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PREFACE 

The 1992 ·edition of the guidelines replaces the Canadian Guidelines for the . 
Treatment of Sexually Transmitted Diseases in Neonates, Children, Adolescents 
and Adults (1988); the Canadian Guidelines for the Diagnosis and Management 
of Sexually Transmitted Diseases, by Syndrome, in Children, Adolescents and 
Adults (1989); the Canadian Guidelines for Screening for Chlamydia trachomatis.~,.c 
Infection (1989); and the Canadian Guidelines for Health Care Providers for the 
Examination of Children Suspected to Have Been Sexually Abused (1989). The 
latter guidelines will still be useful as a concise document on ene specific subject 
area. 

These guidelines were established after careful delibe.rations by a group of 
acknowledged ;rnthorities made up of indiv.iduals and representative·s of Canadian 
specialist societies, provincial and territorial control jurisdictions and the 
Laboratory Centre for Disease Control (LCDC).of Health and Welfare Canada. 
They should be construed not as rules but rather as recommendations based on 
avaqable information placed into a Canadian context. 

The 1988/89 sexually transmitted disease guidelines were develope.d on the 
advice of the Expert Interdiscipl!Jtai-y Advisory Committee on Sexually 
Transmitted Diseases in Children and Youths (EIAC). The establishment of the 
EIAC and its mandate arose from a recommendation of the report of the 
Committee on Sexual Offences Against Children and Youths (Sexual Offences 
Against Children [cat no J 2-50/1984E], Dept of Supply and Services, Ottawa, 
1984). The Committee on Sexual Offences Against Children and Youths, 
appointed by the Minister of Justice and Attorney General of Canada and the 
Minister of National Health and Welfare in December 1980, was charged with 
"inquiring into the incidence and prevalence in Canada of sexual offenses against 
children and youths and recommending improvements in laws for the protection 
of young persons from sexual abuse and exploitation". Accordingly, the previous 
guidelines and this edition of the guidelines are dedicated to the children of 
Canada who are sexually. abused or assaulted and whose dignity and worth must 
be preserved. 
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Symptoms Suggesting Specific STD Syndromes 

Symptoms See section on Page 

Prepubertal boys: 
Urethral discharge, burning on . urethritis 13 

urination, urethral or meatal itch, 
enuresis 

Painful genital ulcers or lesions, . genital ulcer disease 69 
painful inguinal lymphadenopathy 

Painiess genital lesions with or without . genital ulcer disease 69 
inguinal lymphadenopathy genital and anal warts 113 

, 

Adolescent and adult males: 
Urethral discharge, burning on . urethritis 13 

urination, urethral or meatal itch 
Acllle onset of unilateral scrotal pain . epididymitis 49 

or swelling 
Painful genital ulcers or lesions, . genital ulcer disease 69 

painful inguinal lymphaden opathy 
Painless genital lesions with or without . genital ulcer disease 69 

inguinal lymphadenopalhy genital and anal warts 113 

Prepubertal girls: 
' Vaginal discharge, itch, perinea! ;· . prepubertal vaginitis 35 

irritation 
Painful genital ulcell! or lesions, . genital ulcer disease 69 

painful inguinal lymphadenopathy 
Painless genital lesions with or without . genital ulcer disease 69 

inguinal lymphadenopathy genital and anal warts 113 

Adolescent and adult females: 
Vaginal discharge, odour, genital itch, . vulvovaginitis in 39 

introital dyspareunia, external adolescents and adults 
dysuria (see page 172) 

Recent onset of abdominal pain, . cervicitis 19 
unusual vaginal bleeding, deep pelvic inflammatory 25 
dyspareunia, with or without vaginal disease (PID) 
discharge 

Pairiful genital ulcers or lesions, . genital ulcer disease 69 
painful inguinal lymphadenopathy 

Painless genital lesions with or without . genital ulcer disease 69 
inguinal lymphadenopathy . genital and anal warts 113 

Internal dysuria (see page 172), . cervicitis 19 
frequency, hematuria, nocturia, 
urgency 

NOTE: if a sexually transmitted disease (STD) or syndrome is suspected in a 
prepubenal child or an adolescent who is not sexually active, an evaluation 
for sexual abuse or sexual assault is required 
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Treatment of Specific Diseases and Syndromes 

Disease or syndrome Treatment 
(page) 

cervicitis 23 

chancroid 73 -~~, 

chlamydia! infections 95 

epididymitis 51 ,· 

genital herpes simplex virus infections / 111 

genital warts and lmman papillomavirus infections 115 

gonococcal infections 87 
·-

human immunodefiency virus (HIV) infection in 
adolescents and adults 123 

HIV infection in children 127 
,. .. 

ophthalmia neona~rum ~ 47 

pelvic inflammatory disease 31 

prepubertal vaginitis 37 

prqctitis, procto~olitis, enteritis 61 

prostatitis 55 

scabies and pubic lice 75 

syphilis 105 

urethritis 17 

vulvovaginitis in adolescents and adults 41 
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Investigation of Specific Syndromes and Where to Find 
More Information 

NOTE: Patients may have more than one STD; this is only an outline of 
investigations. Jn many cases screening for other s.ro should be carried out (see 
section on Screening, page 155). 

Syndrome Specimen type Laboratory test Most frequent 

(page) site (page) (page) etiology (page) 

urethritis ( 13) urethral Gram stain Neisseria 
or meatal (182-3) .• gorwrrhoeae (81) 
smear/swab specific Chlamydia 
(177) culture or non- trachomatis (91) 

culture test 

cervicitis (19) endocervical Gram stain N. gonorrhoeae 

' smear/swab (182-3) (81) 
(179) specific C. rrachomatis 

culture or non- (91) 
culture 
test 

' ,-
pelvic endocervical Gram stain N. gonorrhoeae 

inflammatory smear/swab (182-3) (81) 

disease (25) (179) specific C. trachomatis 
culture or non- (91) 
culture 
test 

epididymitis (49) urethral or Gram stain N. gonorrhoeae 
mental smear (182-3) (81) 
swab specific C. trachomatis 
(177) culture or non- (91) 

culture test 

prepubertal vaginal secretions Gram stain N. gonorrhoeae 

vaginitis (35) (179) . (182-3) (81) 
specific C. trachomatis 
culture, (91) 
saline wet mount Trichomonas 
for KOH test, pH, vagina/is 
microscopy yeasts 
(179) bacterial 

vaginosis (39) 

vulvovaginitis in vaginal secretions saline wet mount T. vagina/is 

adults' and (179) for KOH test, pH, yeasts 

adolescents (39) microscopy ( 179) bacterial 
vaginosis 
(39) 
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Investigation of Specific Syndromes and Where to Find 
More Information (cont'd) ..... 

NOTE: Patients may have more than one STD; this is only an outline _of 
investigations. In many cases screening for other STD should be carried out (see 
section on Screening, page 155). 

I 
.,}··/'. 

Syndrome Specimen type Laboratory test Most frequent 
(page) site (page) (page) etiology (page) 

genital ulcer swab from ulcer microscopy Treponema 
disease (69) vesicle (darkfield for -' pallid um 

(181) syphilis, 181/9( (syphilis)(99) 
bliJOd (electron herpes simplex 

microscopy virus (107) 
for herpes Haemophilus 
simplex virus ducreyl 
infection, 181) (chancroid)(69) 
specific culture, 
serology_ (for 
syphilis, 189) 

genital and anal (colposcopy ;a~d microscopy (Pap human 
warts (113) biopsy are smear, 182) papillomavirus 

specialist (biopsy material) 
procedures) 
Pap smear (182) 

proctitis rectal swab specific culture N. gonorrhoeae 
proctoco litis stool specimen serology (syphilis, (81) 
enteritis (57) (182) 189) C. trachomatis 

microscopy (ova ' (91) 
and parasites, T. pallidum 
182) (syphilis)(99) 

herpes simplex 
virus (107) 
ova parasites and 
enteric pathogens 
(57) 

AIDS (119, 125) blood serology (195) HIV infection 
(119, 125) 
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INTRODUCTION 

These guidelines have been written for primary health care workers, both 
physicians and nurses. They are intended to assist in the prevention and 
appropriate management of sexually transmitted disease (STD) in Canada. 
ft is hoped that the fonnat of this document will enable busy professionals rapid 
access to the infonnation that they need. Please take the time initially to fine( 
your way around. The tables on the previous pages are designed to act as a map 

, to guide you to the information that you might want. You will notice that certain 
advice and guidance is. repeated. This is intentional. Where you do need to refer 
elsewhere, the appropriate page number should be close by.,.." 
When updates on treatment and management are necessary, we intend that they 
will be produced in a size and fonnat compatible with the present document. 
Comments on the accuracy and utility of the guidelines would be welcome. 

Laboratory support 
This document provides Canadian recommendations for the prevention, diagnosis, 
management and treatment of STD when a person first presents to the health 
care system. All health care providers should have access to diagnostic tests for 
Chlamydia trachom.atis, Neisseria gonorrlweae, Treponema paffidum and HIV . ' 

(human immunodeficiency virus). Facilities to obtain a Gram stain would be the 
minimum level of support required. 

Sexually trarumitted syndromes 
Traditionally, the management of STD has been based on cases with a specific 
microbiological diagnosis, such as N. gonorrhoeae or T. pal/idum. However, 
people usually present to health care providers with a number of symptoms and 
physical findings, i.e., a syndrome, such as urethritis or pelvic inflammatory 

·disease (PID). Diagnosis of a syndrome according to standard criteria predicts 
the likelihood that a specific pathogen(s) is present and thus facilitates initiation 
of appropriate empiric treatment at the first visit rather than deferring treatment 
until there is microbiological confirmation. The table on page v listed symptoms 
that should suggest the presence of a particular syndrome. 
Management by syndrome alone, however, is inadequate because infections with 
important pathogens such as C. trachomatis andN. gonorrhoeae may be present 
without any symptoms or findings. Although infection may be suspected because 
of disease in a partner or the presence of another STD, the infection may be 
diagnosed only with a specific laboratory test. Thus, in managing STD, diagnosis 
by syndrome and laborato·ry diagnosis by testing for specific organisms, are both 
important and complementary. 
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Introduction {cont'd) ..... 

Diagnosis and management of STD syndromes 
The diagnosis and management of STD syndromes require the following 
measures: 
• optimal history taking 
• genital examination 
• targeted extragenital examination 
• appropriate specimen collection and transportation 
• interpretation of initial laboratory results 
• initiation of treatment, when indicated 
• contact tracing 
•reporting 
•follow-up 

,-

Details of these measures for various age groups are presented in this document. 
Appendix I provides guidelines for optimal evaluation in suspected cases of STD. 
In evaluating and interacting with patients, it is vitally important that the health 
care provider be supportive and non-judgemental, that there be clear 
communication in terms the patient understands,· and that confidentiality be 
maintained. 
Use of appropriate universal pre~autions when carrying out an examination 
should never be overlooked. 

Sexual abuse and assault 
When an STD or sexually transmitted syndrome is detected in a prepubertal child 
or an adolescent who is not sexually active, evaluation for sexual abuse is 
required (see section on Child Sexual Abuse, page 131). Refer to page 139, if 
there is any suggestion of sexual assault. Appendix IV, page 201, provides some 
guidance and a list of contacts· for the most current information on collecting 
optimal specimens for forensic evaluation in cases of sexual abuse or sexual 
assault. 

Importance of laboratory diagnosis 
Basic laboratory support, particularly the availability of interpretation of a stained 
smear at the time a patient is evaluated, is necessary to reduce over-treatment in 
some cases ·and under-diagnosis of infection in others. Stained smears of 
secretions (e.g., Gram stain) are simple, rapid, inexpensive tests that allow 
detection of a polymorphonuclear leucocyte (PMN) response and may indicate 
the types of bacteria present in a secretion (e.g., N. gonorrhoeae). Guidelines for 
specimen collection and transport are given in Appendix II. 
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Introduction (cont'd) ..... 

The degree of importance of obtaining specific microbiological tests can vary, 
depending on the clinical circumstances. Specific microbiological testing, 
preferably by means of culrure for potential pathogens rather than a non~culture 
method, is strongly reconunended wherever possible in the following cases: 
• evaluation of suspected sexual abuse of a child ·c~: 

• evaluation of sexual assault. 

Specific microbiological testing by means of culture or non=-culture method is 
highly desirable in the following situations: " 

;' 

• for screening to detect asymptomatic infection 
• for evaluation for cervicitis, PID or vulvovaginitis 
• when the diagnosis is uncertain 
• when antimicrobial resistance is a possibility 
• when treatment has failed in a microbiologically proven infection 
• for management of asymptomatic sexual contacts of a person with a sexually 

transmitted syndrome. 

There are other circumstances in whir;h .extensive microbiological testing is 
desirable but may not be the most cost£~ffective approach (e.g., diagnostic testing 
for C. trachomatis in a male with classic urethritis). 

Regardless of whether or not laboratory testing is perfolI11ed for a patient with 
a sexually transmitted syndrome, the health care provider must ensure that 
contact tracing is done. 

Recommendations for initial manageinent 
Since health care providers do not have equal access to laboratory facilities, 
suggested management of syndromes is given for thre.e situations: the ideal 
situation, in which Gram stain results are available during the initial evaluation, 
cases in which Gram stain results are not available at the initial evaluation, and 

·cases in which diagnosis or suspicion of a syndrome is a strong enough 
indication to begin empirical therapy, irrespective of the availability of Gram 
stain results. 

xi 





,-

Primary Pr~vention of 
Sexually Tralismitied Disease 

1 







It is vastly more effective to prevent than to treat 
STD and their sequelae. 

physicians have a central role in the prevention of 
STD and they should: . 
- routinely discuss this issue with their patients using 

language that is age appropriate and understandable 
- provide patients with accurate information about 

risk and prevention 
- help motivate patients to act preventively 
- assure patients of complete confidentiality 

Practice points for primary care providers 

·actions promoting prevention take very little time 
compared to time spent on the diagnosis and 
management of STD and their sequelae. These actions 
can be interspersed at convenient times during the 
course of routine patient care. 

Indications to patients that you are interested in STD 
and sexual health concerns 
non-verbal messages: 
• STD/AIDS posters, pamphlets and cartoons in the 

office 
verbal messages: 
• discussion of STD and related issues with each patient 

as appropriate 
• for adolescent and adult patients you may indicate 

that "part of my work deals with p~tients' sexual 
concerns". This should be followed by inquiries such 
as, "Are you sexually active?", "How many partners 
have you had during the past couple of years?", 

·"Have your partners been men, or women, or 
both?", "What have you been doing to avoid 
pregnancy?", "What have you been doing to avoid 
SID?" and questions on type of sexual activity. 

• for prepubescent patients including relatively 
young children and their parents indicate that "part 
of my job is answering children's questions about sex. 
Do you have ariy? If you ever do, you can ask me". 
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Primary prevention (cont'd) ..... 

Help in dealing with STD and sexual health issues that require specialist 
attention 
• compile a list of "user friendly" infectious disease specialists, gynecologists, 

pediatricians, psychiatrists, psychologists and other relevant professionals 

Judging your actions -""' 
• consider how successful you are in discussing sexual ·health concerns with 

your patients 
• look out for practices that unintentionally promote STD. For example, the 

prescription of oral contraception can be the "cause" of ·patients ceasing 
condom use and increasing their risk of acquiring STD. 

Guidance for patients 

Acceptance of sexuality 
• individuals must come to terms with the fact that they are sexually active 

before they can plan for STD prevention. Primary care providers, by their 
actions, can show an understanding of a patient's sexual activity and. can 
stress the corresponding need -for STD prevention 

Easy to use advice / 

• relatively simple advice to always use condoms, or to always be abstinent, 
together with discussion of ways of reaching these goals, may well be the 
safest infonnation that ran be provided 

• the prlmary care provider must challenge patients to plan how they will 
discuss with their partner, and consistently practice, STD prevention. This 
includes how to set limits on sexual activity, condom use and how they will 
deal with possible partner resistance. 

• the primary care provider must also find out if their 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 STD and if they know 
how to seek testing and treatment, if needed . 

• public health messages that exh~rt individuals to "get to know your partner 
better" can induce a false sense of security that may work against the use of 
more effective preventive strategies such as abstinence or condom use. It must 
be stressed that it is difficult for an individual to assess the chances of their 
partner having an STD. 

• advice to be monogamous may also convey a false sense of security that 
works against use of more effective preventive strategies. Adolescents and 
young adults may interpret monogamy as having one relationship at a time. 
This can lead to "serial monogamy" and multiple sexual partners over a period 
of time. Because· of "serial monogamy", condom use is always "a must" in 
many relationships. 
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Primary prevention (cont'd) ..... 

Planning for prevention 

• primary care providers can underscore the need for before-the-fact decision 
making by citing facts about STD prevalence ('' l 5% of my single patients end 
up getting chlamydia") and inlractability ("Unfortunately, many SID are 
incurable") coupled with reassuring facts about prevention ("If you decide on 
condom use or on setting limits before you begin a relationship, you can 
really reduce your risk") 

Public STD p,revenlion acts 

• individuals who try and put into practice STD prevention messages may have 
to undertake potentially embarrassing public or semi-public acts, such as 
buying·condoms, seeking SID, including HIV, testing and talking with health 
care providers 

• primary care providers can discuss lhis with their patients and can try to 
identify the most "user-friendly" resources available so as to minimize the 
emotional cost involved · 

The importance of consistency 

• it is helpful for primary care providers to stress consistency ("Always set 
limits or always use condoms ... "), to let patients know that they should feel 
good about their preventive behaviour ("You can more or less relax when you 
consistently set limits or consistently use condoms ... ") and to let patients know 
that they should reward their partner for supporting their prevention activities 
("Let them know you appreciate their cooperation ... ") 
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Only abstinence or a truly monogamous relationship 
between two uninfected partners can assure the 
avoidance of STD. 

Efficacy 
• condoms can be effective in preventing the 

majority of STD 
• the prevention of one case of an STD generally leads 

to the prevention of several others 
• the latex in condoms is impermeable to the human 

immunodeficiency virus (HIV), hepatitis B virus and 
herpes simplex virus (HSV), Chlamydia trachomatis 
and Neisserla gonorrhoeae 

• natural skin condoms may not be impermeable to the 
hepatitis B virus and HIV 

Reasons for failure 
• many reasons for failure can be overcome {see 

Recommendations for proper use, below) 
• not ·all STD are preventable by using condoms. 

Lesions not physically covered by the condom pose a 
risk, e.g .• HS V lesions or genital waris' (caused by the 
human papillomavirus [HPV]) at the root of the penis 
or in the pubic hair. Contact with fluid from weeping 
lesions (HSV) or shedding eyitltelial cells (HPV) may 
be difficult to avoid. 

• transmission of pubic· lice, scabies or molluscum 
contagiosum is not prevented 

Anal Sex 
• anal sex continues to be a high-risk activity for the 

acquisition of SID. Condoms used during anal 
intercourse are under increased stress (risking 
breakage) and most condom packages contain a 
disclaimer that they are for vaginal intercourse only. 
Specially designed condoms are available for anal 
intercourse; using two condoms is an alternative but 
may not be reliable. Condoms with spermicide are not 
recommended for anal intercourse due to risk of 
irritation. 

NOTE 
• family physicians may advocate the use of condoms 

with spennicides as safe, effective and acceptable 
preventive measures. However, spermicide use 
increases risk of urinary tract infections in young 
women and may lead to modifications of the bacterial 
flora leading, e.g., to bacterial vaginosis. 
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Condoms (cont'd) ..... 

• for increased protection against pregnancy, other methods of contraception 
should be used in addition to condoms, such as oral contraceptives o~ an 
intrauterine device (IUD) 

• allergy to latex has been reported, likely as a result of the increasing numbers 
of condom users. Primary care providers should be vigilant for this possibility 
and question patients about reactions to latex (e.g., surgical or hatisehold 
rubber gloves) - the incidence of serious anaphylaxis is extremely rare - if 
in doubt, consult a specialist. Natural skin condoms are an alternative but may 
not be impenneable to the hepatitis B virus and HIV. However, a natural skin 
condom can be used together with a latex condOI!l"to protect the male or 
female from contact with latex. , 

• other barriers, e.g., dental dams, have been advocated for use during certain 
fonns of non-penetrative sexual activity 

The future 
• research to develop other barrier methods such as the "female condom" or 

"vaginal pouch" may lead to greater choice in sexually transmitted disease 
prevention 

•' 
Barriers to condom use andl\Vays to overcome them 

' 
Perceived Barrier Intervention Strategy 

decreases sexual pleasure (sensation) I. often perceived by those who have never used a 
condom. Encourage patient to try. 

2. try a thinner latex condom 

decreases spontaneity of sexual activity I. encourage incorporation of use of condom during 
time before actual intercourse. Peace of mind 
may actually enhance pleasure. 

