive and specific and should be used whenever
possible for urine, urethral, and cervical specimens; blood and mucous can
affect NAAT performance.®

< Non-invasive specimens such as urine can be used in NAATs, making testing
more acceptable to patients.’®

e Both C trachomatis and N gonorrhoeae can be detected from a single specimen
in some NAATs.t

e Because successful treatment rates are high, a test of cure is not usually
performed.

e Other assays, such as nucleic acid hybridization and antigen detection, may
be used, but they are less sensitive and specific, and positives may need to
be confirmed.?

e C trachomatis IgM serology is useful for diagnosing C trachomatis pneumonia in
infants under 3 months of age *®

e Serology is not useful for the diagnosis of acute genital chlamydial infections
(non-LGV only).

e Culture is the preferred method for medico-legal purposes, but NAATs may be
suitable, provided that positive results are confirmed using a different set of
primers, which may not be readily available in most labs.

e Strains of lymphogranuloma venereum (LGV) have emerged in Europe and North
America, mainly in rectal samples (RS) of men who have sex with men (MSM).
Existing NAATs are not cleared by the U.S. Food and Drug Administration or
Health Canada for use on rectal or oropharyngeal samples, but will record
positives that need to be confirmed as LGV by restriction fragment length
polymorphism (RFLP) or sequencing techniques. Samples can also be cultured
undiluted and at a dilution of 1:10 (to dilute fecal toxicity) using shell vials with
and without centrifugation. LGV grows readily to high levels of elementary bodies
without centrifugation, while non-LGV strains require centrifugation. As with
NAATSs, positive cultures need to be confirmed as LGV by RFLP or sequencing.
A NAAT or culture can also be used on other samples in the diagnosis of LGV
such as bubo aspirates; urine; or rectal, vaginal or urethral swabs. Emphasis
should be placed on clinical samples for a definitive diagnosis; however,
serology such as microimmunofluorescence (MIF) may be helpful in supporting
the diagnosis. For more information on specimen collection and available tests,
please contact your local laboratory (See Lymphogranuloma Venereum chapter
for more information on specimen collection and testing by stage of infection).
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2. Neisseria gonorrhoeae

e The presence of Gram-negative diplococci inside polymorphonuclear leukocytes
(PMNSs) is highly predictive for the direct microscopic examination of smears;
their presence outside PMNs is not, and confirmation by culture is required.

e The sensitivity and specificity of the Gram stain depends on the type of
specimen.* Urethral specimens from young adult males have a sensitivity and
specificity of 95%; endocervical specimens from adult females have a sensitivity
of 45-65% and a specificity of 90%.

e Culture for N gonorrhoeae is required for the determination of antimicrobial
susceptibility in cases of sexual abuse/assault, as well as in cases of treatment
failure.

e Successful culture of specimens requires proper collection and transportation of
appropriate specimens or immediate inoculation of medium.®® Consult with your
laboratory.

< NAATs are approved for cervical and urethral swabs and urine; some NAATs
are also approved for vaginal swabs.** Urine and vaginal swabs are convenient
specimens for women without a cervix, and urine may be most convenient for
those who may not readily submit to a pelvic examination.

e Urine is a preferred specimen for men if a NAAT is performed.

< A NAAT is not recommended as a test of cure.

< NAAT can be used to detect reinfection, after waiting for at least 2 weeks after
completion of therapy.

e For medico-legal purposes, a positive result obtained from NAATs should be
confirmed using a different set of primers.

e Serology is not available.

3. Haemophilus ducreyi (chancroid)

e Because H ducreyi is rare in Canada, consult with your laboratory.

e Culture is the current method of choice, using two media in a biplate.*®

* Specimens of choice are a calcium alginate or cotton swab from the base of the
ulcer or an aspirate if buboes are present.

e There are no useful serologic tests to diagnose H ducreyi. Gram stain with
Gram-negative coccobacilli in a “school of fish” pattern may be useful.

« |f a NAAT is available, a second ulcer swab should be collected into an
appropriate transport medium.
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4. Herpes simplex virus

< NAATs are being used increasingly for cerebrospinal fluid, vesicle fluid or ulcer
swabs.” Consult with your laboratory.

< NAATs approach sensitivities and specificities of 100%, with rapid turn-around
of results.

e Cultures are easy to perform and can yield positive results within 24 hours from
primary or first-episode genital herpes.



Other methods, such as antigen detection and Tzanck smear cytology, lack
accuracy.

For neonates, gently rub conjunctiva, insert separate swab into mouth (and
gently rub around the lips), external ear canal, umbilicus, axillae and groin.
Specimens should be collected 24-48 hours after birth.

Type-specific antibody assays are commercially available and may be useful
in some clinical situations (though availability in Canada is currently limited):
(a) patients with apparent first-episode genital herpes with a negative culture
or NAAT; (b) identification of a seropositive pregnant woman with no history of
herpes; (c) counselling HSV serologically discordant couples.*®

. Treponema pallidum (syphilis)

Consult with your laboratory on tests available.

When lesions are present in primary, secondary or early congenital syphilis,
clear serous fluid should be collected for dark-field microscopy, enabling
observation of morphology and movement of the spirochetes (not reliable for
oral or rectal lesions).?®

Other non-serological methods involve direct fluorescent antibody tests or
NAATs. The latter are very sensitive and specific.?

In cases where pregnant women are suspected of having syphilis, sections of
placenta should be collected at birth and sent for DFA testing.

Serological diagnosis involves initial screening of sera by non-treponemal tests such
as the Venereal Disease Research Laboratory (VDRL), rapid plasma reagin (RPR),
toluidine red unheated serum test (TRUST) or the reagin screening test (RST).
Sera positive in non-treponemal tests are retested by treponemal assays such
as the Treponema pallidum particle agglutination (TP-PA) test, fluorescent
treponemal antibody absorption (FTA-ABS) test and microhemagglutination
for Treponema pallidum (MHA-TP).?* Several enzyme immunoassays (EIA)
have been developed commercially to detect IgG or IgM to specific T pallidum
antigens and are useful in HIV co-infected patients. See Syphilis chapter for
information on cerebrospinal fliud examination.

. Human Immunodeficiency Virus

HIV diagnostic laboratories in Canada are instructed to use only tests approved
by Health Canada.

Sera are initially screened by EIA and may detect antibodies by 3 weeks after
infection, but can take up to 6 months.??

All positives are confirmed using a different EIA or Western blot.

Qualitative PCR is used to detect small amounts of nucleic acid in babies born to
HIV-infected mothers.

Quantitative PCR (viral load testing) is used to monitor HIV-positive patients prior
to and during antiretroviral therapy.?

Genotyping is used to detect the development of drug resistance in selected
patients, enabling physicians to choose appropriate antiretroviral drug
combinations.?*
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7. Human papillomavirus

e Liquid-based cytology has increased the accuracy of Pap testing, and the HPV
signal amplification hybrid capture assay (Digene) can be performed on the
same or a separate cervical sample.®

e The presence of high-risk HPV in patients with atypical squamous cells of
undetermined significance (ASCUS) may enable recommendation for immediate
colposcopy.®

e Microscopy, culture and antigen detection have no proven utility for the
diagnosis of HPV infections.

< NAATs and serology are only for epidemiological purposes at the present time.

e Consult with your laboratory concerning HPV testing, as few laboratories are
currently providing this service in Canada.

8. Hepatitis B virus

< Patients acutely infected with HBV will have positive EIA results for hepatitis
B surface antigen (HBsAg) and/or anti-hepatitis B core (anti-HBc) IgM tests
performed on sera.

e Most patients (90%) develop immunity within 6 months of infection, lose their
HBsAg and have it replaced by anti-HBc IgG and anti-hepatitis B surface
antibodies (anti-HBs).?"

e Patients chronically infected will demonstrate HBsAg persistence for 6 months
or more.

e The presence of hepatitis B e antigen (HBeAg) in acutely or chronically infected
individuals indicates greater infectivity for contacts and for babies born to
positive mothers.?® These antigens may eventually be replaced by antibodies
(anti-HBe).