2. demonstrates responsibility and respect 

embarrassing, juvenile, irunmanly" this feeling is not shared by many in the 
population, especially now 

poor fit, either too small or too big, slips off. I. smaller and larger condoms are av.ailable 
uncomfortable (actually due to constriction ,pf the 2. natural skin condoms are another alternative for 
urethra .with subsequent painful ejaculation) "large" patients but are less reliable for 

prevention of STD (see above) 

requires prompt withdrawal after ejaculation reinforce the protective nature 

fear of breakage may lead to Jess vigorous sexual with prolonged intercourse, lubricant wears off 
activity and the condom begins to rub. Have a water-

soluble lubricant available to reapply. 

NOTE 
only "spontaneity" and, for males only, "reduced sensation" were complaints 
of a majority of surveyed persons. Other barriers were felt by < 40% of 
those surveyed, often < 20%. 
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Condoms (eont'd) •.... 

Rerommendations for the proper use ot condoms to reduce the transmission 
of STD(a) 

1. laleic condoms should be used because they offer greater protection against viral sm than 
natural skin condoms 

2. condoms should be stored in a cool, dry place out of direct sunlight -~~ 
3. condoms in damaged packages or those that show obv_ious sig~s of age, e.g., those that are 

brittle, sticky or discoloured, should not be used because they cannot be relied upon to 
prevent infection 

4. condoms should be handled with care to prevent puncture 
5. condoms should be put on before any genital contact to prevent expo,s.ure to body fluids 

that may contain infuctious agents. Hold the tip of the condom and unroll it onto the erect 
penis, leaving space at the tip of the condom to collect semen, yer assuring that no air is 
trapped in the tip. 

6. adequate lubrication should be used. lf exogenous lubrication is needed, only waler-based 
lubricants should be used. Perroleurn or oil-based lubricants (such as petroleum jelly, 
cooking oils, shonening, and lotions) should not be used since they weaken the latex, 

7. use of condoms with spermicides may provide some additional protection against STD; 
however, vaginal use of spermicides along with condoms is likely 10 provide greater 
prolection . 

8. if a condom bre3.ks, it should be replaced immediately. If ejaculation occurs after condom 
breakage, the immediate use of spennici~·has been suggested. However, rhe pro1ective 
value of post-ejaculation applicalion 'of spermicide in reducing the risk of STD 
transmission is unknown. 

9. after ejaculation, care should be taken so that the condom does not slip off the penis 
before withdrawal; the base of the condom should be held while withdrawing. The penis 
should be withdrawn while still erect. 

10. condoms should never be reused 

(a} After: Division of Sexually Transmilted Diseases, Center for Prevention Services, CDC. Condoms 
for prevention of sexually transmitted diseases. MMWR l989; 37:133-7. 

Safer sex guidelines 
there are many publications available from a variety of sources giving advice 
on the use on condoms and o*er safer sexual practices 

• if you are not aware of a local source of health promotion material, contact 
your local public health authority or provincial/territorial director of STD 
control (see section on Directors of STD Control, page 209) 
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. Diagnosis, Management 'and . 
Treatment .of Specific 

Syndromes 

/ 
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Definition 

• inflammation of the urethra with a mucoid, 
mucopurulent, or purulent urethral discharge OR 
an increased number ofpolymorphonuclear leucocytes 
(PMNs) in urethral secretions (a mean of 4 or more 
PMNs per oil immersion field [x 1000] in 5 fields on 
a smear) 

Special considerations in children 

• if there are symptoms or signs of urethritis or 
unexplained pyuria in a boy who is prepubertal or an 

adolescent. who is not sexually active, sexual abuse 
must be considered 

• the examination must include a search for other 
physical evidence of abuse 

• if the health care provider. is· not comfortable with 
perfonning an evaluation for child sexual abuse, the 
child should be evaluated by, or the case discussed 
with, a referral centre (see Appendix V, page 205) 

• try to obtain all relevant tests at th11-irutial evaluation 
to avoid repeating the examination (see section on 
Laboratory Diagnosis, page 185) 

Etiology 
Important causes 
• Chlamydia trachomatis 
• Neisseria gonorrhoeae 

NOTE 
• infections may be present without symptoms/signs or 

PMN response and, if present, require treatment 

Other causes 
• Ureaplasma urealyticum - frequently present but its 

detection is not by itself an indication for treatment 
(see CAUTIONS, page 16) 

• Trichomonas vagina/is infrequent 
• herpes simplex virus infection rare without genital 

lesions 
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Urethritis (cont'd) ..... 

Clinical clues 

Any of the following should prompt evaluation for urethritis: 

Childnn Adolescents and adulls 

Symptoms • urethral discharge • urelhral di•charge -:" 
.. buming cm urination • hUJ1lin_g on urination 
• irritation in the distal urclhra • irritation in th< distd urelhra 

or meatu.s or meatus 
• unwillinl!lleSS to void 
• enuresis . 
• vague lower elxlominal pain 

/ 

Signs • urethnil discharge (frequent) 
• mealnl inflammation (Infrequent) 
• unexplained pyurie in an adolescent or adult 

Specimen collection and laboratory diagnosis - adolescents and adults (for 
prepubertal children see section on Specimen Collection, page 177) 
• perform a genital examination, particularly to detect urethral discharge. This 

may require stripping the uret,hra (milking the penis 3 or 4 times from the 
' J . -

base to the glans), or re-evakiation after the patient has not voided for at least 
4 hours. 

• if a meatal discharge is present: 
- swab the discharge to prepare a slide for a stained smear (usually Gram 

stain) and other diagnostic tests for N. gonorrhoeae 
- obtain an endourethral swab (inserted 3 to 4 cm) for a diagnostic test for 

C. trachomatis 
if no meatal discharge is present: 

obtain endourethral swab for a slide for a stained smear (usually Gram 
stain) and other di;;ignostic tests for N. gonorrhoeae 
obtaiii endourethral swab for a diagnostic test for C. trachomatis 

• consider obtaining a blood sample for serologic testing for syphilis 
(see section on Screening, page 155) 

• consider HIV screening 
- HIV testing should always be accompanied by pre-test and post-test 

counselling (see page 174) 
(see section on Screening~ page 155) 

• immunization against hepatitis B should be considered· 
- screening for hepatitis B markers (surface antigen [HBsAg] and surface 

antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 
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Urethritis (cont'd) ..... 

Prevention 

• Primary prevention of infection is a critical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex -::~ 

Reporting, contact tracing and follow-up 

• patients ·with conditions that are notifiable according te provincial and 
territorial laws and regulations should be reported to the local public health 
.authority 

• when treatment is indicated for the index case, all partners who have had 
sexual contact with the index case (within the 30 days prior to onset of 
symptoms if N. gonorrhoeae is detected, longer if the case is asymptomatic 
or the history warrants, and within at least 6 weeks if C. trachomatis is 
detected) should be located, clinically evaluated and treated appropriately. 
Persons treated for gonococcal infecti}lns should also be treated for chlamydia. 

• testing of partners for causes of urethritis may assist in the diagnosis of the 
index case 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing, treatt:nent and health education 

• repeat diagnostic testing for N. gonorrhaeae and C. trachomatis is not 
routinely recommended if a recommended treatment is given and taken, 
symptoms and signs disappear and there is no re-exposure to an untreated 
partner 

• children should be retested 
• in patients with clinically or microbiologically documented treatment failure, 

possibilities include: 
- a false-positive test result 
- failure to take medication correctly 

re-exposure to an untreated partner 
infection acquired from a new partner 

- infection with other pathogens 
- a non-infective etiology 
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Urethritis (contJd) ..... 

CAUTIONS 

• detection of U. urealyticum is not by itself an indication for treatment 
routine culture for U. urealyticum is not indicated since isolation in culture 
is not proof that it is the etiology of the urethritis 

• Group B streptococci and Gardnerella vaginalis virtually never"'.cause 
urethritis and routine urethral culture for these bacteria should not ~ ,done 

• the following symptoms and signs are not typical of urethritis and suggest an 
alteroative diagnosis: 

hematuria, chills, fever, frequency, nocturia, urgenc.y, perineaI pain, scrotal 
masses, a problem with initiation of the urinary .stream or the strength of 
the stream and tender inguinal Iymphadenopathy (see section on 
Epididymitis, page 49 and Prostatitis, page 53) 

• in the absence of external lesions, a yeast infection is not a cause of urethritis 
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Urethritis (cont'd) ..... 

Management and treatment 
Depends on the availability of results of the stained smears 

Results available 
··~ 

Smear shows • treat for urechrltis due to N. gonorrhoeae and C. lrachomatis 
increased numbers 
of PMNs(a) 9 years or older: 
and • ceftriaxone 250 mg IM in a single dose 
gram-negative PLUS 
intracellular • doxycycllne 100 mg orally x 2/day for 7 days 
dip locoed OR tetracycline 500 mg orally x 4/day for 7 days(b) 

Under 9 years: 
• cefixime 16 mg/kg orally in a single dose (max 800 mg) 

PLUS 
• .erythromycln 40 mg/kg/day in divided doses 

(max 500 mg x 4/dny orally) for 7 days 
OR 

• cefirlaxo11e 125 mg IM in a single dose 
PLUS 

• erylhromydn 40 mefl!:g/rlay in divided doses 
(max 500 mg x 4/day'orally) for 7 days 

• for alternative regimens for children, adolescents and adults see 
sectioo on Gonococcal Jnfections, page 81 

' Smear shows • treat tor non-gonoccocal urechrltis 
increased number 
of PMNs(a) 9 years or older: 
but no • doxycycline 100 mg orally x 2/day for 7 doys 
intracellular OR tetracycline 500 mg orally x 4/day for 7 days{b) 
diplococci 

Under 9 years: 
• erythromycin 40 mg/kg/day orally in divided doses 

(max 50Cbng x 4/day) for 7 days 

• for alte111ative regimens for childre11, adolescents and adults see 
section on Chlamydia! Infections, page !H 

Smear shows • defer antimicrobial treatment until the microbiologic results are 
a mean of <4 available 
PMNs if !he results are positive: 
in 5 fields treat according to the results (see section on specific disease) 
(x 1000) OR 

• if the history suggests a high risk of infection: 
consider lreating for urethritis due to N. gonorrhoeae and C. 
trachomatis if appropriate follow-up cannot be assured 

(a) a mean of~ 4 PMNs per field (x J 000) in 5 fields 
(b) tetracycline is less expensive but compli1111ce is better with doxycyc!ine 
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Urethritis (cont'd) ..... 

Management and treatment (cont'd) ..... 

Results not available 

Urethral discharge deleclcd • treat for urethritis due to N. gonorrhoeae 
and C. trachomalis 

.,~::.:. ... 
No urethral discharge detecled • defer antimicrobial treatment until the 

microbiological results are available 
if the results are positive: 
treat accurding to the results (see 
section on specific disease) 

• if the history suggests a high risk of 
infection, consider treating for urethritis 
due tu N. ganorrhoeae and C. rrachomatls 
if appropriate follow-up caMol be assured 

' NOTE: erythromycin dosages refer 10 lbe use of erythromycin base. Equivalent dosages of other 
formulations may be substituted. 
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Definition 

• inflammation of the cervix with: 
a mucopurulent or purulent cervical discharge and 
with an increased number of polymorphonuclear 
leucocytes (PMNs) in endocervical secretions (a 
mean of 10 or more PMNs per oil immersion field 
[x 1000] in 5 fields on a smear) 

NOTE 
• the criteria for defining cervicitis, especially when 

signs are minimal, are not yet well standardized. An 
increased number of PMNs in the absence of other 
markers is not specific for the diagnosis of cervicitis 

• evaluation of smear for PMNs is not valid during 
menstruation 

Special considerations in children 

• cervicitis does not occur in prepubertal girls. The 
counterpart is prepubertal vaginitis (see section on 
Prepubertal Vaginitis, page 35) 

I"J. 

Etiology 

• most important causes of cervicitis are: 
Chlamydia trachomatis 
Neisseria gonorrhoeae 

• C. trachomatis and N. gonorrhoeae infections are 
frequently present without signs, symptoms or a PMN 
response but still require treatment 

• cervicitis may also be due to the herpes simplex virus 
(HSV) (typically with erosive lesions and involvement 
of the exocervix plus external genital lesions) 
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Cervicitis in Adolescents and Adults (cont'd) ..... 

Clinical clues 

Any of the following should prompt evaluation for cervicitis in adolescents- and 
adults: 

Symptoms • vaginal discharge 
• lower abdominal pain of re<:ent onset .. ~ 
• intennensttual, pO.!ltcoital or prolonged aboonnal vaginal bleeding 
• deep d yspareunia 

Signs • purulent or mucopurulent cervical discharge 
• induced mucosal bleeding on laking the fl.l"St ebdocervical swab 
• if ectopy is present, edema and erytherna in""lhe area of ectopy 
NOTE: these. signs are best detected during a non-menstrual phase 

Specimen collection and laboratory diagnosis 

• since cervicitis and vaginitis frequently coexist, patients should be evaluated 
for both 

Genital examination 
• perlorm a genital examination, ensuring adequate visualization of the cervix 

(including the os). Secrctipds on the cervix may need to be removed with a 
swab. 

Endocervical specimens 
• obtain endocervical swabs for a slide for a stained smear (usually Gram stain) 

and for di.agnostic tests for N. gonorrhoeae and C, trachomatis 
• evaluation of smear for PMNs not valid during menstruation 
• swab cervical lesions for a diagnostic test for HSV if infection suspected 
Pap smear 
• take a Papanicolaou smear if one has not been performed in the preceding 12 

months (see page 182) " 
Vaginal specimens 
• obtain vaginal swabs for: 

- stained smear (usually Gram stain} 
- a saline wet mount for a di!lgnostic test for Trichomonas vaginalis and fur 

diagnosis of bacterial vaginosis with identification of clue cells (epithelial 
cells with granular appearance caused by adherent bacteria) 
a potassium hydroxide (using 10% KOH) preparation, including an amine 
odour test (whiff test) 
pH test (normal pH < 4.5) 

Bimanual examination 
• perform a bimanual examination to detect signs of pelvic inflammatory 

disease 
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Cervicitis in Adolescents and Adults (cont'd) ..... 

Tests for other STD 
• consider obtaining a blood sample for serologic testing for syphilis 

(see section on Screening, page 155) 
• consider mv screening 

HIV testing should always be accompanied by pre-test and post-tesL:"': 
counselling (see page 175) 
{see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
- screening for hepatitis B markers (surface antigen [HBsAg] and surface 

antibody [HBsAbJ) should be considered pre·immunizatfon 
(see section on Hepatitis B, page 63) 

NOTE 
detection of C. trachomatis may be enhanced by using a cytobrush for 
endocervical specimens (not approved for use in pregnancy) 

• detection of C. trachomatis and N. gonorrhoeae may be enhanced by taking 
a urethral swab for a diagnostic test for C. trachomatis and a rectal swab for 
a diagnostic test for N. gonorrhoeae 

• Ureaplarma urealyticum and Myco,p1asma hominis are not proven causes of 
cervicitis and should not be looked for by culture 

Prevention 

• Primary prevention of infection is a critical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 

Reporting, contact tracing and follow-up 

• patients with conditions that are notifiable according to provincial and 
territorial laws and regulations should be reported to the local public health 
authority ·' 

• when treatment is indicated for the index case, all partners who have had 
sexual contact with the index case (within the 30 days prior to onset of 
symptoms if N. gonorrhoeae is detected, longer if the case is asymptomatic 
or the history 'Warrants, and within at least 6 weeks if C. trachomatis is 
detected) should be located, clinically evaluated and treated appropriately. 
Persons treated for gonococcal infections should also be treated for chlamydia 

• testing of partners for causes of cervicitis may assist in the diagnosis of the 
index case 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing; treatment and health education 
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Cervicitis In Adolescents and Adults (cont'd) ..... 

Follow-up ..... 
• follow-up should be arranged, but if a recommended treatment is given and 

taken, symptoms and signs disappear and there is no re-exposure to an 
untreated partner, repeat diagnostic testing for N. gonorrhoeae and C. 
tracfwmatis is not routinely recommended. However, women with PID and 
those treated in pregnancy and their newborns should be retested. -~"C 

• in patients with clinically or microbiologically documented treatment failure, 
· possibilities include: 
- a false-positive test result 

failure to take medication con:ectly 
- re-exposure to an untreated partner 
- infection acquired from a new partner 
- infection with othjlcr pathogens 
- a non-infective etiology 

CAUTIONS 

• signs of uterine or adnexal tenderness on examination, or of fever or an 
adnexal mass in women in whom cervicitis is being considered should be 
evaluated for PID (see page 2~) 

• evaluation of cervical smear lor PMNs is not v~d during menstruation 
• patients who have had a complete hysterectomy may still be infected with C. 

trachomatis or N. gonorrhoeae, or both, in the urethra or rectum 
• detection of Ureaplasma urealyticum or Mycoplasma hominis is not by itself 

an indication for treatment. Routine culture for genital mycoplasmas is not 
indicated. 

• human papillomavirus (HPV) infection of the cervix does not cause clinically 
evident cervical inflammation 
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Cervicitis in Adolescents and Adults (cont'd) ..... 

Management and treatment 

Initial management varies depending on the clinical findings and the availability 
of results of a stained smear of endocervical secretions at the initial visit. 

Results available 

Mucopurulent or purulent endocervical • treat for N. go1101·rhoeae nnd C. 
discharge present and smear shows trachomatis 
increased number of PMNs (a mean of • ceffrial'one 250 mg IM in a single dose 
;:.> I 0 PMNs per field [ll IOOO] in 5 fields) PLUS dol'yi:ydine \00 mg orally x 
in endocervical secretions 2/day for 7 days OR telracydine 500 

mg orally x 4/day for 7 days(a) 

• for alternative regimens see section on 
Gonococcal Infections, page 81 

Mucopurulent or purulent endocervical • defer antimicrobial treatment until the 
discharge present and smear shows mean microbiological results are available 
of< 10 PMNs/field (x !000) (unless gram-negative inrracellular 

diplocucci seen on smear) 
• if the results are positive, treat 

according to the results (see section on 
' specific disease) 

J 

OR 
• if the history suggests a high risk of 

infection, consider rreating for 
mucopurulent cervicitis due to 
N. gonorrhoeae and C. trachomatis if 
appropriate follow-up cannot be 
assured (see above) 

No mucopurulent or purulent endocervical • treat for mucopurulent cervicitis due to 
discharge but gram-negative intracellular N. gonorrhoeae and C. rrachomaris (see 
diplucocci present in endocervical above) 
secretions 

No mucopurulenl or purulent endocervical • defer antimicrobial treatment until the 
discharge and no gram-negative microbiological results are available 
intracellular diplococci • if the results are positive, treat according 

to the results (see section on specific 
disease) 
OR 

• if the history suggests a high risk of 
infection, consider treating for 
mucopurulent cervicitis due to 
N. go11orrhoeae and C. rrachomari.s if 
appropriate follow-up cannot be assured 
(see above) 

Clinical presentation compatible with • consider treatment for HSY infection (see 
cervical herpes simplex virus infection section on Genital HSY Infection, page 

107) 
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Cervicitis in Adolescents and Adults (cont'd) ..... 

Treatment (cont'd) ..... 

Results not available 

Endocervical discharge detected AND at • treat for mucopurulent cervicitis due to 
least one of the following factors present: N. gonorrhoeae and C. trachomatis (see 
• edema or erythema in an area of ectopy above) ~, 

• induced mucosa! bleeding 
(signs of uterine or adnexal tenderness 
are an indication for treatment for pelvic 
inflammatory disease, see section on PID, 
page 25) -
OR 

• the patient is from a high-risk group (see 
section on Screening, page 155) 

No endocervical discharge detected • proceed as when there is a mean 
< IO PMNs/field (x 1000) 
OR 

• if the history suggests a high risk of 
infection consider treating for 
mucopurulent cervicitis due to 

N. gonorrhoeae and C. trachomatis if 
;" ' adequate follow-up cannot be assured 

(see above) 

Clinical presentation is compatible with • consider.treatment for HSV infection (see 
cervical herpes simplex virus infection section of Genital HSV Infection, page 

107) 

(a) tetracycline is less expensive but compliance is better with doxycycline 
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Definition 
• pelvic inflammatory disease (PID) is inflammation of 

the endometrium, fallopian tubes, pelvic peritoneum 
and/or contiguous structures 

NOTE 
• laparoscopic evidence of salpingitis or pelvic 

peritonitis or histologic evidence of endometritis 
may be present with few or no symptoms of acute 
PID 

Epidemiology 
• estimates of the size of the problem of PID are 

difficult to obtain. However, there were almost 16,000 
hospital admissions for suspected PID in Canada in 
1987/88 alone. Females 15-29 yrs have the highest 
rates of hospitalization. Major sequelae of PID are 
ectopic pregnancies and infertility. In 1987/88, 1 in 
every 63 pregnancies was ectopic. 

/ 

Etiology 
• STD pathogens - up to 80%: 

- Neisseria gonorrhoeae 25-50% 
Chlamydia trachomatis 30-60% 

- Mycoplasma hominis 

• Other organisms - 20-40%: 
anaerobes including Bacteroides sp. and 
Peptostreptococcus sp. 
coliforms, such as Escherichia coli 
these organisms are also found in 5-30% of · 
gonococcal/chlamydial salpingitis 

Special considerations in children 
• sexually transmitted' PID is not known to occur in 

prepubertal girls 
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PID (cont'd) ..... 