* Quantitative PCR assays to detect viral DNA are available to monitor response to
treatment.29=°

9. Hepatitis A virus

e The presence of hepatitis A virus (HAV) IgM antibodies, which may be present
for 3 months, is diagnostic of acute infection.®
e HAV IgG antibody testing can demonstrate immunity.
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10. Trichomonas vaginalis

e The vaginal pH is >4.5, and the whiff test is usually negative (the withdrawn
speculum does not have an abnormal odour).*?

« Because of the low sensitivity of direct microscopy, culture may be used, where
available, to isolate the parasite from urethral swabs, urine sediments, prostate
fluid and vaginal specimens.®



11. Candida albicans

e The vaginal pH is normal (<4.5), and the whiff test is negative.®*
e Wet-mount preparation with 10% KOH shows budding yeast and/or branching
pseudohyphae.

12. Bacterial vaginosis

e The vaginal pH is >4.5, and the whiff test is positive.*®

e Gram stain demonstrates a shift in vaginal flora, with a decrease in large Gram-
positive rods (lactobacilli) and an increase in small Gram-variable coccobacilli
and clue cells (vaginal epithelial cells covered with numerous coccobacilli).
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MANAGEMENT AND TREATMENT
OF SPECIFIC SYNDROMES

SYNDROMIC MANAGEMENT OF SEXUALLY
TRANSMITTED INFECTIONS

Diagnosis of a syndrome according to standard criteria predicts the likelihood that
a specific pathogen or pathogens is/are present and thus facilitates initiation of
appropriate empiric treatment at the first visit rather than deferring treatment until
there is microbiological confirmation. In the context of variable access to laboratory
testing and variable rates of follow-up, the syndromic approach takes on greater
relevance in controlling transmission and negative sequelae. See Table 1, below, for
the management of sexually transmitted infection (STI) syndromes.

While the syndromic approach is an important tool in the control of STIs and their
sequelae, management by syndrome alone is inadequate because infections with
important pathogens such as Chlamydia trachomatis and Neisseria gonorrhoeae
may be present without any symptoms or findings. Although an infection may

be suspected because of disease in a partner or the presence of another STI,

the infection may be diagnosed only by using a specific laboratory test. Thus, in
managing STIs, diagnosis by syndrome and laboratory diagnosis by testing for
specific organisms are both important and complementary. Consult the chapters
of the Management and Treatment of Specific Infections section for details on the
diagnosis, treatment and management of specific infections.



Table 1. Syndromic approach to the management of sexually transmitted

infections

(Patients may present with more than one STI; this table provides an outline of investigations and relevant chapters where more
in-depth information can be found. In many cases, screening for other STis should be carried out.)

symptoms

Syndrome J Signs and | Etiology

Specimens
and testing

Asymptom-  None Neisseria First-catch urine
atic and gonorrhoeae  Urethral swab
at risk for Chlamydia Cervical swab
STls (see trachomatis
Primary for:
Care and Treponema
Sexually pallidum C trachomatis
Transmitted Herpes N gonorrhoeae
Infections simplex
chapter). virustype 1 gerology for:
or2
Syphilis
Human
papilloma- HIV
virus
HIV
Viral Hepgtltls A .
hepatitis (particularly with
oral-anal contact)
Hepatitis B (if no
history of vaccine)
Hepatitis C

ASCUS = atypical squamous cells of
undetermined significance

bHCG = beta human chorionic
gonadotropin

DFA = direct fluorescent antibody

EIA = enzyme immunoassay

FTA-ABS = fluorescent treponemal
antibody absorbed

HPF = high-power field

Syndromic Management of Sexually Transmitted Infections

(particularly in IDU)

Microscopy
results and
clinical
findings

Next steps/
special

considerations

If testing is done

by methods other

than NAAT and

sexual contact
occurred <1 week prior
to testing, tests may be
falsely negative

Typical window period
for syphilis is 6 weeks

Typical window period
for HIV is 3 months

If non-immune for
hepatitis A and B,
consider immunization

For chronic viral
hepatitis, consult a
colleague experienced
in this area

Pap testing if An abnormal Follow up as per
indicated (as per Pap test result recommendations of
local or provincial/  (e.g., ASCUS, province/territory
territorial LSILs) is not

recommendations)  diagnostic of

HPV

HPV = human papillomavirus

HSV = herpes simplex virus

IDU = injection drug use

LGV = lymphogranuloma venereum

LSIL = low-grade squamous
intraepithelial lesions

MHA-TP = microhemagglutination-
Treponema pallidum

MSM = men who have sex with men

NAAT = nucleic acid amplification test

PMN = polymorphonuclear leukocytes

RPR = rapid plasma reagin

RUQ = right upper quadrant

STl = sexually transmitted infection

VDRL = venereal disease research
laboratory
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Table 1. Syndromic approach to the management of sexually transmitted

infections (continued)

Urethritis

Syndrome J Signs and J Etiology

Urethral
discharge

Burning on
urination

Irritation in
the distal
urethra or
meatus

Meatal
erythema

Possible
causes:

N
gonorrhoeae

©
trachomatis
Trichomonas
vaginalis
Herpes
simplex
virus
Mycoplasma
genitalium
Ureaplasma
urealyticum

Specimens
and testing

Urethral swab
for Gram stain
and culture for
gonorrhea (NAAT
may also be used
where available)

and

First-catch urine
for C trachomatis
(NAAT)

Microscopy
results and
clinical
findings

Presence of =5
PMNs per HPF
and absence of
Gram-negative
diplococci (likely
Non-Gonococcal
Urethritis)

Presence of

=5 PMNs

per HPF AND
Gram-negative
intracellular or
extracellular
diplococci OR
Gram-negative
intracellular
diplococci alone.

Presence of
Gram-negative
extracellular
diplococci alone
requires further
testing.

Where micro-
scopy results are
not immediately
available

Next steps/
special
considerations

See urethritis treat-
ment flow chart

in the Urethritis
chapter for treatment
and management
recommendations

See Gonococcal
Infections chapter
for treatment
recommendations

See Table 5 in
Gonococcal Infections
chapter

Treat as per
recommendations
for chlamydia and
gonorrhea.

If patient treated

for gonorrhea and
chlamydia and
symptoms persist
consider other causes
or resistance in the
case of gonorrhea (see
Gonococcal Infections
chapter)

Syndromic Management of Sexually Transmitted Infections



Table 1. Syndromic approach to the management of sexually transmitted

infections (continued)

Cervicitis
(females)

Syndromic Management of Sexually Transmitted Infections

Syndrome J Signs and J Etiology

symptoms

Mucopuru-
lent cervical
discharge

Cervical
friability

Vaginal
discharge

Strawberry
cervix

Possible
causes:

N
gonorrhoeae

©
trachomatis

Trichomonas
vaginalis

HSV

Specimens
and testing

Cervical swab
for Gram stain,

N gonorrhoeae
culture and

C trachomatis
(NAAT or culture)

Swab of cervical
lesions for HSV

Vaginal swab for
wet mount

Microscopy
results and
clinical
findings

On Gram stain,
presence of =20
PMNs per HPF
with mucopuru-
lent discharge
and/or cervical
friability

Trichomonads

Where micro-
scopy results are
not immediately
available

Next steps/
special
considerations

See Chlamydial
Infections chapter

for treatment
recommendations
unless gonorrhea is
suspected; then,

see Gonococcal Infec-
tions chapter; although
not a sensitive test,
Gram stain may be
helpful in diagnosing
mucopurulent cervi-
citis and gonorrhea in
symptomatic females

If HSV is suspected or
detected see Genital
Herpes Simplex Virus
Infections chapter

for treatment
recommendations

See Vaginal
Discharge chapter
for treatment
recommendations

Treat as per
recommendations
for chlamydia and
gonorrhea
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Table 1. Syndromic approach to the management of sexually transmitted

infections (continued)

Genital
ulcer
disease

Syndrome J Signs and J Etiology

Ulcers
(erosive or
pustular)

Vesicles
Papules

Inguinal
lymphade-
nopathy

Most
common:

Herpes
simplex
virus 1 or 2
T pallidum

C tracho-
matis (LGV
serovars L1,
L2 orL3)

Haemophi-
lus ducreyi

Klebsiella
granulo-
matis

Specimens
and testing

Routine:

Swab of lesion for
culture (herpes)

Swab of serous fluid
from lesion for dark-
field microscopy

or DFA for syphilis.
Check with labora-
tory re: availability

and

Serology for syphi-
lis to include both
non-treponemal
(RPR/VDRL/EIA)
and treponemal-
specific tests
(MHA-TP and
FTA-ABS)

Non-routine:

If indicated through
patient history

Swab of lesion for
non-LGV C tracho-
matis for culture
(MSM, travel) or
consider serology
for C trachomatis

Consider testing
for chancroid and
granuloma ingui-
nale (link to travel);
consult laboratory
for availability

Microscopy
results and
clinical
findings

Herpes
Painful lesions

Grouped
vesicles

Erythematous
base

Fever and
malaise

Syphilis

Non-painful
lesions

Indurated with
serous exudate

Single lesion
in over 70%
of cases

If initial

C trachomatis
testing is
positive, serovar-
specific testing
is required to
confirm a diag-
nosis of LGV. See
Lymphogranu-
loma Venereum
chapter

Next steps/
special
considerations

Consider genital her-
pes and empiric treat-
ment for either primary
or suspected recurrent
infection (see Genital
Herpes Simplex Virus
Infections chapter

for treatment
recommendations)

Consider primary
syphilis. Empiric
treatment should be
considered if follow-up
is uncertain

If LGV is suspected,
treat empirically
according to the
recommendations in
Lymphogranuloma
Venereum chapter

See Genital Ulcer
Disease chapter
for treatment
recommendations

Syndromic Management of Sexually Transmitted Infections



Table 1. Syndromic approach to the management of sexually transmitted
infections (continued)

Specimens

Syndrome J Signs and J Etiology Microscopy Next steps/

symptoms and testing results and special
clinical considerations
findings
Epididymitis  Unilateral Most com-  First-catch Palpable For empiric treatment
testicular mon (varies  urine for NAAT swelling of the recommendations, see
pain/ with age): (C trachomatis); epididymis Epididymitis chapter
swelling may be used for
—_ ¢ - gonorrheawhere  gram stain: See Epididymitis
ayh ave  trachomatis  available presence of =5 chapter for treatment
G . ) PMNs per HPF recommendations
and edema N Midstream urine o aalslavmtils el
fthe over-  gonorrhoeae  for culture and and/or piaiay d
o . o . ) caused by chlamydial
lying skin sensitivity (enteric ~ Gram-negative i
. - h gonococcal
Coliforms organisms, intracellular lifasians
With or coliforms) diplococci
without Pseudomo-
g_retaral nads grethratl S.Wﬁbéor Gram stain: See Epididymitis
SCHaTgE P sham arI]t absence of chapter for treatment
Fever gonorrhea Culture pyng ang of organisms other
Gram-negative than chlamydia or
intracellular gonorrhea
diplococci

Doppler ultrasound
if testicular torsion
is suspected

If symptom onset is
rapid, testicular torsion
needs to be consid-

ered, as this is
a surgical emergency
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Table 1. Syndromic approach to the management of sexually transmitted
infections (continued)

Pelvic
inflamma-
tory disease

Syndrome J Signs and J Etiology
symptoms

Lower C

abdominal  trachomatis
pain

Deep N
dyspareunia gonorrhoeae
Abnormal Genjtal-tract
bleeding mycoplasms
Fever

Other
aerobic or
anaerohic
bacterial
species

Specimens
and testing

Cervical swab for
Gram stain and
gonorrhea culture

Cervical swab
for C trachomatis
(NAAT or culture)

Vaginal swab for
culture, Gram
stain, PH test,
whiff test and wet
mount

Urine £ serum
bHCG to rule out
ectopic pregnancy

Other serological
tests:

ESR
C-reactive protein

Microscopy
results and
clinical
findings

On bimanual
exam:

Cervical motion
tenderness

Adenexal
tenderness

Adenexal
masses

Other findings:
RUQ pain
Cervicitis
Fever

Next steps/
special
considerations

For empiric treatment
recommendations and
definitive diagnostic
criteria, see Pelvic
Inflammatory Disease
chapter

Ensure treatment is
appropriate to results
of clinical findings
and Gram stain, wet
mount, PH test and
whiff test, see Pelvic
Inflammatory Disease
chapter

Syndromic Management of Sexually Transmitted Infections




Table 1. Syndromic approach to the management of sexually transmitted
infections (continued)

Syndrome J Signs and J Etiology Specimens Microscopy Next steps/
and testing results and special
clinical considerations
findings
Vaginal Vaginal Most Vaginal swab for On examination:  Treat for bacterial
dischargg discharge common: pH .test and Gram Watery white/ vgginosis. See Vaginal
and low risk Vaginal Bacterial stain grey copious Discharge cha_pter for
fgr STis (for  oqour vaginosis ) discharge recommendations
risk factors . . Vaginal swab for .
see Primary Vaginal/ Vulvovaginal et mount/amine  ON microscopy:
Care and vulvar candidiasis  ogoyy Predominance of
Sexually pruritis Trichomo- Gram-negative
Transmitted ~ Vaginal/ niasis curved bacilli
Infections vulvar and coccobacilli
chapter) erythema and presence
Dysuria of c_Iue cells,
vaginal pH > 4.5,
whiff test positive

On examination: ~ Treat for candidiasis.

Clumpy white, St_ae Vaginal

curdy discharge  Discharge chapter for
recommendations

On microscopy:

Budding yeast,
pseudohyphea
and, if able to test,
vaginal pH <4.5,
whiff test negative

On examination: ~ Treat for trichomo-

Frothy white or niasis.See Vaginal

yellow discharge Discharge chapter for
recommendations

On microscopy:  Treat sexual partner(s)

Motile flagellated
protozoa (tricho-
monads) and,

if able to test,
vaginal pH >4.5,
whiff test negative

For low-risk individu-
als where no testing/
microscopy is available
or follow-up is not
assured, treat accord-
ing to clinical picture
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Table 1. Syndromic approach to the management of sexually transmitted

infections (continued)

Syndrome J Signs and
symptoms

Vaginal Vaginal
discharge discharge
and high Vaginal
risk for odour
STls (for .

risk factors  Vaginal/
see Primary  Vulvar
Care and pruritis
Sexually Vaginal/
Transmitted  vulvar
Infections erythema
chapter) Dysuria

Etiology

Most
common:

Bacterial
vaginosis
Vulvovaginal
candidiasis

Trichomo-
niasis

Specimens
and testing

Microscopy
results and
clinical
findings

As above, plus As above
cervical swab for

gonorrhea culture

Cervical swab
for C trachomatis
(NAAT or culture)

For women without
a cervix, see Gono-
coccal Infections
and Chlamydial
Infections chapters
for specimen
collection
recommendations

Next steps/
special
considerations

As above

For high-risk
individuals where no
testing/microscopy is
available or follow-up
is not assured, treat
for bacterial vaginosis,
Vulvovaginal
candidiasis,
trichomonas,
chlamydia and
gonorrhea

Syndromic Management of Sexually Transmitted Infections




Table 1. Syndromic approach to the management of sexually transmitted

infections (continued)

Syndrome

Signs and
symptoms

Varies

according
to specific
syndrome:

Intestinal
syndromes:

Proctitis
Proctocolitis

. Mucopuru-
Enteritis

lent rectal
discharge

Anorectal
pain
Constipation

Bloody
stools

Diarrhea
Nausea

Abdominal
pain/cramps

Bloating
Fever

Syndromic Management of Sexually Transmitted Infections

Etiology

Varies
according
to specific
syndrome:

N
gonorrhoeae
C trachoma-
tis (LGV and
non-LGV
serovars)

T pallidum

Herpes
simplex
virus
Entamoeba
histolytica
Campylo-
bacter spp.
Salmonella
spp.