Clinical clues 
• presence of an intrauterine device (IUD) 
• previous episode of PID · 
.• any. of the following should prompt evaluation for PID in sexually active 

adolescents and adults; -
Symptoms • low abdominal tmin of recent onset 

• metrorrhagia, intermenstrual or postcoitul vaginal bleeding 
• deep dyspareunia 
• vaginal discharge that is not readily ellplainei:l 

Signs • cervical motion tenderness . 
• adneul tenderness on bimanmtl examination, with or without a mass 

(when the findings are unilaieral or predominantly unilateral, ectopic 
pregnancy must be ruled out) 

• cervicitis (parulent cervical exudate is present in 30% of PID ca~es) 
• fever (in < 40% of cases) 

Laboratory clues 
• detection of gram-negative intracellular diplococci on a stained smear of 

endocervical secretions OR , . 
positive results of a diagnosrf~ test for C. trachomatis or N. gonorrhoeae OR 
both 

Major sequelae 
infertility 

• ectopic pregnancy 
• chronic pelvic pain 

NOTE 
• women who have had an episode of PID have a 10-fold increased risk of 

subsequent PID, an 8-fold increased risk of ectopic pregnancy, and a 
10-fold increased risk of infertility 

Specimen collection and laboratory diagnosis 

Genital examination 
• perform a genital examination, ensuring adequate visualization of the cervix 

(including the as). Secretions on the cervix may need to be removed with a 
swab. 

Endocervical specimens 
• obtain endocervical swabs for a slide for a stained smear (usually.Gram stain) 

and for diagnostic tests for N. gonorrhoeae and C. traclwmatis 
• evaluation of smear for PMNs not valid during menstruation 
• swab cervical lesions for a diagnostic test for HSV if infection suspected 
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PID (cont'd) ..... 

Pap smear 
• take a Papanicolaou smear if one has not been performed in the preceding 12 

months (see page 182) 
Vaginal specimens 
• obtain vaginal swabs for: =" 

stained smear (usually Gram stain) 
- a saline wet mount for a diagnostic test for Trichomonas vagina/is and for 

diagnosis of bacterial vaginosis with identification of clue cells (epithelial 
cells with granular appearance caused by adherent bacteria) 

- a potassium hydroxide (using 10 % KOH) preparation, including an amine 
odour test (whiff test) 

- pH test (normal pH < 4.5) 
Bimanual examination 
• perform a bimanual examination to detect signs of pelvic inflammatory 

disease 
Tests for other STD 
• consider obtaining a blood sample for serological testing for syphilis 

(see section on Screening, page 155) 
consider HIV screening ,; ' 
- HIV testing should ruways be accompanied by pre-test and post-test 

counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAgJ and surface 
antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 

NOTES 
• detection of C. trachomatis and N. gonorrhbeae may be enhanced by using 

a cytobrush (not approved for use in pregnancy) to obtain an endocervical 
specimen for a diagnostic test for C. trachomatis and a rectal swab for a 
diagnostic test for N. gonorrhoeae 

• consider obta.ining a complete blood count, differential count and erythrocyte 
sedimentation rate or C-reactive protein level at the initial evaluation for 
ancillary support of the diagnosis of acute PID and to aid in evaluating the 
response to treatment. Jn many cases PID may be present when these tests are 
normal. 

• the serum level of B-human chorionic gonadotropin (HCG) should be 
determined to exclude ectopic pregnancy unless pregnancy is unlikely (if this 
test is not available, a urine pregnancy test may be obtained, but the result is 
negative in up_to 50% of women with ectopic pregnancy because of variable 
amounts of HCG in the urine) 

• ultrasound may be normal and does not rule out PID 
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PID (cont'd) ..... 

Management 
• it is essential to differentiate PID from other diseases but appropriate 

therapy should not be withheld from patients when the diagnosis is 
equivocal 

• early treatment is essential and shouW NOT be delayed while the patient 
is waiting to be hospitalized or advice is being sought ,,,.-:-

Refer for hospital admission and evaluation by a specialist when: 
• atypical findings are present OR 

· • an adnexal mass or tuba-ovarian abscess is present OR 
• moderate to severe illness OR ,. 
• patient is unable to tolerate oral medication OR 
• patient is immunocompromised (including IDV infection) OR 
• patient is pregnant OR 
• surgical emergency such as ectopic pregnancy and acute appendicitis 

cannot be excluded 

Outpatient management is acc~ptable when: 
• typical findings are presenttAND 
• mild to moderate illness AND 
• if patient can tolerate oral medications AND 
• patient is judged likely to be compliant 

BUT 
• ALL PATIENTS 1REATED AS OUTPATIENTS SHOULD BE 

RE-EVALUATED 48 ro·n HOURS AFTER THE INiTIAL 
ASSESSMENT AND 

• 1HOSE WHOSE CONDITION HAS NOT IMPROVED SHOUID BE 
ADMITIED TO HOSPITAL AND EVALUATED.BY A 
SPECIALIST 

Special considerations 

Adolescents with PJD: 
• hospitalization is strongly reconunended for all adolescents with PID as 

they are at increased risk for sequelae, as compliance with both medical 
regimens and .appointments may be a problem and optimal treatment 
cannot be guaranteed on an outpatient basis 

• if an adolescent is treated as an outpatient, then to aid compliance 
treatment regimens should be as simple as possible 

• confidentiality of medical services must be assured in a hospital setting 
for all adolescent patients; otherwise, they may not seek appropriate 
treatment for STD 
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PID (cont'd) ..... 

Patients with an IUD: 
• IUD should not be removed until after therapy is initiated and patient is 

responding 
• in mild or moderate cases the IUD should be removed at first follow-up 
• consider leaving IUD in place only if risk of pregnancy is high 
• contraceptive counselling will be necessary when IUD is removed 

·Pregnant women: ,. 
• require hospitalization because of the need to very carefully consider 

other diagnoses as PID is rare after the first trimester 

Immunocompromised women: 
• women with HIV infection may be at increased risk of developing PID 
· after infection with N. gonorrhoeae and may have a delayed 
response to treatment . 

• women with HIV and PID shoulCl'be hospitalized and treated 
expeditiously 

Prevention 

• Primary prevention of infection is a critical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 

• · All patients with PID should be counselled regarding their future risk of 
PID and infertility · 

Reporting, contact tracing and follow-up 

• patients with conditions that are notifiable according to provincial and 
territorial laws and regulations should. be reported to the local public health 
authority 

• when treatment is indicated for the index case, all partners who have had 
sexual contact with the index case (within the 30 days prior to onset of 
symptoms if N. gonorrhoeae is detected, longer if the case is asymptomatic 
or the history warrants, and within at. least 6 weeks if C. trachomatis is 
detected) should be located, clinically evaluated and treated appropriately. 
Persons treated for gonococcal infections should also be treated for chlamydia. 

• a high proportion of infected male partners may be asymptomatic 
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PID {cont'd) ..... 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing, treatment and health education 

• a Papanicolaou smear should be obtained, if appropriate, when the PIO has 
resolved (see page 182) 

Treatment 

• therapy must be directed against major pathogens with a combination of 
antimicrobial agents. Single antimicrobial regimens are NOT adequate. This 
is especially true for single-agent, penicillins or single-agent cephalosporins 

• all therapeutic regimens should be highly effective against N. gonorrhoeae 
and C. trachomatis 

• treatment is complex and in some situations controversial 
• the sequelae of PID are serious and, therefore, strong consideration should be 

given to using a comprehensive regime on discharge from hospital or for 
outpatient treatment 

• a regimen with broader antimicrobial activity should be considered when 
concomitant infection with anaerobes and colifonns (see Etiology above) is 
likely, i.e., with: 

adnexal mass fonnation 
severe PID 
chronic PID 
PID in a female > 25 years of age 
IUD 
previous history of PID 
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PID {cont'd) ..... 

Treatment (cont'd) ..... 

Hospitalized patients (for pregnant women see below) 

In-pollenl therapy 

Preferred: 
• cefoxitin(a) 2 g IV 8 hourly 

PLUS 
doxycycline 100 mg IV or orally x 2/day for at least 4 days and at least 48 hrs after 
improvement 

Alternative: 
In women with adnexa1 mass formation consider using 
• cllndamydn 900 mg IV B hourly 

PLUS 
gentamicin 1.5 mg/kg IV 8 hourly for at least 4 days and at least 48 hrs after 
improvement (serum gentamicin concentrations should be monitored) 

Therapy afll'I" discharge 

• doxycycline 100 mg orally !l 2/day to complete at least 14 days or treatment 
PLUS 
one of the following regimens if appropriate: 

If gonococcal infection is diagnosed by Gram ftaln or culture OR 
where there is an increased risk of gonococcal infection(b) 

ADD 
• cefiidme 400 mg orally x 2/day to complete at lea.st 14 days of treatment 

OR 
• ciprofloxadn 500 mg orally x 2/day to complele at least 14 days of treatment 

OR 
• onoxacln 400 mg orally x 2/day to complete at least 14 days of treatment 

For women ~ith adne_xal mass formation, tuba-ovarian absce.~s or peritonitis 
ADD 

• celixlme 400 mg orally x 2/day to complete at least 14 days of lrel!lment 
OR 

• amoxicillin·clavulanate 500 mg orally x 3/day to complete at least 14 days of trealment 
OR 

• metronidazole 500 mg orally x 3/clay to complete at least 14 days of treatment(c) 
OR 

• clind11mycin 300 mg orally x 3/day to complete at least 14 days of treatment 

For women al higher risk of anaerobic infections, i.e., > 25 years of age, presence of IDD, 
previous history of PID 

STRONGLY CONSIDER ADDING 
• metronidazole 500 mg orally x 2/day to complete at least 14 days of treatment(c} 

(a) other cephalosporins (such as ceftizoxime and cefotetan), which provide adequate coverage 
against gonococci and other facullative gram-negative aerobes and anaerobic bacteria, may be 
utilized in appropriate doses 

(b) street youth, previous STD, sexual contact with person with proven infection or compatible 
syndrome 

(c) advise patients taking me1.ro11idazole NOT to take any alcoholic beverages during therapy and 
for 48 hrs: pnsl-lreattnent to prevent tt Antabuse"-like reaction. Metronidazole is not recommended 
during the first trimester of pregnancy. , 
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PID (cont'd) ..... 

Treatment (cont'd) ..... 

Pregnant Women(a) 

• the treatment regimen above should be followed, hut dox.ycyc!ine should be replaced by 

erythromycin 2 g/day orally in divided doses for al least 10-14 days •. 
if not tolerated, erythromycin 1 g/day orally in divided doses for 14 days, may be 
subsli1u1ed (erythromycin esto!ate is contrnlndkated in pregnancy)(b) 

(a) PID is rare after 1he first trimester 
(b) erythromycin dosages refer to the use of erythromycin base. Equivalent dosages of other 

fonnulations (e~cept estolate) may be substituted. 
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PID (cont'd) ..... 

Treatment (cont'd) •...• 

Non-hospitalized patients 

Preferred: 
• ceftrlaxone 250 mg IM in a single dose 

PLUS 
doxycycline 100 mg orally x 2/day x 14 days 

Alternotive.s (in alphabetical order): 
• cefixime 800 mg orally in a single dose 

PLUS 
doxycycline 100 mg orally x 2/day x 14 days 
OR 

• clproftoxacin 500 mg orally in a single dose 
PLUS 
doxycydine 100 mg orally x 2/day x 14 days 
OR 

• oftoxacln 400 m11 orally in a single dose 
PLUS 
doxycydine 100 mg orally x 2/day x 14 days 

If gonococcal infection is diagnosed by oratn' stain or culture OR 
where there is an increased risk of gonococcal lnfilclion(b) 

USE 
• cefixime 400 mg orally x 2/day x 14 days 

PLUS 
doxycycllne 100 mg orally x 2/day x 14 days 
OR 

• clprofloxacln 500 mg orally x 2/day x 14 days 
PLUS 
doxycycline 11111 mg orally x 2/day x 14 days 
OR 

• oftoxadn 400 mg orally x 2/day x 14 days 
.PLUS 

doxycycline 100 mg orally x 2/day x 14 days 

(b) slreet youth, previous STD, sexual contact with person with proven infection or compatible 
syndrome 
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Definition 
• inflammation of the vagina with a mucopurulent or 

purulent vaginal discharge in a prepubertal girl 
• prepubertal vaginitis should not be confused with 

prepubertal vulvitis, in which there may be irritation 
. but no discharge 

Etiology 
• the most important infectious causes of prepubertal 

vaginitis are: 
group A streptococci (not an STD) 

- Neisseria gonorrhoeae 
- Chlamydia trachomatis 

• other causes include: 
herpes simplex virus (HSY) 

- Trichomonas vaginalis 
- Shigel/a sp. (not an STD) 
- foreign body, with or without overgrowth of 

normal flora (the commonest cause) 
trauma , 

• identification of N. gonorrhoeae; C. trachomalis, 
-HSY or T. vaginalis should prompt evaluation for 
possible sexual abuse. The role of other causes of 
prepubertal vaginitis including bacterial vaginosis as 
markers for sexual- abuse is less clear and if 
diagnosed other symptoms or signs of abuse should 
be sought carefully and depending upon results, cases 
should be referred for evaluation 

• the normal vaginal flora in prepubertal girls may 
include Escherichia coli, Staphylococcus aureus, 
Haemophilus infiuenzae, Proteus spp., Neisseria 
meningitidis, Klebsiel/a ~pp., Pseudomonas 
aeruginosa and non-group A streptococci 

Clinical clues 
• the normal non-estrogen stimulated vaginal squamous 

epithelium is susceptible to infection with chlamydia 
and gonorrhea, therefore, vaginal NOT endocervical 
specimens should be colle~ted 
speculum examination is NOT indicated in 
prepubertal girls unless there is unexplained bleeding 
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Prepubertal Vaginitis (cont'd) ..... 

Clinical clues (cont'd) ..... 
symptoms and signs: 
any of the following should prompt evaluation for prepubertal vaginitis: 
- vaginal discharge 
- perineal irritation -~ 

• indications to refer prepubertal girls with vulvovaginitis to a specialist: 
bloody vaginal discharge 
foul vaginal discharge 
physician inexperienced in vaginal examination of .this age group 

- persistent discharge after appropriate therapy 
persistent vulvitis after one month of good hygiene measures 

Specimen collection and laboratory diagnosis 
• genital specimens should be taken from prepubertal girls only when it is 

necessary. It is vital to ensure that the child is not traumatized by the 
taking of specimens. 

• if the presence of a foreign body has been excluded, vaginal swabs (not 
cervical) could be obtained: 

one swab can be used for a stained smear (usually Gram stain) and for 
culture of N. gonorrho~&~. group A streptococci, Shigella sp., and 
T. vagina/is (if available) 
a second swab can be used for cultures of C. trachomatis 
a further swab is necessary for HSY, if genital herpes is suspected 
where possible, and if necessary, a swab could be taken for a saline wet 
mount for a diagnostic test for Trichomonas vagina/is and for diagnosis of 
bacterial vaginosis with identification of clue cells (epithelial cells with 
granular appearance caused by adherent bacteria) 

• in addition, pharyngeal and rectal swabs can be obtained for culture of 
N. gonorrhoeae and C. trachoinatis 

NOTES 
• if culture is not available for N. gono,rrhoeae, C. trachomatis, or HSY, a non­

culture, organism-Sp\:cific test may have to be substituted but is less than ideal 
particularly for C. trachomatis. False positivity of non-culture tests may be as 
high as 50% in this low prevalence age group. This adds to the difficulty in 
assessment for possible child abuse. Non-culture test results are not usually 
acceptable for medicb-legal purposes. 

• alert the' laboratory to take special care with the specimens, to document the 
results as thoroughly as possible;:, e.g., degree of test positivity if a non-culture 
test is used, and to save any pathogenic isolates for submission to reference 
-laboratory 

• if sexual abuse is suspected, the suspected abuser(s) should also be evaluated 
with the most specific tests. The labo~atory should be notified about the 
importance of the specimens and should be asked to save any pathogenic 
isolates. 

• see section on Forensic Evidence, page 201 
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Prepubertal Vaginitis (cont'd) ..... 

Reporting, contact tracing and follow-up 

• reporting sexual abuse: 
sexual abuse of children must be reported to the local child protection 
agency · .,.,,.. 

• patients with conditions that are notifiable according to provincial and ·- · 
territorial laws and regulations should be reported to the local public health 
authority 

• the duration of time that a perinatally transmitted STD can per§ist varies with 
different pathogens. It is not definitely known for any pathQgen. 

• the likelihood that a specific STD diagnosed in a child was sexually 
transmitted by oral-genital, genital-genital or ano-genital contact varies with 
different pathogens 

• tqe likelihood of child sexual abuse, rather than persistent perinatal 
transmission, has caused an infection should be strongly considered with: 
- Neisseria gonorrhoeae infection in a child > 1 month of age and 

particularly> 6 months of age 
genital or rectal chlamydia! infection > 6 months of age, although 
perinatally acquired chlamydia! ipfection may colonize an infant for ,,. . 
possibly up to 3 years . 
genital or perianal herpes simplex .virus infection > 3 months of age, 
although alternative routes of transmission should be considered 
genital Trichomonas vaginalis infection> 6 months of age, although there 
may be non-sexual means of transmission 

• expert advice should be sought in such cases 

• the sexual contact of the index case should be located, clinically evaluated and 
treated appropriately 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing and treatment 

• follow-up must be arranged and repeat diagnostic testing for N. gonorrhoeae 
and C. trachomatis should be carried out 

• follow-up is to ensure that the STD has been treated adequately so that, if 
there is a recurrence, it is diagnosed as a reinfection not a "relapse". The 
conduct of the re-examination must take into account the psychological state 
of the child. · 
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Prepubertal Vaginitis (cont'd) ..... 

Management and treatment 
contact known to be positive for N. gonorrhoeae or C. trachomatis, or both: 

treat the child according to the organism(s) detected or syndrome 
diagnosed in the contact 

contact not known to be positive for N. gonorrhoeae or C. trachomaf.ls 
results of Gram stain available: 

gram-negative intracellular diplococci presents: treat for prepubertal 
vaginitis due to N. gonorrhoeae and C. trachomatis 
gram-negative intracellular diplococci not detect~d: defer antimicrobial 
treatment until the microbiological results are available. If the results are 
positive, treat according to the results. 

results of Gram stain not available: 
defer antimicrobial treatment until the micmbiologic results are 
available. If the results are positive, treat according to results. 

N. gonorrhoeae Preferred(a): 
• eefixlme 16 mg/kg/day orally in a single dose (max 800 mg) 

PLUS erylhromycln 40 mg/kg/day orally (max 2 g/dny) in divided doses for 
7 days(b) 
OR 
if isolote known 19 be susceptible 
amoxicillin or1a:Upieillin SO mg/kg orally (max 3 g) 
PLUS probenecid 25 mg/kg orally (max I g) in a single dose 
PLUS erylhromycln 40 mg/kg/day orally (max 2 g/day) in divided doses for 
7 deys(b) 
OR 

• ceftriaxone 125 mg IM in a single do« 
PLUS erylhromycin 40 mg/kg/day orally (max 2 !'/day) in divided doses for 
7 days(b) 

Alternarfre: 
• speclinhmycln 40 mg/kg IM (max 2 g) as • single dose 

PLUS 
erythromycin 40 mgi1cg/day orally (max Z g/day) in divided doses.for 
7 days(b) 

C. trachomalir • erylhromycln(b) 40-50 mg/kg/day orally (max 2 g/day) in divided doses for 7 
days(b) 

T. vaginalis • metronidazole 15-20 mg/kg/day orally in 3 dMded dmcs (m•x 250 mg x 
3/day) for 7 days 
OR 
metronidawle 40 mg/kg orally (mox 2 g) in single dose 

Baclerial vaglnosls •· melronidazole 15-20 mg/kg/day orally in 3 divided doses (max 250 mg x 
3/day) for 7 days 

Herpes simplex primory infection: 
virus (see section on HS V infection, page I07) 

recurrem:es: 
.Csce section on HSV infection, page 107) 

(a) oral theropies are preferred in Ghildren. Recom rnendalions for the use of cefixime •re based on dotn •howing 
effic-acy in the treatment of infections caused by organisms- similnr to N. gonorrhol"ae. As there is limited 
experience with the use of cefixime in children with gonococcal infections. antimicrobia~ sus:('cptibility must 
be oscertRined and follow-up cultures for tesl-of-cure obtained. 

(b) may use doxycycllne 100 mg orally x 2/day or lelracydine 500 mg orally x 4/day for 7 days if> 9 years 
of ugo. Erylhromycin dosages refer 10 the u.•e of erythromycln base. Equivalent do.ages of other formulations 
may be substiMed. 
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Definition 

• inflammation of the vulva or vagina, or both, with 
erythema, edema or ulc:;ers of the vulva, ei.-ythema of 
the vaginal walls or excessive vaginal discharge, in 
association with an unpleasant vaginal odour, vulvar 
or. vaginal itch, external dysuria or introital 
dyspareunia 

Epidemiology /Etiology 

• among the most common problems in clinical 
medicine 

• the number of identified cases of vaginitis other than 
trichomoniasis has increased in the last 20 years. 