Shigella spp.

Giardia
lamblia

Specimens
and testing

Specimen col-
lection should be
adapted to the
clinical presenta-
tion and patient
history

By anoscopic exam
routinely obtain:

Rectal swab for
gonorrhea culture
and chlamydia
culture or NAAT
(NAAT is not
approved for rectal
specimens at this
time)

If chlamydia-
positive: send

for LGV serovar
testing; see
Lymphogranuloma
Venereum chapter

If lesions are
present:

Syphilis serology

Swab for herpes
culture

Stool for culture
and ova and
parasites

Microscopy
results and
clinical
findings

On examination:

Mucopurulent
and/or
bloody rectal
discharge

On examination:

Anal lesion

History and
symptoms
suggestive
of enteric
pathogens

Next steps/
special
considerations

Treat for gonorrhea
and chlamydia as per
the recommenda-
tions in the Sexually
Transmitted Intestinal
and Enteric Infections
chapter

If LGV is suspected,
treat empirically as per
the Lymphogranuloma
Venereum chapter

If syphilis is suspected
and follow-up is

not assured, treat
empirically as per

the Syphilis chapter

If HSV is suspected,
see Genital Herpes
Simplex Virus Infec-
tions chapter to
determine whether
treatment is warranted

See Sexually Transmit-
ted Intestinal and
Enteric Infections
chapter for possible
causative organisms
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Table 1. Syndromic approach to the management of sexually transmitted

infections (continued)

Syndrome J Signs and

Growths in
anal/genital
region or
on mucous
membranes

Papular
genital
lesions

Multiple
and/or
polymorphic
Asym-
metrical

Non-
inflamma-
tory

May be
accompa-
nied by:
Pruritis

Bleeding/
obstruction,
depending
on location
(i.e., urethra
or vagina)

Etiology

Human
papilloma-
virus

Molluscum
contagiosum

Skin tags
Carcinoma

Normal
variations

Specimens
and testing

Visual examination
and anal and/or
vaginal exam

as required by
history/findings

Pap testing if
indicated as per
local or provincial/
territorial
recommendations

Microscopy
results and
clinical
findings

Multiple

or single
cauliflower-
like lesions
(condyloma
accuminata)

Externally

Internally
anal/vaginal
or cervical

Flat, asymmetric
lesions (condy-
loma lata)

Round, flat,
umbilicated pap-
ule (Molluscum
contagiosum)

Symmetrical
papular genital
lesions

Coronal sulcus
(pearly penile
papules)
Vestibular
papillae (micro-
papillomatis
labialis)

Chronic lesion,
ulceration or
irregular pig-
mentation (may
be indicative

of cancerous
lesion)

Next steps/
special
considerations

Treat as per the
recommendations in
the Genital Human
Papillomavirus
Infections chapter

Refer to a specialist
for consultation and
treatment

Sign of secondary
syphilis; see Syphilis
chapter for treatment
recommendations

May heal spontane-
ously with or without
treatment. Can be
treated with liquid
nitrogen

Normal findings; no
need for treatment

Refer to a specialist
for consultation and
treatment

5 Syndromic Management of Sexually Transmitted Infections



EPIDIDYMITIS

Definition

Epididymitis can be defined as inflammation of the epididymis manifested

by a relative acute onset of unilateral testicular pain and swelling often with
tenderness of the epididymis and vas deferens and occasionally with erythema
and edema of the overlying skin.

The term epididymo-orchitis is primarily used when inflammation occurs in both
the epididymis and the testes together.!

Etiology?

Before tests for detecting Chlamydia trachomatis were available, the cause of
most cases of acute epididymitis was unknown. Subsequent studies have shown
that epididymitis is primarily an infective condition.

In men less than 35 years of age, sexually transmitted infection (STI) accounts
for % of epididymitis (47% Chlamydia trachomatis and 20% Neisseria
gonorrhoeae). In men over 35 years of age, 75% of cases can be attributed to
coliforms or pseudomonas. Isolation of Chlamydia trachomatis or Neisseria
gonorrhoeae is unusual.

The determination of the possible etiologic agent should always be based on
the evaluation of the risk of the individual having acquired a sexually transmitted
agent.

In children and young adults, it is important to consider non-infectious causes
of scrotal swelling, such as trauma, torsion of the testicle and tumour. Torsion of
the testicle, which has a high risk of testicular infarction if treatment is delayed,
is a surgical emergency and should be suspected when the onset of scrotal pain
is sudden.
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Table 1. Microbial etiology and predisposing factors in acute epididymitis®

Prepubertal children - Usual etiology: coliforms, P aeruginosa
- Unusual etiology: hematogenous spread from primary infected site
- Predisposing factors: underlying genitourinary pathology

Men under 35 - Usual etiology: C trachomatis, N gonorrhoeae
- Unusual etiology: coliforms or P aeruginosa, Mycobacterium tuberculosis
- Predisposing factors: sexually transmitted urethritis

Men over 35 - Usual etiology: coliforms or P aeruginosa
- Unusual etiology: N gonorrhoeae, C trachomatis, Mycobacterium
tuberculosis
- Predisposing factors: underlying structural pathology or chronic
bacterial prostatitis

Epidemiology

e Accurate data on acute epididymitis are lacking. Therefore, the incidence of this
condition in the general population is unknown. In a large retrospective study,
49% of cases were in those 20-29 years old, with 70% of cases in those aged
20-39 years.*

< In adolescents with epididymitis, sexual behaviour should be ascertained as the
cause may be a sexually transmitted infection.

e Coliforms may be a frequent cause of acute epididymitis in sexually active men
in all age groups who practice unprotected insertive anal intercourse.

Prevention

< At the time of diagnosis of a suspected sexually acquired epididymitis, safer sex
practices should be reviewed.

« Appropriate information should be provided concerning the level of protection
provided by barrier methods such as male condoms.

< Patient and contact(s) should abstain from unprotected intercourse until
treatment of both patient and contact(s) is complete, or for 7 days in the case
of single dose treatment of partners.
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Manifestations®®

Patients with acute epididymitis usually present with unilateral testicular pain
and tenderness.

The onset of pain is generally gradual.

In sexually transmitted epididymitis, symptoms of urethritis or a urethral
discharge may be present. However, urethritis is often asymptomatic.
Testicular torsion should be considered in all cases, as itis a surgical
emergency. Torsion is more likely if onset of pain is sudden and the pain is
severe. Torsion is more frequent in men less than 20 years of age, but can
occur at any age.

Signs of acute epididymitis may include any of the following:

- Tenderness to palpation on the affected side.

- Palpable swelling of the epididymis.

- Urethral discharge.

- Hydrocele.

- Erythema and/or edema of the scrotum on the affected side.
- Fever.

Diagnosis5

If diagnosis is questionable, a specialist should be consulted immediately

because in the case of testicular torsion, testicular viability may be

compromised.

Evaluation for epididymitis should include the following:

- Urethral swab for Gram stain.

- Collection of specimens for identification of N gonorrhoeae and C trachomatis
(intraurethral exudate or urine according to available laboratory techniques).

- Microscopy and culture of mid-stream urine.

If it can be arranged without delay, a Doppler ultrasound may be useful to help

differentiate epididymitis from testicular torsion.

There is no role for epididymal aspiration in routine clinical practice. It may be

useful in recurrent infection that fails to respond to therapy or in patients with

suspected abscess formation.
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Management and Treatment
See Table 2, below, for published treatment recommendations for acute Epididymitis.

Table 2. Recommended regimens for the treatment of acute epididymitis®°

Epididymitis most likely caused by Doxycycline 100 mg PO bid for 10-14 days [A-1]
chlamydial or gonococcal infections

PLUS

Ceftriaxone 250 mg IM in a single dose [A-I]
OR

Ciprofloxacin 500 mg PO in a single dose [A-1]
(unless not recommended due to quinolone

resistance*)

Epididymitis most likely caused by Ofloxacin 200 mg PO bid for 14 days [A-1]
enteric organisms

*

Quinolones are not recommended if the case or contact are from, or are epidemiologically linked to any area with rates of
quinolone-resistant N gonorrhoeae > 3 — 5%

- Asia

Pacific Islands (including Hawaii)

India

Israel

Australia

United Kingdom

Regions of the United States (check with the U.S. Centers for Disease Control and Prevention for rates of quinolone
resistance by geographic area)

Men who have sex with men with contact or epidemiologically linked to the United States

Areas in Canada experiencing high rates of quinolone resistance; current numbers provided by the National Microbiology
Laboratory place Quebec, Ontario, Alberta and British Columbia above the 3% threshold for quinolone resistance. Please
check with your local public health officials to learn about quinolone resistance in your area. In Alberta all ciprofloxacin
resistant cases in 200405 were in MSM or linked to travel outside of Alberta, therefore ciprofloxacin remains a
recommended agent for the treatment of gonorrhea in Alberta except in these situations (source: Alberta Health and
Wellness STD Services). For data on national quinolone resistance in Canada, please visit the Public Health Agency of
Canada website (www.phac-aspc.gc.ca). For more information see Gonococcal Infections chapter.
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Consideration for Other STls

Depending on sexual history, gonococcal and/or chlamydial infections should be
considered as the etiology of acute epididymitis in all sexually active men with
acute epididymitis, especially those under the age of 35.

Consideration for testing for other STls, including HIV, should be made
according to the patient’s sexual history and the presence of risk factors for
specific infections.

Reporting and Partner Notification

Patients with conditions that are reportable according to provincial and territorial
laws and regulations should be reported to the local public health authority.
Local public health authorities are available to assist with partner notification
and help with appropriate referral for clinical evaluation, testing, treatment and
health education.

When treatment is indicated for the index case, and they are presumed to

have sexually acquired epididymitis, all sexual partners within 60 days prior to
symptom onset or date of diagnosis where asymptomatic should be clinically
evaluated and treated with an appropriate regimen.

Follow-up

Follow-up should be arranged to evaluate the response to treatment. If a
recommended regimen has been given and correctly taken, symptoms and
signs have disappeared and there is no re-exposure to an untreated sexual
partner, then repeat diagnostic testing for N gonorrhoeae and C trachomatis
is not routinely recommended.

Special Considerations

Rare causes of clinical sterile acute epididymitis include amiodarone therapy,
vasculitis, polyarteritis nodosa, Behcet disease and Henoch-Schonlein purpura
and a proportion of cases remains idiopathic.

A condition described as “chronic epididymitis” has been recently characterized
in the literature.** Although defined by the author as the presence of “symptoms
of discomfort and/or pain at least 3 months in duration in the scrotum, testicle
or epididymis localized to one or each epididymis on clinical examination,” there
is no clear natural history of the condition. The authors conclude that further
studies on the epidemiology, etiology and pathogenesis of this condition are
needed.
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GENITAL ULCER DISEASE (GUD)

Etiology
Definition
« Ulcerative, erosive, pustular or vesicular genital lesion(s), with or without regional

lymphadenopathy, caused by a number of sexually transmitted infections (STIs)
and non-STl-related conditions.

STlIs

» For most young, sexually active patients with genital ulcer disease (GUD),
etiology is related to an STI. Most often it is due to herpes simplex virus type 1
or 2 (HSV-1 or HSV-2), causing genital herpes.* More than one etiology may
be found if a careful evaluation is conducted.? Other STI causes of GUD are
as follows:
— Treponema pallidum spp., causing primary syphilis.
— Haemophilus ducreyi, causing chancroid.
— Chlamydia trachomatis serotype L1, 2 or 3, causing lymphogranuloma

venereum (LGV).

— Klebsiella granulomatis, causing granuloma inguinale (donovanosis).

Non-STl-related infections or conditions

« Non-STl-related infections or conditions causing GUD may also be seen
(see Differential diagnosis, below).

» Even after a complete diagnostic evaluation, at least 25% of patients with
GUD have no laboratory-confirmed diagnosis.®

Epidemiology

e The cause of GUD can be related to a number of factors, such as geographical
area where sexual intercourse has taken place; socioeconomic factors; gender
of sexual partners; number of partners; HIV status and local prevalence; drug
use; commercial sex; and circumcision.*

e GUD constitutes at most 5% of visits to physicians for a possible STI.®

e About 70-80% of genital ulcers are due to HSV-1 or HSV-2.

e Genital ulcers in sexually active persons can be associated with two or more
pathogens.?

< Women and men with GUD are at increased risk of acquiring and
transmitting HIV.®

e Syphilis and LGV are rare causes of GUD in Canada, but should be considered
in persons having sex while travelling to endemic areas or among men who
have sex with men (MSM). When identified, the potential for a localized discrete
outbreak exists. Rarely, granuloma inguinale and chancroid should also be
considered.
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< Syphilis incidence is increasing in Canada, with regional outbreaks of infectious
syphilis occurring in recent years, including Vancouver, the Yukon, Calgary,
Edmonton, Toronto, Ottawa, Montreal and Halifax.”-°

e Chancroid has been sporadically associated with focal urban epidemics in North
America, particularly among cocaine users. Sex workers are the usual reservoir.

* Rectal LGV outbreaks are now occurring among MSM in Europe, with recent
reports of cases in North America. Co-infection with HIV and hepatitis C virus
are seen at a high rate,**** including in Canada.*?

e HIV infection increases the transmission of STI genital ulcers, and the reverse is
also true.®®

Risk factors

e The following are risk factors for STI-related GUD:*
— Sexual contact with:
- MSM.
- A person with GUD.
- Anew partner.
- A partner who is from or has travelled to an endemic area.
- Sex workers and their clients.
- An anonymous sexual contact (e.g., from the Internet, bathhouse, rave/
circuit party).
- A partner or index case who is HIV-positive.
— Travel to endemic areas.
— Living in region(s) in Canada experiencing outbreaks (e.g., syphilis).
— Previous genital lesions or STI.
— Drug use by self and/or partner.

Prevention

« Sexual activity of any mucosal type — oral, anal or genital — can be associated
with sexually transmitted ulcers. Patients presenting with concerns about
STls and/or birth control should be given information on the efficacy of barrier
methods in preventing STI/HIV transmission and provided safer-sex counselling
(see Primary Care and Sexually Transmitted Infections chapter).

< Identify barriers to prevention practices and the means to overcome them (see
Primary Care and Sexually Transmitted Infections chapter).

< Inthe case of bacterial GUD caused by an STI, patients and contacts should
abstain from unprotected intercourse until treatment of both partners is complete.
For genital herpes, see Genital Herpes Simplex Virus Infections chapter.