Causes 
vaginitis: 
• Candida sp. and other yeasts 
• Trichomonas vaginalis 
• non-infectious causes, e.g., foreign body, chemical or 

traumatic 
• hypersensitivity 
bacterial vaginosis: 

·' / 

• mixed infection with vaginal aerobic and anaerobic 
bacterial 

vulvitis: 
• Candida sp. and other yeasts 
• herpes simplex virus (RSV) 

NOTES 
• only T. vaginalis and HSV have been clearly 

associated with sexual transmission 
• the cause of vagina,l discharge cannot be identified in 

up to 50% of patients 
• Gardnerella vaginalis, Group B streptococci and the 

genital mycoplasmas by themselves do NOT cause 
vaginitis 
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Vulvovaginitis in Adolescents and Adults (cont'd) ..... 

Clinical clues 
~------

Syndrome History Symptoms Signs 

Candidiasis . current or recent . itch . mild to 
use of antibiotics . external dysuria moderate ..~. . corticosteroids erythema and 
(systemic or edema of 
topical use in vagina and 
genital area) introital region . diabetes mellitus . HIV infection . honnonal, e.g., 
oral contraceptive 
use 

Trichmmmiasis . history of new . symptoms: 
sexual contact or painful, itchy, 
multiple sexual foul smelling 
partners vaginal 

discharge 

Baclerial vaginosi.s .... . symptomatic 
grey to white 
vaginal 
discharge plus 
nn amine 
("fishy") smell 

Specimen collection and laboratory diagnosis 

Genital and speculum examination 
Vaginal specimens 
• obtain vaginal swabs for: 

a slide for a stained smear (usually Gram stain) 

~ . vaginal 
, . discharge that 

is clumpy nnd 
adherent 

vaginal 
erythema and 
discharge 
rHUging from 
white to green 
and frothy 

. grey lo white 
adherent 
vaginii.l 
discharge plus 
an amine 
(''fishy") smell 

a wet mount (saline preparation) for a diagnostic test for T. vagina/is and 
for diagnosis of bacterial vaginosis with identification of clue cells 
(epithelial cells with granular appearance caused by adherent bacteria) ' 
a potassium hydroxide (using 10% KOH) preparation, including an amine 
odour test (whiff test) 
pH test (normal p_H < 4.5) 

• rule out mucopuruJent cervicitis (see section on Cervicitis, page 19) 
Re-examinations 
• a complete laboratory evaluation is not necessary for patients with recurrent 

candida vaginitis 
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Vulvovaginitis in Adolescents and Adults (cont'd) ..... 

Tests for other STD 
consider obtaining a blood sample for serologic testing for syphilis 
(see section on Screening, page 155) 
consider HIV screening 

HIV testing should always be accompanied by pre-test and post-test ,:-­
counselling (see page 174) 
(see section on Screening, page 155) 

immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAg] and surface 
antibody [HBsAb]) should be considered pre-immunizati6n 
(see section on Hepatitis .B. page 63) 

Pitfalls in Diagnosis and Management of Vaginitis 

• Wrong diagnosis: 
... misdiagnosis of ceiviciris 
- inadequate history 

patient not examined 
- specu !um examination omitted 
- vaginal specimen not taken ;· 

• hteffective initial therapy 
• Reinfection (trichomoniasis): 

- partner not lrellled 
- new sexual contact 

• I'cor patient compliance 
• ·Chemical vaginitis associated with topical treatment 

~eportingt contact tracing and follow-up 

• causes of vaginitis are not notifiable by physicians or laboratories to local 
public health authority 

• contact tracing for partners of cases of vaginitis is not routine except that 
male sexual partners ofcases of trichomoniasis should be seen by a physician, 
examined for.STD and treated with metronidazole 2 g orally in a single dose 

• follow-up is not necessary unless clinically indicated, if a recommended 
treatment is taken and signs and symptoms disappear 

41 



Vulvovaginitis in Adolescents and Adults (cont'd) ..... 

Management and treatment 

Vulvovaglnal candldi~sis(a) (VVC) 