—
=
L

n
=
==
To
@
[y

=
o>
Z2wn
<o
S
w o

L
Sa
GR%2]
<T L
=Z 0O
<
=




Manifestations

< Diagnosis is often inadequate when based solely on history and physical
examination, because of the lack of sensitivity and specificity of lesion(s),
even in so-called “classic” cases.®

e Concurrent infection with HIV can change the clinical features of genital ulcers;
the therapeutic regimen may also be different.

Table 1. Manifestations

Herpes simplex - For both sexes, - Grouped vesicles evolving = Ulcers usually
virus® anywhere in the toward superficial circular painful and/or
“boxer short” area ulcers on an erythematous pruritic

- Men: glans, prepuce, base - Genital pain
penile shaft, anus, - Smooth margin and base - Constitutional
rectum (for MSM) - Enlarged, nonfluctuant symptoms,

- Women: cervix, and tender inguinal lymph such as fever,
vulva, vagina, nodes most common in malaise and
perineum, legs and primary infection pharyngitis,
buttocks are common

with primary
infection
Primary syphilis - At site of inoculation, - Papule evolving to a - Firm,
(see Syphilis although most painless chancre enlarged,
chapter) individuals with - Indurated with serous non-fluctuant,
syphilis fail to notice exudates non-tender
primary chancre - Single ulcer in 70% of lymphadeno-
cases pathy is
- Smooth margin and base common
Chancroid - At site of inoculation - Single or multiple - Often painful
necrotizing and painful swelling and
ulcers suppuration
- Two or more in 50% of of regional
cases lymph nodes,

with erythema
and edema of
overlying skin
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Table 1. Manifestations (continued)

STI Site
Lymphogranuloma - At site of inoculation
venereum’

Granuloma - At site of inoculation
inguinale

MSM = men who have sex with men

Appearance

Other signs/

symptoms

- Self-limited single
painless papule, which
may ulcerate, followed
some weeks later by
tender inguinal and/or
femoral lymphadenopathy,
mostly unilateral, and/or
proctocolitis. Recent
outbreaks in MSM have
been characterized
primarily by proctocolitis

- If not treated, fibrosis
can lead to fistulas
and strictures and/or
obstruction of the
lymphatic drainage,
causing elephantiasis

- Signs/
symptoms of
urethritis

- Single or multiple - Painless
progressive ulcerative
lesions

- Highly vascular (beefy red
appearance)

- Bleeds easily on contact

- Two or more in 50% of
cases

- Hypertrophic, necrotic and
sclerotic variants

- Relapse can occur 6—

18 months after apparently
effective therapy

Genital Ulcer Disease (GUD)



Diagnosis
Table 2. Diagnostic features of STl-related GUD

% of STl-related GUD Incubation period

Herpes (recurrent genital herpes more 95% 27 days for primary
frequent than primary genital herpes) genital herpes
Primary syphilis >1% 3-90 days
Chancroid <1% 5-14 days
Lymphogranuloma venereum <1% 3-30 days
Granuloma inguinale <1% 1-180 days

GUD = genital ulcer disease
STI = sexually transmitted infection

Differential diagnosis
Table 3. Infectious, non-STl-related causes of genital ulcers?®®

- Candida - Cytomegalovirus (rare) - Staphylococcus spp.
- Deep fungi (rare) - Varicella or herpes zoster virus ~ « Streptococcus spp.
(rare) - Salmonella spp.
- Epstein-Barr virus (rare) - Pseudomonas spp.

- Mycobacteria
- Parasite (e.g., scabies)

Genital Ulcer Disease (GUD)
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Table 4. Non-infectious skin and mucosal conditions and diseases®

- Non-autoimmune - Non-specific vulvitis/balanitis - Squamous-cell
- Contact dermatitis - Aphthae or aphthous ulcers, aphthosis carcinoma
- Erythema multiforme - Lichen planus, erosive lichen planus - Vulvar intraepithelial
(almost always - Lichen sclerosus neoplasia
HSV-related) - Behget disease - Less common:
- Toxic epidermolysis - Pyoderma gangrenosum - Extramammary
- Auto-immune - Fixed drug eruption Paget’s disease
- Pemphigus - Lupus erythematosus - Basal-cell carcinoma
- Cicatricial - Crohn’s disease - Lymphoma/leukemia
pemphigoid - Vasculitis - Histiocytosis X

HSV = herpes simplex virus

= Other causes of ulcerative lesions of the skin and mucosa:
— Trauma (less common)
— Idiopathic: 12-51% of genital ulcers have no definite cause in research
settings. Referral to an expert when no etiology is found may diminish
this fraction.

Specimen collection and laboratory diagnosis

e The minimum testing for all cases of GUD should include a viral identification
test for HSV and a syphilis serology.

< Inform laboratory in advance when special procedures need to be followed.
Consultation with an experienced colleague may be warranted.

- Biopsies, cultures, smears, and serology should be ordered as appropriate for
evaluation of all vulvar ulcers.

Herpes simplex virus

e See Genital Herpes Simplex Virus Infections chapter.

e Herpes testing is important for all lesions, initial and recurrent, even in classic
cases, because of false-positive clinical diagnosis. Retesting following a positive
test is almost always of limited value. Typing is important to aid in the discussion
of the natural history, help assess partners and help discuss preventative
agendas.
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» Viral identification
— Viral identification by either viral culture or nucleic acid amplification test
(NAAT), or, if not available, by antigen test.
— Culture should be carried out on at least three unroofed pustules/vesicles
or wet ulcers unless HSV infection has been previously confirmed by a
laboratory test. The specimen must be transported in a special viral transport
medium.
— NAATs are considered superior, but their availability is limited (see Laboratory
Diagnosis of Sexually Transmitted Infections chapter).
e Type-specific serology
— In the presence of a potential case of genital herpes and two negative viral
identification tests, or if there is difficulty organizing testing when lesions are
present or lesions are rare, type-specific serology can help confirm possible
genital herpes cases.? If both HSV-1 and HSV-2 serology are negative
12 weeks after the first manifestation, genital herpes is not likely.
— It should be noted that the availability of type-specific serology is limited
in Canada.

T pallidum
e See Syphilis chapter.
< Identification: dark-field examination or direct fluorescent antibody test on swab
from ulcers. Contact your local laboratory regarding these tests, as they are not
widely available.
e Serology
— Syphilis serology should include a non-treponemal test (e.g., rapid plasma
reagin [RPR], Venereal Disease Research Laboratory [VDRL]) or treponemal-
specific enzyme immunoassay (EIA). As treponemal tests are far more sensitive
in primary syphilis than non-treponemal tests, many authorities advocate
proceeding directly to treponemal tests when primary syphilis is suspected.
— If non-treponemal syphilis serology is found, positive confirmation by
treponemal-specific test (e.g., Treponema pallidum particle agglutination [TP-
PA], microhemagglutination for Treponema pallidum [MHA-TP] or fluorescent
treponemal antibody absorption [FTA-ABS]) should be sought if not already
ordered (see Syphilis chapter).
— Serologic tests should be repeated 2-4 weeks after the original negative test
if syphilis is a possibility.
— Dark-field examination or fluorescent antibody for T pallidum of lesions, if
available.

Other causes

= |If history, risk factors and physical findings warrant testing for other less
common causes of GUD, special laboratory tests may be needed to properly
assess the etiology of ulcerative disease. Consider testing for chancroid, LGV
and granuloma inguinale.
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e H ducreyi (chancroid)
— See Chancroid chapter.
— Bacterial culture on specific culture medium (special arrangement to be made
in advance).
— NAAT where available (e.g., polymerase chain reaction [PCR]).
— Gram stain may also be useful (see Laboratory Diagnosis of Sexually
Transmitted Infections chapter).
e C trachomatis serovar L1, L2 or L3 (LGV)
See Lymphogranuloma Venereum chapter
Identification of C trachomatis by culture, NAAT or serology, followed by
confirmation of LGV serovars through DNA sequencing or restriction fragment
length polymorphism (RFLP).
* Klebsiella granulomatis (granuloma inguinale)
— lIdentification of dark-staining Donovan bodies on crushed or biopsy
specimen.
Caution
e Except for genital herpes, most Canadian clinicians have limited experience with
STl-related genital ulcers. Early referral to a colleague experienced in this area
should be considered, particularly if the case involves the following:
— Travel.
- MSM.
HIV-infected individuals.
— Immunocompromised patients.
— Systemic disease.
e Atypical and/or non-healing lesions may require a biopsy and should be referred
to a colleague experienced in this area.?*

Management??