Laboratory findings Treatment 

. Gram stain shows polymorphonuclear 
~~~r 

if asymptomatic, treatment is unnecessary 
leucocytes (PMNs) and budding yeast . similar results seen with 10% KOH and if symptomatic: 
saline wet mount . miconawle or clotrimazole 100 mg . . positive culture for candida (cream or ovule) intravaginally daily for 

, 7 days 
OR . miconazole or dotrimazole 200 mg 
intravaginally daily for 3 days 
OR . clotrimazole 500 mg tablet 
lntravaginally in a single dose 
OR . fluconazole 200 mg orally in a single 
dose (contraindicated in pregnancy) 

-' male sexual partner should only be treated if , 
candida balanitis is present ~ use miconazole 
or clotrimazole cream applied x 2Jday for 7 
days 

(a) recurrent VVC requires investigation for underlying causes and different therapelllic strategies. 
Specialist advice may need to be sought. 

Bacterial vaglnosis 

Laboratory findings Treatment 

vaginal pH > 4,5 . If asymptomatic, treatment is unnecessary . positive whiff rest ("fishy" amine odor on 
10% KOH examination). Prefe/'/'ed: . Gram stain showing a Jack of . metronidazole 500 mg orally x 2/day x 
inflammatory cells with characteristic 7 days(b) 
clue cells (epithelial cells with granular - pregnant and lactating women, see 
appearance caused by adherent bacleria) page 43 
and a decrease in gram-positive rods 

Alternalive: . clindamycin JOO mg orally x 2/day x 7 
days (can be used in pregnancy) 

male sexual partner: 
treatment not recommended 

' 
(b) advise patients NOT to take any alcoholic beverages during therapy and for 48-hr post-rreatment 

to prevent "Antabuse"-like reaction 
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Vulvovaginitis in Adolescents and AduJts (cont'd) ..... 

Management and treatment (cont'd) ..... 

Vaginitis caused by T. vaginafis 

Laboratory findings Treatment 

. saline wet mount reveals motile ireat all cases regardless of symptoms 
flagellates with PMNs . pH is> 4.5 Preferred: . culture may be helpful - if available •. metronldazole 2 g orally in a single 

dose(b) 

Alternative: . metronidazole 250 mg orally x 3/day x 
7 days(b) 

pregnant women: 
it is suggested that metronidazole not be 
used during the !st trimester . clotrimazole 100 mg (cream or ovule) . intravaginally daily for 6 days may 

suppress symptoms 
,, .. 

lactating women: . metronidazole 2 g orally single d0se(b) 

- some expem suggest withholding 
breast reeding for 24 hrs 

male sexual paxtner: . examine for STD and treat with 
metronldazole 2 g orally in a single 
dose(b) 

(b) advise patients NOT to take any alcoholic beverages during therapy and fur 48-hr post-treatment 
to prevent "Antabuse"-like reaction 
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Epidemiology/Etiology 

• purulent conjunctivitis occurs in < 1 % of neonates in 
Canada 

• maternal SID related causes: Chlamydia trachomatis, 
Neisseria gonorrhoeae, herpes simplex virus (HSV) 

• STD-related cases more common with 
prolonged rupture of membranes 
prematurity 
maternal history of STD 
no prenatal care. 
adolescent mother 

• decreased prevalence of gonococcal neonatal 
ophthalmia with routine eye prophylaxis 

• may occur despite eye prophylaxis 
• most common non-STD causes: Staphylococcus 

aureus, chemical conjunctivitis 

% nwnobd ln<llbBllon Sl!Vully of Assu•iilled 
conJuncllvllb period C<>njunCtlvllb proble""' 

Ch1.tun1dia 10-20% ' 5·14 day$ ++ •• pneumonitis 
tnr•h•matiJ 

.. 
3 wk&-3 I' 

montl'ls 

N1w1ri4 < l'ft. 2.5 days +++ dli .. minaled 
ganorrhotal infection 

··-· 
He.rpes <l'lb 7·14 day> + disseminBted 
simpleJ: infe.:tion 
virus 

Specimen collection and laboratory diagnosis 

• C. , tracl}omatis: scraping from lower palpebral 
conjunctiva and nasopharynx aspirate for culture 
and/or non-culture diagnostic test 

• N. gonorrhoeae: Gram stain and bacterial culture of 
purulent discharge 

• HSV: viral cultu_res of conjunctiva, mouth secretions 
and fluid and scrapings from any skin lesions. 
Electron microscopy for rapid diagnosis if scrapings 
from skin vesicles are available. 

• ser<?logy in mother and infant to rule out possibility of 
co-infection with syphilis or HIV. If HIV antibody 
test is positive in a neonate, this does not necessarily 
mean infection of the infant (see section on HIV 
infection in children, page 125). 
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Ophthalmia neonatorum (cont'd) ..... 

Prevention 

• chemoprophylaxis or antimicrobial prophylaxis should be administered as !iQOrl 

as possible after delivery ~d preferably within one hour after birth. Tubes 
and ampules should NOT be used for more than one patient. 

·~~: ~ 
erythromycin 0.5% ophthalmic ointment 
OR 
tetracycline 1 % ophthalmic ointment 
OR 
silver nitrate 1 % ophthalmic ointment 

• NONE of these measures will prevent all cases of gonococcal or chlamydial 
eye infection 

• if prophylaxis is not given, adequate infant follow-up should be ensured 

NOTE 
if routine prophylaxis against ophthalmia neonatorum is not used, then 
screening for C. trachomatis and N. gonorrhoeae should be carried out during 
pregnancy and appropriate treatment given 

;"':j.. 

Reporting, contact tradng and follow-up 

• patients with conditions thp.t are notifiable according to provincial and 
territorial laws and regulations should be reported to the local public health 
authority · 

• the mother and her sexual partners should be located, clinically evaluated and 
treated appropriately 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing, treatment and health education 
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Ophthalmia neonato,rum (cont'd) ..... 

Management and treatment 

Infection with C. trachom11tis 

Duriugftrsr week of life: 
infants < 2000 g 
• erythromycin 20 mg/kg/day orally in divided doses 
infants > 2000 g 
• erythromycin 30 mg/kg/day orally in divided doses 

> 1 week ta 1 mant/1 
• erythromycln 40 mg/kg/day orally in divided doses 

> I month 
• 'erylhromycin 40 mg/kg/day orally in divided doses (max 500 mg x 4/day) 

lhe above regimens should be given for at foast 14 days 

Note: 1opical therapy alone for conjunctivi1is is NOT adequate 

Infection with N. gonorrhoea11 

'. 
hospitalize and instilule appropriate infec1io1I control precautions until 24 hrs of effec1ive 
lherapy complcled 
• cullure eye discharge, blood (CSF only if evidence of systemic disease) 
• irrigate eyes immediately wilh sterile nonnal §aline and at least hourly as long as 

necessary to eliminate discharge 
• consult wilh a specialist as soon as possible 

Preferred initial theropy 
certriaxone 25-50 mg/kg/day IV or IM for 7 days 
PLUS 

• erythromycin al age-appropriate doses (see above) for l4 days 

Note: topical therapy alone far conjunctivitis ls NOT adequate 
addirional topical antibiotics are not necessary for lhe treatment of gonococcal 
conjunctivitis 

Infection with herpes simplex virus (see also seclion on HSY infection page 107) 

hospitalize and isolate 
• consultalion with pediatric and ophthalmologic speciolists is suggested 
• acyclovir 30 mg/kg/day IV 1-2 hour infusion x J/day for 14 days 

PLUS 
trinuridine or acyclovir or other an1i-herpes ophthalmic solurion x. 2/day for 14 days 

NOTE: erythrornycin dosages refer to the use of erythromydn base. Equivalent dosages of other 
formulations may be substituted. 
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Definition 

• inflammation of the epididymis manifested by acute 
onset of unilateral testicular pain and swelling, often 
with tenderness of the epididymis and vas deferens 
with erythema and edema of !he overlying skin 

NOTE 
• when epididymitis is accompanied by urethritis, it is 

presumed to be a sexually acquired infection; 
however, the urethritis may be asymptomatic and, 
therefore, overl~oked 

CAUTION 
• It is important to consider non-infectious causes of 

scrotal swelling, such as trauma, torsion of the 
testicle, and tumour. Torsion of the testide is a 
surgical emergency. 

Epidemiology 

• it is uncommon for males to present with epididymitis .. 
to STD clinics in Cana~a " 

• complicates < 1 % of identified sexually transmitted 
urethritis 

• US data suggest that it is a frequent problem in young 
males 

Etiology 

Sexually active men <: 35 yrs S1>xually active men > 35 yrs 

. Chlamydia lrachomatis gram-negative aerobes 

• Neisseria gonorrhoeae . other classical urinary tract 

. With structural 
pathogens 

abnormalities of the urinary 
. less frequent 

tract: 
- C. trachomatis 

facultative gram-negative 
N. gonorrhoeae 

aero bes 
other classical urinary 
tract pathogens 

Special considerations in chlldren 

sexually transmitted epididymitis is not known to 
occur in prepubertal boys. If symptoms and signs 
consistent with epididymitis occur in a prepubertal 
boy, torsion of the testicle must be excluded. This is 
a surgical emergency. 
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Epididyrnitis (cont'd) ..... 

Clinical clues 

any of the following should prompt evaluation for epididymitis: 
• painful unilateral scrotal swelling 
• unilateral scrotal swelling or tenderness, or both, possibly with erythema and 

edema of the overlying skin -~ 

• obtain history (see section on Optimal History and Examination, page 171) 
with special attention to eliciting information on: 

sexual activity 
recent history of trauma 
known or suspected structural or functional abnormalities of the urinary 
tract 

CAUTION 
• If torsion of the testicle is a possibility, the patient should immediately be 

referred to a specialist in urology. 

' , . 
Specimen collection and labofatory diagnosis 

Genital examination 
• perform a genital examination, with careful examination for urethral discharge 

and careful palpation of the scrotal contents 

Meatal and urethral specimens 
• if patient is sexually active or has been sexually active in the previous 6 

months 
WITH meatal discharge take: 

meatal swab for a slide for a stained smear (usually Gram stain) and for 
a diagnostic test for N. golUJrrhoeae · 
endourethral swab for a diagnostic test for C. trachomatis 

WITHOUT meatal discharge take: 
- endourethral swab for a slide for a stained smear (usually Gram stain) and 

for diagnostic tests for C. trachomatis and N. gonorrhoeae 

Urine culture 
• for all patients (whether or not they are or have been sexually active) obtain 

a mid-stream urine specimen for Gram stain of unspun urine and for routine 
culture for aerobic urinary tract pathogens 
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EpididymUis (cont'd) •..•• 

Specimen collection and laboratory diagnosis (cont'd) ..... 

Tests for other STD 
• consider obtaining a blood sample for serologic testing for syphilis 

(see section on Screening, page 155) 
• consider HIV screening '"-

-- HIV testing should always be accompanied by pre-test and post-test 
counselling (see page 174) 
(see section on Screening, page 155) 

immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [lIBsAg] and surface 
antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 

NOTE 
• when technical expertise is available, in some cases an aspirate may be 

obtained directly from the inflamed epididymal region for a smear and for 
diagnostic tests for C. trachomatis, N. gonorrhoeae and aerobic organisms 

.: 
Reporting, contact tracing and fol(ow-up 

• patients with conditions that are notifiable according to provincial and 
territorial laws and regulations should be reported to the local public health 
authority . 

• when treatment is indicated for the index case, all sexual partners of patients 
with presumed sexually acquired epididymitis should be clinically evaluated 
and treated with a similar regimen, except that the duration of treatment is as 
for uncomplicated infection, i.e., total of 7 days 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing, treatment and health education · 

• follow-up should be arranged, but if a recommended treatment is given and 
taken, symptoms and signs disappear and there is no re-exposure lo an 
untreared partner, repeat diagnostic resting for N. gonorrhoeafi, and C. 
trachomatis is not routinely recommended 

Prevention 

• Primary prevention of jnfection is a critical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 
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Epididymitis (cont'd) ..... 

Management and treatment 

Depends on availability of results of the stained smears of urethral secretions ·and 
urine 

Results available 
""' 

Smear of ure1hral secretions shows a mean • !real for epididymitis due to 
of ~ 4 polymorphonuclear leucocytes N. gonorrhoeae and C. trachomaris: 
(PMNs)/field (x 1000) in 5 fields and gram-
negative intracellular diplococci • ceftrialCone 250 mg IM in a single 

dose(a) 
PLUS 
doxycycline 100 mg orally x 2/day for at 
least 10 days OR tetracycline 500 mg 
orally x 4/day for at least IO days 

Smear of urethral secretions shows a mean • treat for C. trachomatis epididymitis alone 
of ~ 4 PMNs/field (x 1000) but no gram-

Preferred: negative intracellular diplococci 
• doxycycline 100 mg orally x 2/day for a1 

least 10 days OR tetracycline 500 mg 
orally x 4/day for al least 10 days 

' • for ahemalive drugs see page 96. Treat / 
for at least JO days. 

Smear of urethral secretions shows a mean • treat as fOr a urinary tract infection 
of< 4 PMNs/field (x IOOO) but the stain of 
unspun urine shows PMNs and one or more 
bacteria/field (x 1000) 

Neither smear nor urine shows PMNs • defer antimicrobial treatment and 
immediately re-evaluate for torsion of 
the testicle 

Results not available 

Urethral discharge detected • treat for epididymitis due to 
N. gonorrhoeae an:i C. rrachomatis 
and await resulrs: 

• ceflriaxone 250 mg IM in a single 
dose( a) 
PLUS 
doxcycline 100 mg orally lC 2/day for at 
least 10 days OR tetracycline 500 mg 
orally lC 4/day for at leas! 10 days 

No urethi;al discharge detected • immediate referral for microbiological 
evaluation and additional tests, as 
needed, if torsion of the testicle is a 
possibility 

(a) ceftriaxone may be subslitulcd by the preferred oral regimens for the treatment of gonococcal 
infecrions, see page 88 

52 



Definition 

• . inflammation of the prostate with an increased 
number of polymorphonuclear'leucocytes (PMNs) in 
prostatic fluid AND in bacterial prostatitis, an 
increased number of bacteria in prostatic fluid or 
urine (obtained after prostatic massage) compared 
with the first-void and mid-stream urine 

Epidemiology 

• before the introduction of antimicrobials, gonococcal 
infection was an important cause of prostatitis 

• now microbiologically documented prostatitis caused 
by recognized sexually transmitted pathogens is 
exceedingly rare 

• prostatitis is included here to assist health care 
providers in management of males who present with 
genital symptoms 

Special considerations in children "' ' 

• prostatitis does not occur in prepubertal boys 

Etiology 

Usual causes Potential or rare causes 

• facultative gram-negative • gram-positive urethral 
urinaiy pathogens organisms 

e.g., Escherichia coli e.g" coagulase-negative 
and Proteus spp staphylococci and 

diphlheroids 
• Trichomonas vagina/is 
• genital mycoplasmas 
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Prostatitis (cont'd) ..... 

Clinical clues 

Any of the following should prompt evaluation for prostatitis: 

Symptoms acute bacterial • sudden onset of chills, fever and malaise with frequency, 
difficulty voiding and, qccasionally, acute retention -,_ -

other • frequency, urgency or nocturia 
• dysuria 
• difficulty starting the urinary stream, poor flow of urine 

and/or post-void dribbling 
• sensation of fullness in the rectum 
• pain in the perineum, suprapuliic region, or rectum 
• ejaculate of abnormal colour or consistency 
• post-ejaculation pain or hemosperrnia 
• rarely, a urethral discharge, sometimes only noted with 

bowel movements. 

Signs • perinea! tenderness 
• unusual prostatic tenderness 
• "bogginess" of the prostate 

Note: tenderness and "bogginess" of the prostate are not 
necessarily present with proven bacterial prostatitis and its 
pi;.sence does not establish a diagnosis of prostatitis 

Specimen collection and laboratory diagnosis 

• perform a genital examination, particularly to detect any urethral discharge, 
to evaluate the. scrotal contents and to elicit perineal tenderness 

• if suggested by the history OR if a urethral discharge 
OR epi<lidymal inflammation is detected: 
- evaluate for uretluitis or epididymitis (see sections on Urethritis, page 13 

and Epididymitis, page 49) 
• if practical, collect the following specimens sequentially in sterile containers: 

the first 10 to 15 mL of urine for culture including 7 to 8 mL of urine for 
centrifugation to examine the sediment for pyuria 
a mid-stream urine for culture, including 7 to 8 mL for centrifugation to 
examine the sediment for pyuria 

• EXCEPT when acute baderial prostatitis is strongly considered: 
perform a rectal examination to evaluate the prostate and massage it to 
attempt to express prostatic secretions for direct microscopy to evaluate for 
number of PMNs, for motile trichomonads and for culture 
collect the next 10 to 15 mL of urine for culture, including 7 to 8 mL for 
centrifugation to examine the sediment for pyuria 

NOTES 
• for culture of fluids, the laboratory should be requested (telephoned or 

arranged in advance) to inoculate media that will grow classic urinary tract 
pathogens and to use a 0.1 mL inoculum as well as the standard 0.001 mL of 
inoculum 
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Prostatitis (cont'd) ..... 

NOTES (cont'd) .•..• 
• if acute bacterial prostatitis is a possibility, blood cultures should be obtained 

and prostate examination deferred 

Interpretation of laboratory results 
• a positive culture is one in which there is a significant (usually 10-fold rft 

greater) increase in the number of one or more tYPes of bacteria in the 
prostatic fluid or the urine obtained after prostatic massage compared to the 
first void and mid-stream urines. The results of culture of the prostatic fluid 
alone are difficult to interpret without the other informati9n. 

CAUTION 
• ·This interpretation is a«;repted for facultative gram-negative organisms 

but is more controversial for gram-positive organisms. 

Reporting, contact tracing and follow-up 

• patients with conditions that are notifiable according to provincial and 
territorial laws and regulations should be reported to the local public health 
authority • 

• sexual partners of patients with p;ostatitis do not usually require evaluation 
or treatment because prostatitis is not typically caused by· a sexually 
transmitted pathogen 

• appropriate follow-up should be arranged depending on the proven or 
presumed diagnosis · 

NOTES 
• although prostatitis is defined as inflammation of the prostate, in practical 

terms defining prostatitis is often difficult and there is conside~able confusion 
in categorizing it. This problem is accentuated because there is increasing 
histopathological inflammation with age in asymptomatic men. · 

• the ultimate diagnostic category is usually determined on 1he basis of the 
acuteness of the presentation, examination of the prostatic fluid, and culture 
results 

• the current nomenclature is as follows: 
in acute and chronic bacterial prostatitis the results of culture are positive 
and there is a significant PMN response in the prostatic tiuid 
in non-bacterial prostatitis the culture results are negative but there is a 
signific~nt PMN response in the prostatic fluid 

- in prostadynia the results of culture are negative and there is minimal or 
no PMN response in the prostatic fluid 

CAUTION 
• Since prostatic fluid contains antibacterial substances, which will inhibit 

growth of certain organisms, specimens must be processed as soon as 
possible. 
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Prostatitis (cont'd) ..... 

Management and treatment 

The initial management varies depending on whether urethritis or epididymitis 
is present and, if both are absent, on the acuteness of the other symptoms. 

Urethritis • manage as for urethritis (see the section on Urethritis, page 13) 
detecled ,,!" 

Epididymitis • manage as for epididymitis (see the section on Epididymitis, page 49) 
strongly -
suspected 

Neither urethritis patient acutely ill: 
nor epididymitis • markelf pm static tenderness or lhe expressed prostatic secretions 
appear to explain show a significant inflammatory response: 
the findings - admit to hospital and initially treat wilh a combination of a ll-

lactam antimicrobial, e.g., ampicillin and an aminoglycoside, e.g., 
gentarnicin, or a similar regimen 

• minimal or no prostatic tenderness, no significant polymorphonuclear 
leucocyte (PMN) response in the expressed prostatic secretions or no 
increase in the number of PMNs in the· sediment of the urine 
obtained after prostatic massage compared with the first-void and 
mid-stream urine: 
- admit to hosgilal and assess for other potential diagnoses, including 

pyelonephriiis 

patient not acutely ill: 
• significant PMN response in the expressed prostatic secretions or an 

lncrease in the number of PMNs in the sediment of the urine 
obtained after prostatic massage compared to the first-void and mid-

' stream urine; 
- consider starting treatment with an oral antimii:robial such as 

trimethoprim-sulph.amethox11ZOle or a quinolone, but reassess the 
diagnosis and trealment when the microbiological results become 
available 

• minimal or no PMN response in the expressed prostatic secretions 
and no increase in the number of PMNs in the sediment of the urine 
obtained after prostatic massage compared with the sediment of the 
first-void and mid-stream urine: 

wait for microbiological results 
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Definition 

Proctitis 
• inflammation of the rectal mucosa not extending more 

than 15 cm into the rectum, associated with: 
- anorectal pain, tenesmus, constipation 

AND mucopurulent rectal discharge 
OR 
erythema, friability, or ulcerations of the rectal 
mucosa 
OR BOTH 

Proctocolitis 
• typically caused by classic causes of colitis, in which 

the inflammation extends higher than 15 cm into the 
rectum, may sometimes present with a similar clinical 
picture to proctitis plus diarrhea and/or abdominal 
cramps 

Enteritis 
• causes more proximal infection associated with 

diarrhea without rectal manifestad~ns of proctitis or 
proctocoli tis 

NOTE 
• several pathogens <µ"e often present concurrently so 

that mixed presentations are frequent 

CAUTIONS 
• Infection is often more severe in those with human 

immunodeficiency virus infection and the list of 
potential causes is greater. 

• Infection must always be considered, but trauma 
and foreign bodies may result in findings 
suggestive of proctitis or proctocolitis. 

Special considerations in children 

• proctitis or proctocolitis caused by a sexually 
transmitted pathogen is rare in children, but if 
diagnosed, sexual abuse must be strongly considered 
and the physical examination must include a careful 
search for other evidence of abuse 
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Proctitis (cont'd) ..... 

Etiology of sexually transmitted infections 

• in males and in some females, agents causing proctitis are usually transmitted 
directly by rectal intercourse 
agents causing proctocolitis are usually transmitted by fecal-oral route 

• rectal human papillomavirus infection (genital warts) is often present irr1Ilales 
with proctitis but does NOT cause symptoms of proctitis 

Syndrome Most important causes 

Proctitis • Neisseria gonnrrhoeae ~ 

• herpes simple11. virus (HSV)' 
• Chlamydia trar:homatis 
• Treponema pallidum (syphilis) 

Proctocolitis • Entamoeba hfstolytica 
• Campylobacter species 
• Shigella species 
• toxin-producing Cfostridium difficile 
• Escherichia co1i 0157:H7 

Enteritis • Giardia duodena/is 

j, • S, coU 0!57:H7 
~ 

:' 

Additional special etiological considerations in HIV infection 

• Cytomegalovirus 
• Mycobacterium avium-intracellulare 
• Cryptosporidiuin 
• Salmonella species 
• lsospora 

Clinical clues 

• Any of the following should prompt evaluation 

Proctitls Proctocolitis and Enteritis Rectal and perian11l signs 
of proctitis OR 
proctocolitis 

• rectal discharge • diarrhea • mucopurulent, purulent, 
• anorectlli pain • abdominal bloating or bloody rectal discharge 
• tencsmus (ineffectual • abdominal pain • perianal lesions 

straining to defecate)· • nausea 
• constipation in conjunction •fever 

with other symptoms • in proctocolitis BUT NOT 
• bloody stools enteritis, one or more of 
• perianal lesions those listed for procti tis 
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Proctitis (cont'd) ..... 

Specimen collection and laboratory diagnosis 

Ano-genital examination 
• perfonn a genital exmnination, including speculum examination in adolescent 

and adult females 
• perfonn exmnination of the perianal region, rectal examination and ahoscopy .i': 

or proctoscopy in adolescents and adults to assess the appearance and 
friability of the mucosa and to detect lesions or ulcers 

· Specimen collection depends q/i presenting syndrome , 
• evaluate adolescent and adult males for urethritis (see ,.the section on 

Urethritis, page 13) 
• evaluate adolescent and adult females for cervicitis (see the section on 

Cervicitis, page 19) 
• evaluate prepubertal girls for ·vaginitis (see section on Prepubertal Vaginitis, 

page 35) 
• evaluate prepubertal males for urethritis (see section on Specimen Collection, 

page 177) 
• if perianal or other genital lesions are detected, perform a dark-field 

examination or a direct fluorescent anp.body test for T. pallidum (if ayailable) 
and syphilis serology (see section otf syphilis, page 99) and a diagnostic test 
for HSV 

• obtain a biopsy of the lesions if the diagnosis is uncertain 
Rectal specimens 
• obtain rectal swabs, p@ferably under direct vision through an. anoscope or a 

proctoscope, for a slide for a stained smear and for diagnostic tests for 
N. gotwrrhoeae, C. trachomatis and HSV 

Stool specimens 
• collect a stool specimen for 

culture for enteric pathogens 
- testing for C. difficile cytotoxin and ova and parasites 

• when infection with HIV is possible, IN ADDITION, collect stool specimens 
for Cryptosporidium and M. avium-intracellulare 

Blood cultures 
• if febrile and systemically ill, obtain blood cultures 
Tests for other STD 
• consider obtaining a blood sample for serologk testing for syphilis (if not 

already perfonned) (see section on Screening, page 155) 
• consider HIV screening 

HIV testing should always be accompanied by pre-test and post-test 
counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAg] an.d surface 
antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 
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Proctitis (cont'd) ..... 

Prevention 

• Primary prevention of infection is a critical part .of management 
• Anal intercourse or oraJ,-anal sex are the main modes of sexually 

transmitted infections that' cause proctitis, proctocolitis and enteritis 
• Patients presenting With concerns about STD provide an imtfof tant 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 

Reporting, contact tracing and follow-up 

• patients with conditions that are notifiable according to provincial and 
territorial laws and regulations should be reported to the local public health 
authority 

• when treatment is indicated for the index. case, all partners who have had 
sexual contact with the index case (within the 30 days prior to onset of 
symptoms if N. gonorrhoeae is detected, longer if the case is asymptomatic 
or the history warrants, and at least within 6 weeks if C. trachomatis is 
detected), should be located, ylinically evaluated and treated appropriately. 
Persons treated for gonococoal infections should also be treated for chlamydia 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing, treatment and health education 

• follow-up should be arranged, but if a recommended treatment is given and 
taken, symptoms and signs disappear and there is no re-exposure t6 an 
untreated pam;,er, further testing is not routine ·EXCEPT for gonococcal 
infections or EXCEPT for syphilis where serological follow-up is necessary 
(see section on Syphilis, page 99) 
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Proctitis (cont'd) ..... 

Management and treatment of proctitis 

• the initial management varies depending on the availability of results of the 
stained smear at the initial visit and on evidence of disease at other sites. 
Since several pathogens are often present concurrently, initial management 
may have to be modified when the results of all the diagnostic tests become 
available. 

Resulls available 

Rectal smear shows increased number of • trea1 for proctilis due to N. gonorrhoeae 
polymorphonuclear leucocytes (PMNs) with and C. 1rachomari:r 
or without gram-negative imracellular 

> 9 years of age: diplococci 
• ceftrlaxone 250 mg JM in a single dose 

PLUS doxcycllne 100 mg orally x 2/day 
OR tetracycline soil mg orally )[ 4/day 
for 7 days (a) 

9 years of age and younger: 
• ceflxime Iii mg/kg/day orally in a single 
. dose PLUS erythromycin 40 mg/kg/day 

' orally in divided doses (max 500 mg )[ / 

4/day) for 7 days(b) 

• for alternative regimens see section on 
Gonococcal Infections, page 81 

Presence of external lesions typical of herpes • consider b'eatlng for HSY (see section on 
simplex virus infection Genital HSY Infections, page 107) 

Dark-field microscopy positive lesion • treat for syphilis (see section on Syphilis, 
page 99) 

Evidence for infection at other sites • manage for the appropriate syndrome (if 
an STD, see section on specific disease) 

Epidemiological reason to suspect the • manage for lhe STD (see section on 
presence of a certain STD, e.g .. contact with specific disease) 
N. gonorrhoeae or syphilis 

Other cases • if rectal smear shows no increase in the 
number of PMNs 

defer lreatment until the results of 
diagnostic tests are available 

- if the results are positive, b'eat 
according to the results (if an STD, see 
section on specific disease) 

- if the results are negative, reassess 

(a) tetracycline is less expensive bul compliance is better with dmc:ycycline 
(b) erythromycin dosage refers to lhe use pf erythromycin base. Equivalent dosages of olher 

formulations may be substituted. 
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Proctitis (cont'd) ..... 

Management and treatment (cont'd) ..... 

Results not available 

Presence of a purulent or mucopurulent • treat for procritis due to N. gonorrhoeae 
recral discharge and C. tra~homaris (see section on 

Gonococcal Infections, page 81) ._,r 

Presence of exlemal lesions typical of herpes • consider treating for HSV (see section on 
simplex virus infection Genital HSV Infections, page !07) 

Evidence of infection al other sites • manage for the appropriate syndrome (if 
an STD, see section on specific disease) 

Epidemiologic reason to suspect the presence • manage for the STD (see section on 
of a certain STD, e.g., contact with specific disease) 
N. gonorrhoeae or syphilis 

Other cases • defer treatment until the results of 
diagnostic tests are available 

- if the results are positive, treat 
according to the resulis (if an STD, see 
section on specific disease) 

- if the results are negative, reassess 
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Definition 

• a viral infection of the liver which may be sexually 
transmitted and may give rise to no symptoms or may 
present in an acute or chronic form 

Epidemiology/Etiology 

• diseases of major concern associated with sexual 
transmission are hepatitis B, hepatitis A, hepatitis C, 
and cytomegalovirus (CMV) and Epstein-Barr virus 
(EBY) infection 

• transmission by sexual contact accounts for at least 
35% of cases of hepatitis B 

• other modes of transmission of hepatitis B include 
parenteral exposure to contaminated blood, person-to­
person transmission among family contacts and 
perinatal transmission (mother to child) 

• hepatitis A is transmitted by fecal-oral contamination; 
a proportion of disease will be du7. to sexual contact 
particularly in those engaging in/oral-anal sex 

• risk of transmission of hepatitis C by sexual contact 
appears low; iajection drug use, commonly associated 
with increased risk of STD, is now the most 
commonly recognized method of transmission. Prior 
to testing, blood and blood products were a major 
source of infection. 

Special considerations for children 

• universal prenatal screening for HBsAg 
• for all children born to HBsAg-positive mothers 

_: HBIG 0.5 mL at birth + hepatitis B 
immunization beginning in the newborn period 

• hepatitis B immunization for all children with 
household contact with HBsAg-positive parent or 
caregiver 

• see page 66 
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Viral hepatitis (cont'd) ..... 

Clinical clues 

Hepatitis B: most common STD causing hepatitis 
• household or sexual contact with: 

case of acute hepatitis B 
known hepatitis ,B carrier 
person at high risk of infection: 
.. men who have sex with men 
" recipients of multiple blood products (prior to testing programs) 
" injection drug users ·· 
.. individuals born, who lived, or whose parent~ lived, in areas of high 

endemicity 

Hepatitis A 
• household contact with case of hepatitis A 
• contact with day-care centre attendees who have hepatitis A, 
• ingestion of contaminated foods or water especially in a traveller 
• oral-anal contact during sexual activity 

• Hepatitis C / 
• blood transfusions (prior to testing programs) 
• injection drug use 
• possibly sexual contact with case of hepatitis C 

Manifestations of disease 

Disease Incubation % symptomatic Outcome 
period 

hepatitis B 45-180 days • < 10% of • I% de:velop fulminant 
childhood hepatitis 
infections • overall 1-10% become 

• 50% adult chronic earners but the: rate 
infections is much higher if acquired 

perinatally or by a young 
child 

hepatitis A 15-45 days • < 10% childhood • no chronic canie:rs 
infections 

• 50% adult 
infecLions 

hepatitis C 6-65 days • often presents with • chronic carriage occurs in 
mild symptoms in about 50% of infections 
the acute stage 

64 



Viral hepatitis (cont'd) ..... 

Laboratory diagnosis 

• Clinical case of hepatitis: obtain serum for JgM-HA V, HBsAg, IgM anti-HBc, 
see table of Management, page 67 

IgM- HBs 
HAV(a) Ag( a) 

acute hep A + -

acute hep A + + 
in chronic HBV(b) carrier 

acute hep B - + 

acute hep B - + 
(late incubation period) 

acute hep B - -
(window phase) 

acute hep B - -
(convalescence) or 
previous hep B , 

r 
chronic HB V carrier - + 

. post-immunization - -
immuniiy 
(hepatitis B only) 

acute. or chronic hep C in - + 
chronic HBV carrier 

(a) IgM·HAV: antibody to hepatitis A, IgM class 
HBsAg: HBV surface antigen 

Anli· 
HBc(a) 

-
+ 

+ 

-

+ 

+ 

+ 
-

+ 

Anti-HBc: antibody to HBV core antigen, all classes 
IgM anti-HBc; antibody to HBV core antigen, lgM cll!SS 
Anti-HBs: antibody to HBV surface anligen 
Anti-HCV: antibody to hepatitis C virus 

(b) HBV: hepatitis B virus 

Tests for other STD 

IgM Anti· 
anti- HBs(a) 
HBc(a) 

-
,. 

- -

+ 

-

+ -

+ 

- + 

-

• consider obtaining a blood sample for serologic testing for syphilis 
(see section on Screening, page 155) 

• consider HIV screening 

Anti-
HCV(a) 

-
-

-

-

-

+ 

HIV testing should always be accompanied by pre-test and post-test 
counselling (see page 174) 
(see section on Screening, page 155) 

Prevention 

• Primary prevention of infection is a cdtical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 
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Viral hepatitis (cont'd) ..... 

Prevention (cont'd) ..... 

Immunization against hepatitis B virus has been shown to be highly efficacious 
in preventing hepatitis B infection and disease 
• all pregnant women should be screened for hepatitis B (HBsAg) 
• for all children bom to HBsAg-positive mothers ,:fd" 

HBIG 0.5 mL at birth + hepatitis B immunization beginning in the 
newborn period . 

• hepatitis B immunization for all children with household contact with HBsAg­
positive parent or caregiver 

,. 

Universal childhood immunization may take place in the future 
main target groups for hepatitis B immunization programs at present: 

injection drug users and their sexual partners 
men who have sex with men and their sexual partners 
bisexual men and their sexual partners 
heterosexual individuals with multiple partners 
heterosexual individuals who have recently acquired an STD 
sex trade workers (prostitutes) 
adolescents 
certain health care work~s (for occupational exposure) 

Pre-immunization screening (see page 159) 

Reporting, contact tracing and follow-up 

• hepatitis B an'd hepatitis A are reportable in all provinces and territories, 
hepatitis C is reportable in some jurisdictions 

• report whether a case is acute or a carrier (hepatitis B) AND the likely mode 
of transmission, if possible · 

Hepatitis B 
• contact tracing for hepatitis B 

for post-exposure immunization with HBIG and first dose of a course of 
hepatitis B vaccine, within 2 weeks of diagnosis 
for on-going regular sexual partners, test and immunize susceptibles 
if resources allow, identify sexual or needle-sharing partners for 6 months 
prior to the onset of symptoms or longer if the case is asymptomatic or if 
the history warrants 

• counsel about risk reduction to others until primary course of vaccine has 
been administered 

• counsel about informing unimmunized partners about the risk of infection and 
risk-reduction methods 

Hepatitis C 
• vaccine not available 
• sexual transmission not a major source of infection but counselling about risk 

reduction methods appropriate 
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Cl\ 
-i 

I 
lgM·HtV(+) 

(acute hlatitis A) 

lg 0.02 mL/kg 
to household contacts 
(and certain day·cnre 
centre contacts) a.• 
soon as possible but 
within 14 days 

I 
HBsAg+ 

l 
I 

anti-HBs+ 

I 

Obtain blood sample from patient 
for: lgM-HAV 

IgManti·HBc 
HBsAg 
I 

lgM-HAV(·) 
HBsAg(+) 

IgM anti-HBc(·) 

I 
lgM-HAVH 

HBsAg( +)or(·) 
lgM anti-HBc(+) 

1 (acute hepatitis Bl l {acute non-A hepatitis 
in a chronic hepatitis B 
carrier) 

Test sexual conmcts and 
household contacts for HBsAg 

IMMUNIZE all 
household 

contacts wi!h HB 
vaccine if markers of 
previous hepatitis B 
infcction

1 
negative 

.andMrHBs 

H&Ag­
and 

anti-HBs -

I 
Results not 
available 

within 48 hrs 

l 
manage ru; new Person immune HBIG 

I 
lgM-HAV(-) 

HBsAg(-) 
lgM anti-HBc(-l 

Evaluate for other 
causes of hepatitis: 
EBV 
CMV 
H!'patitis C virus 

cru;e no action needed then immunize sei<ual contacts and houshold contacts < 5 yrs if markers of 
previous hepatitis B infection negative(a) 

I 
If sexual 

contact or 
young child 

(< 5 yrs) 
HBIG + HB VACCINE(a) 

I 
If non-sei<ual, household, child~ yrs) 
or adult con111ct, 
give HB vaccine if indei< 
patient becomes 
chronic carrier 

(a) Test newborns at 9 months for HBsAg and anti-HBs to verify efficacy of prophylrotis 

Abbreviations; 
lgM-HAV: antibody against hepatitis A virus, lgM class 
HBsAg: hepatitis B surface antigen 
lgM anti-HBc: antibody to hepatitis B core antigen, lgM class 
HB!G: hepatitis B immune globulin (to be given as soon as possible after contact, not effective after 14 days) 
lg: human gamma-globulin (to be given as soon as possible after contact, not effective after 14 days) 

NOTE: Condoms should be used by sexual contacts at rlSk of aquiring hepatitis B while primary immunization is in progress 

~ ~ 

= =r 
= a = ~ ::r 
tlO .g = tlO ~ = -I - ;;· = Results not ..... .-.. 

available within Q. 
('!I = 48hrs :r = 

I 
-[ ~ ._, 

('!I 

Manage according = "' to most probable tlO 
cause = ..... 

::r 
('D 

"= = :=:. ..... ;;· 
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Definition 

• ulcerative or vesicular genital lesion(s) caused by a 
number of STD, with or without lymphadenopathy 

Epidemiology/Etiology 

• 2-5% of visits to physicians for possible STD, 70-
80% are due to herpes simplex virus (HSV), 
Treponema pallidum or Haemophilus ducreyi(a) 

• 3-5% of ulcers have 2 or more pathogens · 
• women and men with genital ulcer disease are at 

increased risk of acquiring and transmitting mv 
• genital ulcer disease is likely to be accompanied by 

other STD which cause, for example, urethritis or 
cervicitis 

• lymphogranuloma venereum (LGV) is a rare cause of 
genital ulcer disease in Canada 

• H. ducreyi is causing focal urban epidemics in North 
America, particularly among cocajne users. Sex trade 
workers (prostitutes) are the usual reservoir. These 
outbreaks are also associated with HIV infection. 

• the ratio of men to Women with chancroid is at least 
5:1 

• uncin:umcised meri are twice as susceptible to 
developing chancroid after contact with H. ducreyi 

Disease % of genilal ulcer Incubation 
distlll.'ie(a) period 

genital HSV 20-60% 2-21 days 
infection 

primary 5-10% 9·90 days, mean 
syphilis 21 days 

choncroid 0-10% 4-14 days 

(a) remainder due to trauma, non-specific erosive ba1anitis or vulvitis, 
candidiasis, malignancy, scabies or idiopathic causes 

69 



Genital Ulcer Disease (cont'd) ..... 

Special considerations for children (sec section on Child Sexual Abuse, pag~ 
131) 

• sexual abuse must be considered when genital ulcer disease is found in 
children beyond the neonatal period. Expert advice should lie sought in such 
cases either through referral or case discussion. ,,,., 

• reporting sexual assault , 
sexual abuse of children must be reported to the local child protection 
agency 
local public health authorities may be helpfol in evaluating the source of 
infection and spread to others ,. 

• physical examination must include search for other· evidence of abuse and 
other SID 

• whenever possible the child should be evaluated at a referral centre. Try to 
.obtain all relevant tests at the initia1 evaluation. 

Clinical Clues 

• previous genital lesion or SID · 
• contact with sex trade workerS>(prostitutes) 

chancroid: travel to endemic,. areas 
• HSV/syphilis/chancroid: sexual activity wi_th a new partner 
• contact with person with genital ulcer disease 
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Genital Ulcer Disease (cont'd) ..... 

Manifestations - Ul,CERS and VESICLES 

NOTE 
• concurrent infection with HIV changes the cliniCal features of genital ulcers 

due to these 3 diseases 

Disease Site Appearance 

genital herpes . male: • grouped multiple 
simplex virus glans/prepuce vesicles~ 

infection anus/rectum in superficial 
homosexuals circular ulcers . female: primary- • smooth mMgin and 
cervix (not base 
prepubertal ·shallow 
iil)/vulva 
recurrence-vulva 
perineumJJegs 
buttocks 

primary • at site of • papule---.. 
syphilis inoculation chancre 

• indufated with " . / serous exudate 
• single in 70% of 

cases 
• smooth margin and 

base 

clumcroid • at sile ·of • single or multiple 
inoculation necmtisfng ulcers 

• 2 or more in 50% 
of cases 

• indurated 
• ragged 

undermined, 
• irregular margin 

and bHSe 

Specimen collection and laboratory diagnosis 

T. pallidum 

Other symptoms/signs 

• ulcers usually painful 
• genital pain, 
• ing!J.inal lymph 

110,des enlarged, 11 on-
tfuctuant and tender 

• fever and malaise 
(especially in 
primary infection) 

• ulcers painless 
~ firm, enlarged non-

fluctuant non-tender 
lymphadenopathy 
common 

• ulcers painful 
• often painful 

swelling and 
suppuration of 
regional lymph 
nades with erythema 
and edema of over-
lying skin 

• dark-field examination or direct fluorescent antibody test on serous fluid from 
ulcers. Syphilis serology to include a non-treponemal test (RPR or VDRL) 
and at least one treponemal test (MHA-TP or FfA-ABS). 

Herpes simplex virus 
• culture should be carried out on all ulcers unless infection has been confirmed 

previously with same presentation (see section on Specimen Collection, page 
177) 
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Genital llicer Disease (cont'd) ..... 

Specimen collection (cont'd) ..... 

H. ducreyi 
• culture, but inform laboratory in advance as special procedures need to be 

followed - a smear for Gram stain may also be useful, see section on 
Laboratory Diagnosis, page 182 -~ 

Tests for other STD 
• consider HIV screening 

HIV testing should always be accompanied by, pre-test and post-test 
counselling (see page 174) / 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAg] and surface 
antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 

Prevention 

• Primary prevention of infeftion is a critical part of management 
Patients presenting with/concerns about STD provide an important 
opportunity for instruction and encouragement for the consistent practice 
of safer sex 

Reporting, contact tracing and follow-up 

• patients with conditions that are notifiable according to provincial and 
territorial laws and regulations should be reported to the local public health 
authority 

• when treatment is indicated for the diagnosis of chancroid, all partners who 
have had sexual contaft with the index case (at least within the previous 2 
weeks) should be locall;:d, clinically evaluated and treated appropriately 

• when treatment is indicated for the diagnosis of primary syphilis, all partners 
who have had sexuaJ contact with the index case in the previous 3 months 
before the development of symptoms must be located and appropriate testing 
done 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing, treatment and health education 

• follow-up should be arranged for chancroid and genital HSY infection but, if 
a recommended treatment is given and taken, symptoms and signs disappear 
and there is no re-exposure to an untreated partner (chancroid), repeat 
diagnostic testing is not routinely recommended 

• for follow-up of syphilis patients see section on Syphilis, page 99 
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Genital Ulcer Disease (cont'd) ..... 

Management 

Resulls available 

dark-field examina1ion/fluorescent antibody . treat as syphilis (see page 99) 
lest POSITIVE (motile corkscrew 
spirochetes present) 

dark-field examinations, fluorescent antibody . treat as syphilis if there is a recent history 
tests (see page lOl) and tests for herpes of contact with infectious syphilis or · 
simplex virus infection and H. ducreyi are if clinical suspicion is strong and follow-
NEGATIVE OR NOT PERFORMED up cannot be ensured .-

OTHERWISE . if laboratory tests are negative and 
presentation typical of herpes simplex 
virus infection, consider therapy for HSV 
OR . if presentation suggesls chancroid, treat 
for chancroid (see page 74) 

Results unavailable 

Op/ions: 
• refer for dark-field examination, fluoresc~n; antibody testing and appropriate culture/ 

serology and defer antimicrobial therapy until laboratory results are obtained 
OR 

• if clinical suspicion for HSV infection or chancroid is strong, treat for specific disease and 
see for follow-up 
OR 

• if clinical suspicion of syphilis is strong or further follow-up not possible, treat as. syphilis 
(see page 99) 
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Genital Ulcer Disease (cont'd) ..... 

Treatment 

Preferred treatment Alternative treatment for penicillin 
allergic patienls(a) 

syphilis- for ad11lts: for adults and adolescents: 
primary • benzathine penicillin G • telracydine 500 mg orally x 4/d;y 
(see also 2.4 million U JM in single session for 14 days •• 
page 99) fo1· children (not congenital syphilis): OR 

. benzalhine penicillin G 
do>1.ycycline 100 mg orally x 2/day 

50,000 U/kg IM 
for 14 days 

(up lo maximum of 2.4 million U) in a for children < 9 years and pregnant 
single session women and nursing mothers: 

Preferred: 
• desensitization and use of 

penicillin 
Altemative: 

• erylhromycin 40 mg/kg/day orally 
in divided doses (max 500 mg per 
dose) for 14 days 

Initial infttllon Recurrences 

lreatment prophyli:xi• 

genilal children, prepubertol; chlldi·en: children: ' 
HSV • oral ecyclovir probably 'tff~ctive but • (see page• 111. • (see pages 111, 
infection there are no data yet 101support its use 112) ll2) 
(see also acyclovir S mg/kg IV 11. 3/day for 7 adulrr and adults and 
page 107) days adolescents: adolescents: 

aduill and adolescents: intermittent • (su pages I II, 
a~ydovir 200 mg orally x 5/day for <!: (early, patient· 112) 
10 days or until healing complete initialed) 
OR 1reatment of 

• acyclovir 5 mg/kg IV x 3/day for active recurrences 
patients requiring hospilalization, switch acyclovir WO 
lo oral therapy when po<5lble !o mg !)rally 
complete I CJ days therapy or until x 5/day for 
healing complete (iniliation of tieatment .5 days - of 
6 days or more ofter onset of symptoms limiled clinical 
is unlikely to he of benefit) benefit; useful 

in a minorily of 
patients 

Preferred Alternati vu 

ch aneroid adults: • dprofioxacln 500 mg orally 11. I/day 
• erylhro"!ycin 2 g/day orally in divided for 3 days (not recommended for 

doses for 7 days prepubertal children, pregnant women 
children: or nursing mot.hers) 
• erythromycin 50 mg/kg/day orally in OR 

divided doses for 7 days (mn 50CJ mg ceflriawne 250 mg IM as a single 
ii. 4/day) dose 

(a) penicillin allergic patients administered tetmcycline/doxycycline/erythromycin must be followed carefully 
to ensure 1nertljleutic success 

NOTE 
erythromycin dosages refer to the use of erythromycin base. Equivalent dosages of other formulations 
(estolate conlrai~dicated in pregnancy) may be substituted. 
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Pubic Lice~ 

Epidemiology/Etiology 

• caused by Phthirus pubis (crab louse) 
• humans are the only reservoir 
• shorter life span off host (24 hrs) than head lice 

(several days) 
• highest prevalence in single persons 15-25 yrs, rare 

> 35 yrs 
• transmission: 

intimate contact, person-to-person 
- shared personal articles (clothes, bedding) 

Manifestations 

• itching, scratching, erythema, skin irritation and 
inflammation all as a reaction to the louse bite 

• small blue spots can appear where the louse has bitten 
• extensive infestation can be associated with mild fever 

and malaise 
• scratching can lead to secondary skin.infection 

/ . 

Specimen collection and laboratory diagnosis 

• based on history and index of suspicion 
• careful examination for adult lice and eggs (nits), look 

for an area of scabs with nits in the hair, scabs may 
be adult louse 

• examine nits or scabs by light microscopy 

Management and treatment 

• pediculocide should remain in contact with the eggs 
for at least 1 hr 

• 5% permethrin or 1 <fo gamma benzene 
hexachloride/lindane are agents of choice 

• gamma benzene hexachloride/lindane has been 
extensively utilized but concerns about possible 
neurotoxicity limit its us1;: in young children and it 
may be considered a hazardous product to health care 
workers. It is also contraindicated in pregnancy and 
lactating women. 
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Ectoparasites (cont'd) ..... 

Pubic lice (cont'd) ..... 

• 5% pennethrin cream has similar efficacy with less toxicity 

• wash the affected area, apply fonnulation (cream or lotion) for 10 minutes 
then wash 
repeat if necessary in 7-10 days -~ 

• washing clothes and fomites in hot water (50°C) or dry cleaning kills all 
stages of lice, alternatively place in plastic bags for 2 weeks 

• vacuum mattresses 
examine and treat sexual partner(s) if appropriate 

Scabies -

Epidemiology/Etiology 

• caused by Sarcoptes scabiei 

Transmission 

,·· 

• often non-sexual, through closg:- person-to-person contact, e.g., in families 
• shared personal articles (clot&es, bedding) may be fomites 
• sexual transmission does occur: usually need more than brief contact 
• most affected are those sexually active between 15-40 yrs 

Manifestations 

• nocturnal itching 
• burrows under the skin 
• lesions roughly symmetrical especially hands (finger webs, sides of digits) 

. and wrists - may involve abdomen, buttocks and upper thighs and female 
breast 

• pyodenna of the penis 
• in HIV-infected patients may present atypically (crusted or "exaggerated") 

Sp~cimen collection and laboratory diagnosis 

• skin scraping of a burrow to remove the mite 
• burrow ink test 

apply fountain pen ink to outside of the burrow, wipe skin, the burrow 
track may be visualized 
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Ectoparasites (cont'd) ..... 

Scabies (cont'd) ..... 

Management and treatment 