If test results are not yet available
e Treatment considerations:
— Empiric treatment for chancroid, LGV and syphilis should be discussed with
a local expert or public health official only if follow-up is uncertain and if risk
factors for these diseases are present.
— Treatment at the time of presentation should be considered for genital herpes
for almost all cases of GUD, especially if the symptoms are typical.
e See Chancroid, Lymphogranuloma Venereum and Syphilis chapters for more
information.

If results are available for RPR, VDRL, TP-PA, MHA-TP/dark-field examination/

fluorescent antibody test

< Positive (motile corkscrew spirochetes present): treat for syphilis (see Syphilis
chapter).



» Dark-field examinations, fluorescent antibody tests and tests for HSV infection
and H ducreyi are negative or not performed: treat as syphilis if there is a recent
history of contact with infectious syphilis or clinical suspicion is strong and
follow-up cannot be ensured.

e Otherwise:

— Consider therapy for HSV if laboratory tests are negative and presentation is
typical of HSV infection (see Genital Herpes Simplex Virus Infections chapter).

— Treat for chancroid if presentation suggests chancroid (see Chancroid
chapter).

Treatment??

e For treatment recommendations for syphilis, HSV, chancroid and LGV, see
appropriate chapters.

e Treatment of ulcerative STls in HIV co-infected patients may represent a
challenge.?* See relevant chapters on treatment of specific infections, or,
if not experienced in this area, consult an experienced colleague.

Preferred:

- Doxycycline 100 mg PO bid for 21 days (based on studies of older preparations of
tetracyclines) [C-IIl].

- Trimethoprim-sulfamethoxazole double strength PO bid for 21 days [C-III].

Alternatives:

- Ciprofloxacin 750 mg PO bid for 21 days [C-III].

— Erythromycin 500 mg qid for 21 days [C-III].

— Azithromycin 500 mg daily or 1 g weekly for a minimum of 21 days [C-III].

Consideration for Other STIs

e See Primary Care and Sexually Transmitted Infections chapter.

< Obtain specimen(s) for the diagnosis of chlamydial and gonococcal infections
and other STls when appropriate (including LGV, chancroid and granuloma
inguinale if there has been travel to regions where these infections are endemic).

e HIV testing and counselling are recommended (see Human Immunodeficiency
Virus Infections chapter). Patients with syphilis, LGV and chancroid are at
especially high risk for concurrent HIV infection.® Timing of HIV testing is
important, as genital ulceration is a marker for HIV risk. Baseline testing at
the initial visit and repeat HIV testing in 12 weeks should be considered.

e Immunization against hepatitis B in those with no immunity against this virus is
also recommended (see Hepatitis B Virus Infections chapter).
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Reporting and Partner Notification

e Conditions that are reportable according to provincial and territorial laws and
regulations must be reported to the local public health authority (see chapters of
specific infections for reporting requirements).

< Partner notification is vitally important for the rare bacterial ulcerative conditions
discussed in this section in order to prevent an outbreak.

< When treatment is indicated for a diagnosis of syphilis, chancroid, LGV or
granuloma inguinale, all partners who have had sexual contact with the index
case should be located, clinically evaluated and treated appropriately.® For more
information on partner notification and treatment by infection, see Chancroid,
Lymphogranuloma Venereum and Syphilis chapters.

e Local public health authorities are available to assist with partner notification
and appropriate referral for clinical evaluation, testing, treatment and health
education.

Follow-up

« A follow-up visit should be arranged for re-evaluation.

— For chancroid and granuloma inguinale, if the patient is compliant with
the prescribed treatment, symptoms resolve and there is no risk of re-
exposure to an untreated partner, repeat diagnostic testing is not routinely
recommended.

— For LGV, see Lymphogranuloma Venereum chapter.

— For genital HSV infection, no test of cure is necessary.

— For syphilis, see Syphilis chapter.

e Timing for HIV testing should be considered at this stage. Most patients
presenting with an acute genital ulcer will be too early in the window to have
reactive serology related to an HIV infection.

Special Considerations

Children

e Sexual abuse must be considered when GUD is found in children beyond the
neonatal period. Consultation with a colleague experienced in such cases
should be sought (see Sexual Abuse in Peripubertal and Prepubertal Children
chapter).

e Reporting sexual abuse:
Sexual abuse of children must be reported to the local child protection agency.
Local public health authorities may be helpful in evaluating both the source of

the infection and potential transmission in the community.

 Whenever possible, it is strongly recommended that the child be evaluated at

or in conjunction with a referral centre (see Appendix F and G).
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PELVIC INFLAMMATORY DISEASE (PID)

Etiology

e There are multiple causes of lower abdominal pain in women, including
gynecologic disease or dysfunction (complications of pregnancy, acute
infections, endometriosis, adnexal disorders, menstrual disorders), as well as
gastrointestinal (appendicitis, gastroenteritis, inflammatory bowel disease),
genitourinary (cystitis, pyelonephritis, nephrolithiasis), musculoskeletal and
neurologic causes.

* The most common infectious cause of lower abdominal pain in women is pelvic
inflammatory disease (PID).!

* PID is a polymicrobial infection with multiple microbial etiologies.

* Most cases of PID are associated with more than one organism.

* Pathogens can be categorized as sexually transmitted or endogenous
organisms.

Table 1. Microbial causes

Sexually transmitted organisms - Chlamydia trachomatis

- Neisseria gonorrhoeae

- Viruses and protozoa (rare)
- Herpes simplex virus
- Trichomonas vaginalis

Endogenous organisms - Genital-tract mycoplasmas
- Mycoplasma genitalium
- Mycoplasma hominis

- Ureaplasma urealyticum

Anaerobic bacteria - Bacteroides spp.
- Peptostreptococcus spp.
- Prevotella spp.

Facultative (aerobic) bacteria - Escherichia coli

- Gardnerella vaginalis

- Haemophilus influenzae
- Streptococcus spp.
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Definition

PID is an infection of the female upper genital tract involving any combination of
the endometrium, fallopian tubes, pelvic peritoneum and contiguous structures.

Epidemiology

PID is a very significant public health problem.

Up to %5 of cases go unrecognized, and underreporting is common.

There are approximately 100,000 cases of symptomatic PID annually in Canada,
although PID is not nationally reportable, so exact numbers are unknown.

It is estimated that 10-15% of women of reproductive age have had one episode
of PID.2

In recent years, hospitalization rates for PID have declined (118/100,000 women
in 1995 and 55/100,000 women in 2001, data from Health Canada) because
increasing numbers of patients are treated as outpatients, but the number of
patient visits to physician offices for PID has remained stable.

The incidence of long-term sequelae of PID (tubal factor infertility, ectopic
pregnancy, chronic pelvic pain) is directly related to the number of episodes

of PID.2

In jurisdictions with long-standing chlamydia control programs, PID rates and
ectopic pregnancy rates have declined.

Prevention

At the community level, health promotion and education programs are essential
to promote screening for sexually transmitted infections (STIs).

Health care providers must assume responsibility for primary prevention
activities, such as risk-reduction counselling and patient education.

At the time of diagnosis of infection, health care providers should reinforce
prevention and safer-sex practices. They should also identify barriers to
prevention practices and ways to overcome them.