• gamma benzene hexachloride/lindane 
1 % cream or lotion 

- apply to all areas of the body from the neck down 
leave for 8-12 hrs 

- shower and apply clean clothes 
- not recommended for young children because of possible neurotoxicity 

• permethrin 5% cream or pyrethroid spray has similar efficacy to lindane but 
with less toxicity 

• crotamiton 10% cream or 5% sulfur in petroleum are less effective 
~ crotamiton: apply nightly x 2 and wash off thoroughly 24 hrs after last 

application 
sulfur apply nightly x 3 and wash off thoroughly 24 hrs after last 
application 

• wash clothes and bedding 
• examine and treat sexual partners jJ.1 appropriate 
• pruritis may persist for several weeks. May retreat after 1 week if no clinical 

improvement. Thereafter, only retreat if live mites can be demonstrated. 

Reporting, contact ti:acing and follow-up 

• pubic lice and scabies infestations are not generally reportable to local public 
health authorities 

• follow-up only if cJinically necessary 
• contact tracing of ectoparasitic infections not required 
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Diagnosis, Management and 
Treatment of Specific 

Diseases 

I'. 
.. 
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Epidemiology/Etiology 

• caused by Neisseria gonorrhoeae 
13,000 reported cases in Canada - 1990 

• highest incidence groups: females 15-19 yrs and 
males 20-24 yrs 

• proportion of penicillin-resistant organisms > 1 % in 
most areas of Canada and may reach 15% or higher 
in certain urban and some rural areas 

. • numbers of isolates resistant to tetracycline, or a 
combination of penicillin and tetracycline, are 
increasing 

• usual incubation period, 2-7 days 
• up to 50% of males and females may have 

asymptomatic infections, which are more common at 
certain body sites, e.g., rectum and pharynx 

• contacts are also more likely to be asymptomatic 
• chronic carriage occurs 
• often present with Chlamydia trachomatis or other 

STD pathogens _,. 

Clinical clues 

• behaviourial factors: . 
unprotected sex outside a mutually monogamous 
relationship 
previous STD 
contact with a person with proven infection or a 
compatible syndrome 
sexually active adolescents and young adults 
< 25 yrs 
street youth 

• symptoms of genital tract infection with 
N. gonorrhoeae: , 

urethral discharge which may be associated with 
dysuria 
vaginal discharge may occur with cerVical 
gonococcal infection 
lower abdominal pain/dyspareunia in females 
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Gonococcal Infections (cont 1d) ..... 

Manifestations of disease 

Neonates and Children Adults 
in rents 

. OPHTHALMIA . URETHRITIS females: 
NEONAlDRUM VAGINITIS CERVICITIS 

,.::--: . . . neonatal amniotic . conjunctivitis . PELVIC INFLAMMATORY 
infection phaiyngitis DISEASE: salpingitis, endometritis 
syndrome . . disseminated . 
gonococcal 
infection 

Major sequelae 

Females 

Specimen collection 

proctitis . perihepatitis .. 
disseminated . barthinolitis .. 
gonococcal infection 

males: . URETHRITIS . epididymitis 

males and females: . phaiyngitis . conjunctivitis 
• proclitis . disseminated gonococcal infection: 

arthritis, dennalitis, endocarditis, 
meningitis 

, 

• infertility 
• ectopic pregnancy 

chronic pelvic pain 

• males calcium alginate or Dacron(a) swabs are recommended 
• females calcium alginate or Dacron(a) swabs are preferred but sterile 

cotton swabs may be used 
• specimens should be taken for diagnosis of gonococcal infection (see below) 

and chlamydia! infection (see page 92) 

Routine specimen sites 
• urethra in adolescent and adult males (detection of discharge may require 

stripping the urethra [milking the penis 3 or 4 times from the base to the 
glans], or re-evalu·ation after the patient has not voided for at least 4 hours) 

if a me.atal discharge is present, insert swab 1-2 cm into the meatus 
if there is no meatal discharge, use thin flexible wire endourethral swab 
inserted 3-4 cm into the urethra 

(a} ® E.I. DuPont de Nemours and Co. 
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Gonococcal Infections (cont'd) ..... 

Routine specimen sites (cont'd).,. .. 
urethra in prepubertal boys 

collecting an intraurethral specimen in prepubertal boys is difficult because 
of pain and the small diameter of the urethra 
for practical rather than scientific reasons, a meatal rather than an -~ 
intraurethral specimen should be obtained, using a thin swab on a f!exiple 
wire shaft 
the swab should be rotated in the meatal opening rather than introduced 
further into the urethra 

cervix in adolescent and adult females 
cervical mucus need not ·be removed: for this reason specimens for 
N. gonorrhoeae are calcen before those for C. trachomatis. where removal 
·of cervical mucus is recommended 
insert sterile swab 1 to 2 cm into the endocervical canal and rotate 

• urethra - prepubertal girls 
- in a prepubertal girl only a meatal specimen should be obtained, using a 

thin swab on a flexible wire shaft 
• rectum in females (colonization can occur without anal intercourse) and in 

men who have sex with men ,.. '' . 
• pharynx with history of oral-genital contact 

Other sites 
examination of first. void urine (FVU) for a non-culture test for 
N. gonorrhoeae is available in certain laboratories only. Test is Jess sensitive 
than urethral swab for symptomatic males. Not recommended for screening 
asymptomatic men (see section on Specimen Collection, page 177) 

• rectum and urethra if the cervix has been surgically removed 
• vagina and rectum in prepubertal girls - NOT cervix 
• ~onjunctiva for ocular infection 
• ·women undergoing laparoscopy for investigation of pelvic inflammatory 

disease should have specimens taken for culture 
• blood and joint fluid in disseminated disease 
• epididymal aspirate 
• urethra in women with urethral syndrome 

Transport 
• the local public health authority/laboratory should be contacted for the· 

preferred method of transport of specimens to ensure pathogen survival for 
purposes of culture (see section on Laboratory Diagnosis of Gonococcal 
Infections, page 185) 

• transport of gonococcal specimens should be at ambient temperature - NOT 
4°C as recommended for other organisms 
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Gonococcal Infections (cont'd) ..... 

Tests for other STD 
• consider obtaining a blood sample for serologic testing for syphilis 

(see section on Screening, page 155) 

• consider HIV screening 
HIV testing should always be accompanied by pre-test and post:=-test 
counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen -[HBsAg] and surface 
antibody [HBsAb]) should be considered pre~irnnfonization 
(see section on Hepatitis B, page 63) 

Laboratory diagnosis 

• cultures obtained less than 48 hrs arier exposure may be negative 
• culture is recommended in cases of: 

sexual abuse of children 
sexual assault 
treatment failure . • 

/ 

follow-up for oral treatments 
evaluation of ceivicitis and PID 

• susceptibility testing for all isolates is recommended but required for all 
isolates from positive ("test-of-cure") follow-up cultures and treatment 
failures. f3-Iactamase testing in areas using· ampicillin/amoxicillin may be 
substituted where a full range of susceptibility tests are not available. 

·• no~-culture tests should be used only. when culture is not practical 
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Gonococcal Infections (cont'd) ..... 

Laboratory diagnosis (cont'd) 

Site Test Comments 

urethra: I • Gram stain . generally diagJios1ic of gononhea 
adolescent and adult (for intracellular 
males diplococci) 

---··· 
• culture • confinnation and antibiotic 

susceptibility 
·-. non-culture test . only in cases where cufiure 

not practical (does not provide. 
lllltibiotic susceptibility) 

rneatus; • culhire • confumatio11 and antibiotic 
prepubertal males susceptibility 

• NON-CULTURE TESTS ARE NOT 
SATISFACTORY FOR MEDICO· 
LEGAL REASONS JN CASES OF 
CHJLD SEXUAL ABUSE OR 

· SEXUAL ASSAULT 

endocervilc: . Gram slain for/•' • sensilivity lower than in urethral 
adolescent and adult intracellular specimens in males but may be 
females diploeocci diagnostic ofgonordlea 

• culture . confirmation and antibiotic 
susceptibility 

. direct antigen • only in cases where culture not praclical 
test (does not provide antibiotic 

susceptibility) 

vagina in prepubertal . culture • confmnalion and antibiotic 
girls . susceptibility 

• NON-CULTURE TBSTS ARE NOT 
SATISFACTORY FOR MEDICO-
LEGAL REASONS IN CASES OF 
CHILD SEXUAL ABUSE OR 
SEXUAL ASSAULT 

pharynx • culture . confinnation and witibiotic 
conjunctiva (Gram stain and susceptibility 
rectum direct antigen 

tests not suitable 
for these sites) 
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Gonococcal Infections (cont'd) ....• 

Prevention 

Primary prevention of infection is a critical part of management . 
• ·Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex -Y.' 

Reporting, contact tracing and follow-up 

• gonococcal infections are reportable in all provinces and territories 
• positive culture and non-culture tests must be reported to the local public 

health authority 

• all partners who have had sexual contact with the index case while 
symptomatic and within the 30 days prior to onset of symptoms (longer if the 
case is asymptomatic or the history warrants), parents of infected neonates and 
persons implicated in sexual abuse cases must be located, clinically evaluated 
and treated if appropriate. Persons treated for gonococcal infections should 
also be treated for chlamydia. 

• local public health authorities,.sttould be available to help with contact tracing, 
clinical evaluation, testing, treatment and health education 

• follow-up should be arranged for all patients 4-7 days after completion of 
treatment 

• repeat diagnostic testing for N. gonorrhoeae is not routine if a recommended 
treatment is given and taken AND symptoms and signs disappear AND there 
is no re-exposure to an untreated partner. 

• follow-up testing by culture must be completed if: 
treatment failure has_ occurred previously 
antimicrobial resistance to therapy used is documented 
patient is an adolescent 
compliance is questionable 
case is of pharyngeal gonorrhea or rectal gonorrhea 
re-exposure to an untreated partner 
infection occurs during pregnancy 
PIO or disseminated gonococcal infection (DGI) diagnosed 

- patient is a child and there is concern with ongoing exposure 
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Gonococcal Infections (cont'd) ..... 

Special considerations for children 

sexual abuse must he considered when genital, rectal or pharyngeal gonorrhea 
is diagnosed in any child after the neonatal period. Ex.pert advice should he 
sought in such cases. Siblings and other children possibly at risk must be 
evaluated. -~ 

• reporting sexual assault 
sexual abuse of children must be reported to the local child protection 
agency 
local public health authorities may be helpful in evaluating the source of 
infettion and spread to oth~rs ··· 

• SEE SECTION ON CHll,D SEXUAL ABUSE, PAGE 131 

Management 

• based on site of infection and laboratory results 
• the diagnosis of gonorrhea can only be confirmed by the identification of 

N. gonorrhoeae by culture. All confirmed cases must be treated . 

Results available 
.. 

/ 

Gram slain • treat for gonococcal infection if gram-
negative intracellular diplococci observed 
(the presence of gram-negative diplococci 
outside polymorphonuclear leucocytes 
(PMNs) is an equivocal finding which 
must be confirmed by culture. The 
presence of PMNs without diplococci 
does not indic11te or e1Cclude gonococcal 
infection) 

non-culture tests . a positive non-culture rest is suggestive of 
gonorrhea and should be confirmed if 
possible BUT treat for gonorrhea with 
positive result 

Results of smear/culture/non-culture test unavailable 

urelhral/cerv ical discharge observed • treat fur gonorrhea 

no urethral/cervical discharge . • defer lhempy untl! smear/culture/non-
culture test resultg available 
OR 
if follow-up uncertain and history and 
symptoms suggestive treat for gonorrhea 
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Gonococcal Infections (cont'd) ..... 

Treatment 

ALL PATIENTS TREATED FOR GONORRHEA SHOULD ALSO BE 
TREATED FOR CHLAMYDIAL INFECTION 

ADOLESCENTS AND ADULTS 
[except pregnant women and nursing mothers](a)(b) 

Urethral, endocervical, rectal infection 
(epididymitis: see section on Epididymltis, page 49) 

Preferred (/MJ: Alternative (IMJ: . ceftriaxone 250 mg JM in a single dose . spectinomycin 2 g IM in a single dose 
PLUS doxycyclineftelracycline(c) PLUS doxycyclineftetracycline(c) 

Pre/t::m:d (oral) (alphabetical order); Alternative (oral): 
cefixime 800 mg orally in a single should only be used in areas with active 
dose(d) monitoring for resistance to penicillin AND 
PLUS doxycyclineftetracycline(c) if the percentage of penicillin-resista/11 
OR isolates: is < 3.0%(e) AND if the infection 

• clprofloxacin 500 mg orally in a single was acquired in the same geographic area: 
dose . amoxicillin 3 g orally OR ampicillln 
PLUS doxycyclineltetracycline(c) ,.. ; J.S g orally PLUS probenecid 1 g orally 
OR in a single dose . ofloxacin 400 mg orally in a single dose PLUS doxycyclineftetracycline(c) 
PLUS daxycyclineftetracycline(c) 

Pharyngeal infection 

Note: ampicillin, amoxicillin and spectinomycin are not effective in pharyngeal infections 
and ofloxacin or cefixime are not recommended at the presen1 time due to insufficient data lo 
support inclusion 

Preferred: . ceftriaxone 250 mg IM in a single dose 
PLUS doxycycline/tetracycline(c) 

Gonococcal ophthalmia (adolescent and adult) 
Disseminated infection: arthritis, meningitis 

consultation with a specialist is essential. 

A/lerna tive: 
ciproflmrncin 500 mg orally in a single 
dose 
PLUS doxycycline/tetracycline(c) 

hospirolization is necessary for meningitis and may be necessary for other disseminated 
infection 

Preferred initial lherapy: 
• ceftrlaxone 2 g{day IM 

PLUS doxycyclinefletracycline(c) 
while awaiting consultation 

FOR NOTES SEE PAGE 90 
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Gonococcal Infections (cont'd) ..... 

Treatment (conl'd) ..... 

CHILDREN UNDER 9 YEARS(b) 

Urethral, vaginal, rectal lnfeclion 

Preferred: 
• cen:dme 16 mg/kg orally in a single 

dose (max 800 mg)(f) 
PLUS erythromycin(g) 
OR 

• ceflriaxone 125 mg IM in a single 
dose 
PLUS erythromycin(g) 

Pharyngeal infection 

Preferred: 
• ceflriaxone 125 mg IM in a single 

dose 
PLUS erythromycin(g) 

Alternative: 
• spectinomyein 40 mg/kg IM (max 

2 g) in a single dose 
PLUS erythromycin(g) 

if isolate known to be susceptible to 
penicillin: 
• amoxicillln or ampicillin 50 mg/kg 

orally PLUS 
probenecid 25 mg/kg orally 
(max 1 g) in a single dose 
PLUS erythromycin(g) 

/ · if isolate known to be susceptible to 
penicillin: 
• aqueous procaine penicillin G 

100,000 U/kg (60 mg/kg) IM 
(max 4.8 x 106 U) 
PLUS probenecid 25 mg/kg orally 
(max 1 g) in a single dose 
PLUS erythromycin(g) 

Disseminated infection: arthritis, meningitis 

hospitalization and consultation with a specialist is essential 

Preferred initial therapy: 
• ceftriaxone SO mg/kg/day IM 

PLUS erythromycin{g) 
while awaiting consultation 

FOR NOTES SEE PAGE 90 
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Gonococcal Infections (cont'd) ..... 

Treatment (cont'd) ..... 

CHILDREN UNDER 9 YEARS(b) (cont'd) ..... 

Ophthalmia Neonatorum(h) 

hospitalize and institute appropriate infection control precautions until 24 hrs of effective -~"" 

therapy completed 
• culture eye discharge, blood (CSF only if evidence of systemic disease) 

irrigate eyes immedintely with sterile normal saline and at least hourly as long as necessary 
to eliminate discharge 

• consult with a specialist as soon as possible 

Preferred Initial therapy: 
• ceftriaxone 25-50 mg/kg/d ey IV or IM for 7 days 

PLUS 
erythromycin (see page 97 for dosage schedule for chlamydia! infections in children) 

NOTES 
(a) for pregnant women and nursing mothers !he treatment regimens for adults and adolescents 

should be followed except that ofloxacin and ciprofloxacin are contraindicated and doxycycline/ 
tetracycline should be replaced by erythromycin 2 g/day orally in divided doses for at least 
7 days OR if not tolerated erythromycin 1 glday in divided doses for 14 days may be 
substituted (erythromycin estolate is contraindicated in pregnancy) 

(b) ceftriaxone, ~efixime, amoxicillin kd ampicillin should not be given to persons with 
cephalosporin allergy or a history of immediate and/or anaphylactic reactions to penicillins 

(c) doxycycline 100 mg orally x 2/day for 7 days OR tetracycline 500 mg orally x 4/day for 7 
days as treatment· for chlamydia! infection should alway~ be liicluded. Tetracycline is less 
expensive but compliance is better with doxycycline. 

(d) some experts feel Iha! a dose of 400 mg of cefixime is adequate. The consensus of the experts 
contributing to these guidelines was that, until conclusive data become available, a dose of 
800 mg is recommended. 

(e) contact your local public health authority if you are unsure as to the situation in your area. If 
in doubt use Preferred regimen. 

(f) oral therapies are preferred in children. Recommendations for the use of cefiKime are based on 
data showing efficacy in me treatment of infections caused by organisms similar to Neisseria 
gonorrhoeae. As there is limited experience wirh the use of cefiximc in children with 
gonococcal infections antimicrobiaJ susceptibility must be ascertained AND foftow-up culture 
assured. If follow-up cannot be assured, use ceftriaxone 125 mg IM in place of cefixime. 

(g) erythromycin 40 mg/kg/day orally in divided doses (max 500 mg x 4/day) for 7 days as 
treatment for chlamydia! infection which should always be included 

(h) neonates born Lo women with untreated gonocqcca\ infection are at high risk of inli:ction anCI 
require ceflriaxone 50 mg/kg IM (max 125 mg) in a single dose PLUS erythromycin syrup 
in age appropriale doses (see page 9,7) for 14 days 

Other points 
the preferred diluent for IM ceflriaxone is 1 % lidacaine without epinephrine (0. 9 mL/250 mg, 
0.45 mL/125 mg) to reduce discomfort 
in adults, if tetracyclines are contraindicated or not tolerated, use erythromycin 2 g/day orally 
in divided doses for 7 days (1 g/day in divided doses for 14 days if higher dose not tolerated). 
Other fonnulations of erythromycin can be substituted in appropriate doses except that 
erythromycin estolate is contraindicated during pregnancy. 
erythromycin dosages refer to erythromycin base. Equivalent dosages of other formulations may 
be substituted. 
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Epidemiology/Etiology 

~ caused by Chlamydia trachomatis 
• more frequent than infection due to Neisseria 

gonarrhoeae - more than 50,000 cases reported in 
Canada in 1989/90 

• particularly frequent in sexually active adolescents 

• usual incubation period is 2-6 weeks but can be much 

longer 
• 50% of males and females can be asymptomatic 
• N. gonorrhaeae often present with C. trachomatis 
• long-tenn carriage occurs 

Clinical Clues 

• previous STD 
• contact with person 'with 

compatible syndrome 
• sexually active adolescent 
• males 

urethral discharge 
- dysuria 
- urethral itch 

• females 
vaginal discharge 
lower abdominal pain 

a proven infection or a 

.. 
/ 

- abnonnal vaginal bleeding 
deep dyspareunia 

• conjunctivitis in neonates and pneumonia 
in infants < 6 months of age 

91 



Chlamydial Infections (cont'd) ..... 

Manifes~tions of disease 

Neonates and infants Children Adults 

CONJUNCTIVITIS • URETHRITIS females: 
in neonates . VAGlNITIS . CERVICITIS 
PNEUMONIA • PROCTITJS PELVIC lNFLAMMA TORY 

·:' . 

in infants < 6 months . conjunctivitis DISEASE; salpingitis, endometrilis 
of age . lymphogranuloma urethritis 

venereum • perihepatitis 

males:· 
• URETHRITIS -. EPIDIDYMITIS 

males and females: . URETHRms . proctitis . conjunctivitis . Lymphogranuloma venereum . Reiter's syndrome 

Major sequelae 

Females • chronic "Ivie pain 
• infertility 
• ectopic pregnancy 

Specimen collection . 

• unless the diagnosis has been ruled out, specimens should be taken for the 
diagnosis of gonococcal infection (see page 82) as well as for chlamydia! 
infection (see below) 

• at most sites of infection the yield from culture correlates with the number of 
columnar epithelial cells in the sample. Pus may not contain many such ·cells. 
The sample MUST include epithelial cells as C. trachomatis is an obligate 
intracellular parasite. 

Routine specimen sites 
urethra in adolescent and adult males (preferably after not voiding for 4 hours 
if discharge is not clinically evident) 

thin flexible wire sterile cotton tipped endourethral swab inserted 3 to 4 cm 
into the urethra 

urethra in prepubertal boys 
collecting an intraurethral specimen in prepubertal boys is difficult because 
of pain and the small diameter of the urethra 
for practical rather than scientific reasons, a meatal rather than an 
intraurethral specimen should be obtained, using a thin swab on a flexible 
wire shaft 
the swab should be rotated in the meatal opening rather than introduced 
further into the urethra 
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Chlamydial Infections (cont'd) ..... 

Routine specimen sites (cont'd) ..... 
• cervix in adolescent and adult females 

before endocervical specimens are collected, overlying vaginal secretions 
should be removed by swabbing, and endocervical mucus should be 
removed. Specimens for detection of N. gonorrhoeae should be collected 
before those for chlamydia. 
insert a sterile cotton tipped swab l to 2 cm into the endocervical canal. 
Detection may be enhanced by using a cytobrush (cytobrush not approved 
for use in pregnant women). · 

• urethra prepubertal girls 
in a prepubertal girl only a meatal specimen should be obtained, using a 
thin swab on a flexible wire shaft 

Other sites 
• examination of first void urine (FVU) for a non-culture test for C. trachomatis 

in symptomatic males. is available in certain laboratories only. Test is less 
sensitive than urethral swab for symptomatic males. Not recommended for 
screening asymptomatic men {see section on Specimen Collection, page 177). 

• women undergoing laparoscopy fopinvestigation of peMc inflammatory 
disease should have ~ecimens taken for culture 

• rectum if proctitis is considered or if rectal penetration has occurred 
• conjunctiva for ocular infection 
• nasopharynx in infants under 6 months of age 
• vagina and rectum in prepubertal girls 
• epididymal aspirate 
• urethra in women with the urethral syndrome 
• rectum and urethra if the cervix has been surgically removed 
• bubo aspirate in lymphogranuloma venereum 

NOTE 
• non-culture tests are not appropriate for rectum and nasopharynx 

Tests for other STD 
• consider obtaining a blood sample for serologic testing for syphilis 

(see section on Screening, page 155) 
• consider HIV screening 

HIV testing should always be accompanied by pre-test and post-test 
counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAgJ and surface 
antibody [HBsAb]) shou]d be considered pre-immunization 
(see section on Hepatitis B, page 63) 
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Chlamydial Infections (cont'd) ..... 

Laboratory diagnosis 

• culture has traditionally been considered to be the most sensitive and most 
specific test. Some new non-culture techniques are more sensitive than 
culture. 
- results are highly dependent upon specimen transport and labo~ory 

expertise with chlamydial culture 
• culture is the test of choice when there are medico-legal implications 
• non-culture techniques are adequate in most circumstances provided the 

possibility of false positive tests is considered, and there are no legal 
implications "' 

• concerns with non-culture tests: 
false positives: 
.. especially in low prevalence situations 
.. should become very infrequent with newer techniques employing 

confirmatory tests 
not appropriate 'if there are legal implications 
not appropriate for the rectum or nasopharynx 

• IgM specific immunofluorescence serology may be useful for diagnosis of 
chlamydia! pneumonia early ip ·the ·course of infection in infants, especially 
if < 3 months Of age I 

Prevention 

• Primary prevention of infection is a critical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 

Reporting, contact tracing and follow-up 

• chlamydia! infections must be reported by physicians to local public health 
authorities in all provinces and territories except British Columbia, 
Newfoundland and New Brunswick, at time of publication (April 1992) 

• in all provinces and territories laboratories must report positive culture and 
non-culture tests to the local public health authority 

• all partners who have had sexual contact with the index case while 
symptomatic and within the 6 weeks prior to onset of symptoms, longer if the 
case is asymptomatic or the history warrants, parents of infected neonates and 
persons implicated in sexual abuse cases must be located, clinically evaluated 
and treated appropriately 

• local public health authorities should be available to help with cont~.t tracing, 
clinical evaluation, testing, treatment and health education • 

• if resources for local public health authority support are limited, priority for 
contact tracing should be directed towards adolescent and adult females < 25 
years of age 
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Chlamydia! Infections (cont'd) ..... 

Follow-up (cont'd) ..... 

• repeat diagnostic testing for C. trachomatis is not routine if a recommended 
treatment is given and taken, symptoms and signs disappear and there is no 
re-exposure to an untreated partner. However, where compliance is difficult 
to ensure and if erythromycin has bee.n used for treatment, repeat testing is -c>r. 

advisable. 
• follow-up testing should be performed 3 to 4 weeks after the completion of 

effective treatment, e.g., for Women treated in pregnancy and their newborns. 
Cultures are recommended in these situations. If a non-culture test is used for 
post-treatment testing, sufficient time for the elimination of the dead 
organisms must have elapsed (at least 3 weeks). 