Patients and contacts must be counselled to abstain from unprotected sexual
contact until treatment of both partners is complete.

Manifestations and Diagnosis

Abdominal pain may be a clinical feature of many disorders, and the symptoms
of PID may overlap with other gynecologic disorders or disorders of the
gastrointestinal, urinary and musculoskeletal systems.

There is no single historical, physical or laboratory finding that is both sensitive
and specific for a diagnosis of PID.*

Only ¥s of women with acute PID have a temperature above 38°C.°

Common findings on physical examination of patients with acute PID include
bilateral lower abdominal, uterine, adnexal and cervical motion tenderness,

but these findings may be present with a variety of other conditions as well.
The clinical diagnosis of PID is imprecise, and clinicians must have a high index
of suspicion.



Table 2. Criteria for diagnosis

- Lower abdominal
tenderness

- Oral temperature >38.3°C

- Presence of white blood

- Adnexal tenderness cells on saline microscopy

- Cervical motion of vaginal secretions/wet
tenderness mount

- Elevated erythrocyte
sedimentation rate

- Elevated C-reactive
protein

- Laboratory documentation
of cervical infection with
Neisseria gonorrhoeae or
Chlamydia trachomatis

PID = pelvic inflammatory disease

Physical examination and specimen collection

- Endometrial biopsy with
histopathologic evidence of
endometritis (at least 1 plasma
cell per x120 field and at least
5 neutrophils per x400 field)

- Transvaginal sonography or other
imaging techniques showing
thickened fluid-filled tubes, with
or without free pelvic fluid or
tubo-ovarian complex

- Gold standard: Laparoscopy
demonstrating abnormalities
consistent with PID, such as fallopian
tube erythema and/or mucopurulent
exudates

* A complete abdominal and pelvic examination should be performed in any

patient with lower abdominal pain.

e Pelvic examination should include speculum and bimanual examinations.

e The external genital area, vagina and cervix must all be inspected.

e Stat serum beta HCG to rule out ectopic pregnancy.

« With the aid of a speculum, endocervical swabs should be obtained for
diagnostic tests for Neisseria gonorrhoeae and Chlamydia trachomatis.

« Cervical lesions should be sampled with swabs for diagnostic tests for herpes

simplex virus, if suspected.

« Vaginal swabs should be obtained for culture; pH testing; amine odour whiff
testing; normal saline and potassium hydroxide wet preparations; and Gram

stain. Clinical assessment for bacterial vaginosis includes three of four Amsel
criteria (vaginal discharge, elevated pH, amine odour whiff test and clue cells on
microscopy).® An aerobic and anaerobic culture may assist with the detection of
unusual vaginal pathogens, such as Group A streptococcus.

Laboratory diagnosis

« Negative laboratory results do not rule out a diagnosis of PID.

e A normal ultrasound study does not rule out a diagnosis of PID.

e Ultrasound may aid in the diagnosis, especially if tubo-ovarian abscess
is suspected.
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A pregnancy test can be helpful to exclude ectopic pregnancy from the
differential diagnosis.

Detection of Gram-negative intracellular diplococci on a stained smear of
endocervical secretions; positive results of a diagnostic test for N gonorrhoeae
or C trachomatis; or both.

Detection of N gonorrhoeae or C trachomatis may be enhanced by using nucleic
acid amplification tests, such as ligase chain reaction or polymerase chain
reaction.

Other tests that may be helpful in the diagnosis of acute PID include complete
blood count, erythrocyte sedimentation rate, C-reactive protein and endometrial
biopsy.

Management

Early diagnosis and treatment are crucial to the maintenance of fertility.
Antibiotic therapy can be administered orally or parenterally, and in inpatient or
outpatient settings.

Data suggest that efficacy and long-term complication rates are not significantly
different between parenteral and oral therapy or inpatient and outpatient
treatment.”

Individuals treated as outpatients need careful follow-up and should be
re-evaluated 2-3 days after therapy is initiated.

If no clinical improvement has occurred, hospital admission for parenteral
therapy, observation and consideration for laparoscopy is required; consultation
with colleagues experienced in the care of these patients should be considered.

Table 3. Criteria for hospitalization

- Surgical emergencies such as appendicitis cannot be excluded.

- The patient is pregnant.

- The patient does not respond clinically to oral antimicrobial therapy.
- The patient is unable to follow or tolerate an outpatient oral regimen.
- The patient has severe illness, nausea and vomiting, or high fever.

- The patient has a tubo-ovarian abscess.

Consider hospitalization for observed oral or parenteral therapy in the following cases:
- HIV infection
- Youth/adolescents (particularly if compliance is an issue)



Treatment

* Goals of treatment are to control the acute infection and to prevent long-term
sequelae such as infertility, ectopic pregnancy and chronic pelvic pain.

* Treatment regimens must provide empiric broad-spectrum coverage of likely
etiologic pathogens and take into account the polymicrobial nature of PID.

* Treatment regimens must provide coverage for N gonorrhoeae, C trachomatis,
anaerobic bacteria, Gram-negative facultative bacteria and streptococci. 8

« Discontinuation of parenteral therapy may be considered 24 hours after a patient
improves clinically.®

* Oral step-down therapy should then begin and continue for a total of 14 days
of treatment.®

« If recovery does not occur, other differential diagnoses must be entertained and
a laparoscopy considered.

Table 4. Recommended parenteral treatment regimens

Regimen A° [A-1] - Cefotetan 2 g IV every 12 hours PLUS doxycycline 100 mg IV or PO
every 12 hours
OR
- Cefoxitin 2 g IV every 6 hours PLUS doxycycline 100 mg IV or PO
every 12 hours
- Parenteral therapy may be discontinued 24 hours after a patient
improves clinically, and oral therapy with doxycycline (100 mg bid)
should continue for a total of 14 days
- Most authorities recommend administering doxycycline in oral form
even in hospitalized patients, because IV administration is painful
and more costly, and because oral and IV administration provide
similar bioavailability

Regimen B [A-I] - Clindamycin 900 mg IV every 8 hours
PLUS
- Gentamicin* loading dose IV or IM (2 mg/kg of body weight), followed
by a maintenance dose (1.5 mg/kg) every 8 hours. Once-daily dosing
may be substituted (5mg/kg of body weight IV every 24 hours)
- Parenteral therapy may be discontinued 24 hours after a patient
improves clinically, and oral therapy with doxycycline (100 mg
bid) or clindamycin (450 mg PO gid) should continue for a total of
14 days
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Pelvic Inflammatory Disease (PID)



Table 4. Recommended parenteral treatment regimens (continued)

Alternative - Ofloxacin 400 mg IV every 12 hours + metronidazole 500 mg IV every
regimens® [A-11] 8 hours
OR
- Levofloxacin 500 mg IV once daily = metronidazole 500 mg IV every
8 hours
OR
- Ampicillin/sulbactam 3 g IV every 6 hours PLUS doxycycline 100 mg
IV or PO every 12 hours
OR
- Ciprofloxacin 200 mg IV every 12 hours PLUS doxycycline 100 mg IV
or PO every 12 hours PLUS metronidazole 500 mg IV every 8 hours
- Because ciprofloxacin has poor coverage against C trachomatis,
it is recommended that doxycycline be added routinely
- Because of concerns regarding the anaerobic coverage of both
quinolones, metronidazole should be included with each regimen

* These recommendations apply for those patients with normal renal function; gentamicin dosage should be adjusted in cases
of renal impairment. Renal function and gentamicin levels should be monitored during treatment.

Notes:

The use of ofloxacin, ciprofloxacin, levofloxacin, and doxycycline is contraindicated for pregnant and lactating women. Pregnant

women should not be treated with quinolones or tetracyclines.

Table 5. Recommended outpatient treatment regimens

Regimen At [A-11] - Ofloxacin 400 mg PO bid for 14