• in patients with documented treatment failure, possibilities include: 
a false-positive test result 
failure to take medication correctly 
re-exposure to an untreated partner 
infection acquired from a new partner 
infection with other pathogens 
a non-infective etiology 

Special considerations for children 
• sexual abuse must be considered when genital or rectal chlamydial infection 

is found in prepubertal children > 6 months of age, although perinatally 
acquired chlamydia! i~fection may colonize the infant for possibly up to 3 
years. Expert advice should be sought in such cases. 

• non-culture test results are not acceptable for medico-legal reasons because 
of the increased number of false-positive results 

• parents of infected infants must be evaluated and treated as appropriate 
• sexual abuse of children must be reported to the local child protection agency 
• SEE SECTION ON CHILD SEXUAL ABUSE, PAGE 131 

Management 
• evaluation should be appropriate for the presenting symptoms and signs (see 

the appropriate section for greater detail} 
• asymptomatic infection will only be detected by screening tests or the 

presence of disease or a positive test in a sexual partner or child 
• treatment should be initiated on: 

diagnosis of a syndrome compatible with a chlamydia! infection, without 
waiting for the results of specific diagnostic tests for C. trachomatis 
diagnosis of a syndrome compatible with a chlamydial infection in a 
partner, without waiting for the results of specific diagnostic tests for C. 
trachomatis 
a positive diagnostic test 

-. positive diagnosis of N. gonorrhoeae infection without waiting for results 
of test for chlamydia 
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Chlamydial Infections (cont'd) ..... 

Treatment 

(for treatment of chlamydial pelvic inflammatory disease (PID) see section on 
PID, page 25) 

~~ 

ADOLESCENTS AND ADULTS [except pregnant women and nursing mothers) 

Urethral, endocer\lical, rectal infection 
(epididymllis: see section on Epididymilis, page 49) 

NOTE: ofloxacin is not recommended at the present time due to insufficient data to suppon 
inclusion 

Preferred: Alternative: . doxycycllne 100 mg orally x 2/day for 7 if tetracycline is tolerated 
days . tetracycline 500 mg orally x 4/day for 7 

days 
OR 
for patients for whom tetracyclines are 
contraindicated or not tolerated . erythromycin 2 g/day orally in divided 
doses for 7 days 

.I ' OR 
if lhal regimen is nol toleral~d 
erylhromycin 1 g/day orally in divided 
doses for 14 days 
OR 
try another formulation of erythromycin 
OR 

• sulfamethoxazole I g orally x 2/day for 
IO days 

PREGNANT WOMEN AND NURSING MOTHERS 

Urethral, endocervical, rectal infection 

Preferred: Alternative in first 2 trimesters: . erylhromycin lg/day orally in divided . sulfa.melhoxaiole 1 g orally x 2/dily x IO 
doses (erythrqmycin estolate is days 
contraindicated) for 7 days 
OR Alternarive in last trimester: 

if that regimen is not tolerated . . amoxicillin 500 mg ornlly x 3/day for 7 
· erylhromycin 1 g/day or11lly in divided days (limited data exist concerning the 
doses for 14 days efficacy of this regimen) 
OR 
fry another formulation of erythromycin 

FOR NOTES SEE PAGE 97 
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Chlamydia! Infections (cont'd) ..... 

Treatment (conPd) ..... 

NEWBORNS INFANTS AND CHILDREN 

NEWBORNS AND CHILDREN 
INFANTS 

under 9 years 9 years or over. 

During first week of life: After I month of age Preferred: 
infilnts < 2000 g . erythromycln 40 mgfkg/ doxyeycllne 5 mg/kg/day 
• erythromycin 20 day orally in divided orally in divided doses 

mg/kg/day orally in doses (max 500 mg (max I DO mg x 2/day) 
divided doses x 4/day) for 7 days for 7 days 

infants > 2000 g OR OR 
• erythromycin 30 • sulfamethoxuzole 75 mg/ . tetracycline 40 

mg/kg/day orally in kg/day orally in divided mg/kg/day orally in 
divided doses doses (max l g x 2/day) divided doses (mu 500 

> J week to 1 month for IO days mg x 4/day) for 7 days 
• erythromycin 40 

mg/kg/day orally Alterna1ive: 
in divided doses for patients for whom 

tetracyclines are 

the above regimens shoold , contraindicated or not 

be given / tolerated 

for at leas! 14 days • erythromycin 40 mg/kg/ 
day orally in divided 

, Note: topical therapy alone doses (max 500 mg 

for conjunctivitis is NOT x 4/day far 7 dl\Ys or 

adequate 250 mg x 4/day for 14 
days) 
OR 

• sulfamethoxazole 75 mg/ 
kg/day orally in divided 
doses (max I g x 2/day) 
for IO days 

NOTES 
• erythromycin dosages refer ta the use of erythromycin base. Equivalent dosages of other 

formulations (except the estolate which is contraindicated in pregnancy) may be substituted. 
• if ery!hromycin has been used for rreatment repeal testing after completion of lherapy ls advisable. 

For other reasons IO repeat testing see above, 
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Epidemiology/Etiology 

caused by Treponema pallidum 
1,441 cases reported in Canada in 1990: 

304 - primary, secondary 
8 - congenital 

1,129 - latent and "others" 
resurgence of infectious syphilis among heterosexuals 
in USA since 1985 related to iJlegal drug use. The 
increase in females has been associated with a rise in 
the incidence of congenital syphilis. 

Clinical clues 

• previous genital lesion or STD 
contact with known case 

• lesions, rash - location, description, pain 
negative syphilis-specific serology does not exclude 
past infection in HIV-positive individuals -follow-up 
and treatment in these persons may need to be 
prolonged 

/ 

Manifestations of disease 

Stage Incubation Manlrestalions/Comments 
period 

Primary 10-90 days painless, indurated chancre (usually 
genital) 
non-tender regional lymphadenopathy 

Secondary 4-lQ weeks • non-pruritic maculopapular eruption 
after primaiy (trunk, palms, sole.•) 
stage • generalized non-tender lymphadenopathy, 

• condyloma lata, mucous patches, flu-like 
symptoms 

Latent- . early < I year's duration - 25% will 

asympto- relapse to secondary 

matic . late > I year's duration 

Tertiary 10-30 years gummatous lesions of skin, bone, 
subcutaneous tissue 
cardiovascular - aortic aneurysm, aortic 
regurgitation 
neurosyphilis 

Congenilal • 50% risk of transmission when mother 
_ has untreated primary. secondary or early 

latent syphilis 
• may be asymptomatic in 213 of cases · 
• _ low birth weight, hepatosplenomegaly. 

rash, anemia, rhinitis, metaphyseal .-. 
dystrophy 

• stillbirth 
may present with early syphilis in first 
2 years of life or with manifestations 
later in life 
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Syphilis (cont'd) .•.•. 

Specimen collection 

Dark-field microscopy (or direct fluorescent antibody test, if available) 
• to. visualize T. pallidum 
• useful for chancres of primary syphilis, condylornata lata and mucous,,patches 

of secondary syphilis · · · 
• useful for nasal discharge in neonate with "snuffles" 
! not reliable for oral/rectal lesions 

Serology ,. 
• "non-treponemal" tests such as VDRL, RPR, ART, RST, EIA and TRUST 

become positive 1- 4 weeks after appearance of primary chancre 
• "treponemal" tests such as MHA-lP and FTA-ABS become reactive before 

RPR (see section on Laboratory Diagnosis of Syphilis, page 189) 

CSF 
• test for cells, protein and VDRL (only appropriate serological test) 
• CSF exartlination should be carried out in cases of: 

congenital syphilis 
tertiary syphilis . 

- when neurological symptoms/signs are present 
- in the latent stage when serum RPR titre 2 1:32 

in HIV-infected individual with latent syphilis or treated syphi,lis but no 
decrease in RPR titre 

Pregnant women 
• all pregnant women should be screened (initially with a non-treponemal test) 

in early pregnancy; all pregnant women in certain groups and those with high­
risk behaviours (see page 145) should be screened again in the 3rd trimester 
(see section on Screening, page 155) 

Tests/or other STD 
·• consider HIV screening 

HIV testing should always be accompanied by pre-test and post-test 
counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
- screening for hepatitis B markers (surface antigen [HBsAg] and surface 

antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 
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Syphilis (cont'd) ..... 

Laboratory diagnosis 

• interpretation of syphilis serology is often difficult. Unless you are sure that 
this is a first infection, specialist advice should be sought. 

• age of the patient, clinical situation, history of disease, knowledge of previous 
treatment and previous serological results are very important in an assessment;~'""." 
e.g., a VDRL titre of 1:8 with a positive MHA-TP may need no further action 
if the person was adequately treated and his/her previous VDRL titre was 1 :32 

• elderly - little benefit of undertaking a lumbar puncture or treating an elderly 
individual with reactive serology unless infectious or tertiary syphilis is 
suspected. Routine screening of thi~ population on admissio~ to extended care 
institutions is not recommended. 

• HIV infection may alter the RPR response making follow-up of infection 
more difficult 

Test Test Possible Reason 

Non-treponemal VDRL, Treponemal: 
RPR,ART,TRUST,RST, MHA-TP, FfA-ABS 
EIA 

.• 
syphilis - recent or + I'+ . 
previous . yaws or pinta 

+ - • no syphilis - false 
positive 

0 

- - • no syphilis or incubating 
disease 

- + . consistent with syphilis, 
acute, previously treated 
or untreated . yaws or pinta 

Management 

primary and secondary 
serology (RPR or other non-treponemal test and MHA-TP, FrA-ABS) 
also make every effort to obtain dark-field microscopy (or direct fluorescent 
antibody test, if available) and interpret as follows: 

if positive, treat 
if negative, repeat test x 2 at same visit 
if positive, treat 
if results still negative and if follqw-up can be ensured, culture for herpes 
simplex virus (HSV) and await results 
if dark-field examination not available or follow-up of negative result 
cannot be ensured, treat 
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Syphilis (cont'd) ..... 

Management (cont'd) ..... 

latent 
• serology (RPR or other non-treponemal test, MHA-TP, FfA-ABS) 
• rule out tertiary disease by physical examination and chest x-ray 
• treat for appropriate stage ~ 

• lumbar puncture should be considered 

tertiary 
• serology (RPR or other non-treponemai test, MHA-TP, FfA-ABS) 

CSP (VDRL, cells, protein) •. 
if CSP negative, treat for latent disease 
if CSF positive, treat for neurosyphilis 

congenital 
• serology on child and mother (RPR or other non-treponeinal test and 

MHA-TP, FT A-ABS) (interpretation of a child's serological result will depend 
on history of and response to treatment in pregnancy and the age of the child) 

cord blood is not an ideal sample for serology 
• if skin lesions or rhinitis p~~nt, obtain specimens for dark-field microscopy 

(or direct-fluorescent antibody test, if available) 
• CSF (VDRL, cells, protein) 

findings are difficult to interpret in the first few weeks of life in infants 
bum to mothers with syphilis because of the normitl elevations of cells and 
protein in CSP and the possibility of a false-positive CSP VDRL in infants 
with high titres of passive antibody. A normal CSP examination does not 
rule out neurosyphilis in the infant but is usefu~ for comparison in follow­
up. 

• long bone x-rays 
• treat (see page 105) 

Prevention 

• Primary prevention of infection is a critical part of management 
• Patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 
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Syphilis (cont'd) ..... 

Reporting, contact tracing and follow-up 

Reporting 
• syphilis is reportable in all provinces and territories. Evidence of clinical 

disease and positive laboratory testing must be reported to the local public """ 
health authority. ~ · 

Contacl tracing 
• all partners who have had sexual contact with the index case within a certain 

time period, depending on the stage of the disease, must be located and tested 
appropriately 
Primary Syphilis: 

for 3 months before the development of symptoms 
Secondary Syphilis: 
- for 6 months before the development of symptoms 
Early Latent: 
- for 1 year before diagnosis 
Late Latent: 
- assess marital or long-term partnpr-ll and children, if appropriate 
Congenital: 

assess mother and her sexual partner(s) 
Stage undetermined: 
- use careful judgement or consult an expert 

• all curren( sexual partners, parents of infected .neonates, and persons 
implicated in sexual abuse and assault cases must be located, clinically and 
serologically evaluated, and treated with antibiotics appropriate for the stage 
of infection · 

• every effort must be made to stage the disease before treatment.is initiated, 
since staging is critically important to the selection of treatment regimen and 
follow-up of this infection 

• if exposure to early syphilis occurred within the previous 90 days, the person 
should be presumptively treated 

• if exposure was more than 90 days previously and serologic test results are 
available, treatment should be based on these results 

• local public health authorities should be available to help with contact tracing, 
evaluation and treatment 
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Syphilis (cont'd) ..... 

Follow-up 
• SEROLOGY (RPR or other non-treponemal test and MHA-TP, FTA-ABS) 

should be carried out until an adequate response is achieved (see below) using 
the following as a guide: 
primary, secondary, early latent, congenital ,y 

1, 3, 6, 12 and 24 months after treatment 
late latent, tertiary 

12 and 24 months after treatment 
neurosyphilis 
- 6, 12 and 24 months after treatment 
if HIV infected 
- 1, 3, 6, 12 and 24 months after treatment and yearly thereafter 

• adequate serologic response is: 
primary 
- 2-tube drop at 6 months, 3-tube drop at 12 months, 4-tube drop at 

24 months 
secondary 
- 3- and 4-tube drop at 6 and. 12 months 
early latent 
- 2-tube drop by 12 mont)ls' 

• steady drop in titre to negative or stabilization at a low level of non­
treponemal tests wi11 occur in up to 60-75% of patients with primary syphilis 
by 2-3 years 

• adequate serological response does not necessarily mean cure if titres were 
initially at very high levels 

• if a non-treponemal test titre increases 4-fold after treatment without re­
infection, the patient should be re-evaluated and a lumbar puncture done 

• it may be useful to perform a specific treponemal test when the non­
treponemal test be.comes negative in order to assist assessment of a future 
episode of infection or contact. Previously treated cases are likely to remain 
MHA-TP and FI'A-ABS positive. 

• ABNORMAL CSF EXAMINATIONS should be repeated in 6 months 
(6 months or less in congenital syphilis depending on CSF result at delivery 
and subsequent serology) 

expect fall in CSF VDRL titre and fall in cell count to normal in 3-
6 months 
re-treatment may be needed if response is not satisfactory 

NOTE 
• asymptomatic infants, born to mothers who received adequate penicillin 

treatment prior to the third trimester or more than a month before delivery, 
are at minimal risk for developing congenital syphilis BUT should be 
examined carefully and have follow-up serology until non-treponemal and 
treponemal serological tests are negative. If treponemal serological tests 
remain positive at I year this implies congenital syphilis and appropriate 
treatment should be given (see also pag;e 106). 
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Syphilis (cont'd) ..... 

Treatment 

STAGE PREFERRED TREATMENT ALTERNATIVE 
TREATMENT FOR 
PENICILLIN ALLERGIC 
PATIENTS(a) .. 

Primary for odu/1s: far adults and adolescent.: 
Serondary • beniothine penicillin G • tetracycline SDD mg orally 
Latent < I yrs l.4 mllllon V IM in single session x 4/day for 14 days 
duration OR 

Jo'r c/1i/dre11 (1101 cange11i1al sypl1ills): • do1ycydl11e lOD mg Qrally 
• benzathlne peniclllin G x 2/day for 14 days 

Sll,Oll!l Ulkg lM Jar c/1ildren < 9 ywrs and 
(up to mMimum of 2.4 million U) in a single pre gnom wometi: 
session Preferred: 

• des•nslllzatlon and use of 
penlclllln 

11.lternalire; 
• erylhromycln 40 mglkg/ day 

orally In divided doses 
(max 500 mg per dose) for 
14 days (erythromycin estofote 
is contrnindlcaled in 
pregnancy)(c) 

Latent> I yr • henialhine penicillin (V ' As above except that therapy 
duration 2.4 million U JM weekly for 3 successive should be adminisrered for 28 
including weeks days 
cardiovascular 

Neurosyphilis • crysfulline penicillin G 
3-4 "!II Hon lJ IV 4 houri y 
(lli-24 million V/day) fur llJ..l4 days 

Congenitll!(b) • crystalline peniclllln G 

! 
Bady < I yr 50,000 V/1<g IV l 2 houdy for the first week. 

of life, S hourly d!ore!lfler. for !O days 

Lale> I yr abnormal CSF or neurological involvement 
• cryslalline penicillin G 

200,1100 Ulkglday IV 6 hourly for 10-!4 
days 

nonnat CSP and no neurological involvement 
• cryslal!ine penicillin G 

l00,000 U/kglday lV 6 hourly for llJ..!4 
days 
OR 

• benzalhlnt penicillin G 
50,000 Ulkg IM (max 24 mitliun U) weekly 
for 3 successive weeks 

(11) penicillin allergic patient> administered tetracycline/doxycycline/erythromycin must be followed carefully ro 
ensure therapeutic success 

(b) asymptomatic in fonts born to women treated with non-penicillin regimens should receive benzathine penicillin 
G 511,000 Ulkg·IM as a single dose. 

(c) erythromydn dosages refer to use of erythrorn'.l"in base. Bquivalent dosages uf other formulat!ons (el{cepr that 
esto!ate is conlraindicoted in pregnoocy) may be su.bstirutcd. 

FOR NOTES SEE PAGE 106 
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Syphilis (cont'd) ..... 

NOTES 
HW infection 
• PERSONS JNFEC'IED WITH HUMAN IMMUNODEFICIENCY VIRUS 

(HIV) MAY REQUIRE LONGER THERAPY AND/OR HIGHER 
DOSES AND CLOSER FOLLOW-UP ,y 

• some experts suggest that IIlV-infected patients with early syphilis should 
receive benzathine penicillin G 2.4 million U IM weekly for 3 successive 
weeks 

Pregnancy 
• all women not previously treated should receive penicillin appropriate to their 

stage of disease 
• re-treatment during pregnancy is unnecessary unless there is clinical or 

serological evidence of new infection (a 4-fold rise in RPR titre) or history 
of recent sexual contact with a person with early syphilis 

• erythromycin should only be utilized when penicillin allergy is reported and 
skin testing for penicillin allergy and desensitization is not possible 

• pregnant women receiving treatment should be advised to seek medical care 
. if any decrease in fetal moi-~ments occur; they need not be hospitalized 
routinely 

Congenital syphilis 
• congenital syphilis may. occur if a women has untreated syphilis during 

pregnancy 
• infected infants are frequently asymptomatic at birth and may be seronegative 

if the maternal infection occurred late in gestation 
• infants should be treated at birth: 

if maternal treatment was inadequate, did not include penicillin, is 
unknown, occurred in the last trimester or last month of pregnancy, or if 
maternal serological response is inadequate 
OR 
if adequate follow-up of the infant cannot be ensured 

Jarisch-Herxheime1· Reaction 
• a febrile reaction may occur 8-12.hours after treatment of syphilis, most 

commonly in early disi;ase 
• the reaction is often ,accompanied by malaise and is not related to drug allergy 
• usually lasts a few hours and can be treated with antipyretics 
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Epidemiology/Etiology 

• HSV type 2 (HSV-2) most common (G'. 70% of 
primary; 98% of recurrent episodes) 

• HSV type 1 (HSV-1) less common (::; 30% of 
primary; 2% of recurrent episodes) 

• infection life-long and predominantly asymptomatic 

Natural history 

• primary infections frequently asymptomatic 
usual incubation period for symptomatic primary 
infection == 2 to 21 days 

• recurrences tend to follow sensory nerve distribution, 
and may appear on non-contiguous external sites 
related by dennatome 

asymptomatic and symptomatic recurrences 

common 

Clinical clues 

First symptomatic episode 
Primary 
• first clinically-evident episode in seronegative patient 
• vesiculo-ulcerative disease at and near sites of 

inoculation 
usual incubation period for symptomatic primary 
infection = 2 to 21 days 
involves external genitalia, pubis, perineum, and 
perianal regions, cervix, anus or urethra (men and 
women), depending on type of contact 

• painful lymphadenopathy common 
• urinary symptoms, including hesitation and/or external 

dysuria (for definition, see page 172) are common in 
men and women and may be prolonged 

• systemic symptoms (fever/muscle aches) in 
40-70% of symptomatic primary infections 

• benign aseptic meningitis 10-30% of symptomatic 
primary infections 

Non-primary 
•· first clinically-evident episode in seropositive patient 
• short or long incubation (years in some patients) 
• possible unilateral vesiculo-ulcerative disease similar 

to symptomatic recurrent disease 
• systemic symptoms unusual 
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Genital Herpes (cont'd) ..... 

Symptomatic recurrence 
• due to reactivation of latent infection and/or recent inoculation 
• symptoms less severe and duration shorter than in primary episode 
• generally .limited to external genitalia 

Neonatal herpes . 
• intrauterine infection can occur at any time in pregnancy after primary 

infection in mother, but is rare (see below for infection during birth process). 
The greatest risk is in the third trimester. 

• intrauterine infection does not cause malformations tit fetus, but may result 
in severe damage as well as destructive lesions 

• neonatal herpes is most often acquired during the birth process 
• recurrent HSV infection rarely leads to neonatal infection despite the 

frequency of genital HSV infections in women 
• neonates born to mothers with primary infection close to delivery are at 

especially increased risk, regardless of whether maternal infection is 
symptomatic or asymptomatic, but primary genital herpes infection in 
pregnancy is associated with ~.high rate of transmission to the neonate - up 
·to 50% / 

• clinical presentation can occur shortly after birth or as late as 4-6 weeks after 
birth. Presentations include: 

generalized systemic infection involving .the liver, other organs and 
frequently the CNS with or without skin involvement - incubation period 
about 1 week 
isolated CNS disease without skin or visceral involvement, incubation 
period 2-4 weeks 
localized skin, conjunctiva! and oral disease without overt CNS or visceral 
disease - incubation period 1-3 weeks. Some infants with disease 
apparently limited to skin develop neurological damage, thus all affected 
infants should be treated with parenteral acyclovir. 

• post-natal transmission of RSV in newborn is rare, but has occurred from 
mothers as well as other caregivers 

108 



Genital Herpes (cont'd) ..... 

Specimen collection and laboratory diagnosis 

• diagnosis requires 
- classical clinical presentation AND 
- culture (or other viral type-specific) documentation 

• methods other than culture are available for the laboratory diagnosis of HSV 
infections; however, culture remains the preferable method because of 
specificity, sensitivicy and ability to tYPe the viral strain. Strain typing may be 
useful in a child who has been sexually abused. 

• current serological techniques are useful only in conjunction with culture in 
fifllt episodes, to distinguish between primary and non-primary (see above) 

• glycoprotein g-specific serological techniques are becoming more widely 
available and may be used to diagnose latent HSV-2 infection 

• for further infonnation, see section on Laboratory Diagnosis, page 193 

• consider obtaining a blood sample for serological testing for syphilis 
(see section on Screening, page 155) 

• consider HIV screening / · 
HIV testing should always be accompanied· by pre-test and post-test 
counselling (see page 174) · 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAg] and surface 
antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 

Pr~vention 

• counsel about risk reduction to others 
• counsel about informing partners of history and risk 
• patient~ presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice 
of safer sex 

Reporting, contact tracing and follow-up 

• HSV infections, genital and neonatal, are reportable by physicians to local 
public health authorities in some provinces, but not in either territory, at time 
of publication (April 1992). Whether cases are to be reported on suspicion or 
after laboratory confirmation also varies. For clarification, contact your local 
public health authority. 
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Genital Herpes (cont'd) ..... · 

Contact tracing ..... 
• contact tracing of cases does not need to be carried out 

most disease presents as recurrences 
- it is difficult to assess whether a contact has ever bad a primary genital 

infection -~ 
• cases should be encouraged to inform their regular sexual partners of the 

diagnosis to make them aware of the risk of infection, if uninfected, and to 
aid diagnosis in a partner if the disease does arise. 

• follow-up c1:1ltures not usually indicated, except ~hen there are unusual 
recurrent symptoms 

Management 

Counselling 
• patients with recurrent infection may not require antiviral treatment unless 

recurrences are severe andfor frequent 
• transmission decreased by: 

avoidance of affected slcin contact during likely periods of viral shedding 
(prodrome to re-epithelialj.rlition) 
adherence to safer sex practices at other times 

• most common patient concerns 
asymptomatic transmission 
fears of partner discussions and judgments 

- loneliness, depression and low self-esteem 
potential effect on childbearing 

• colUlsel about risk reduction to others 
• counsel about informing partners of history and risk of infection 
• if pregnant, health care provider should be informed 
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Genital Herpes (cont'd) ..... 

Treatment 

Primary episode of Children- oral acyclovir probably effective but there are no 

genital herpes prepubertal data yer to support its use . treatment should be 
considered and 
discussed wilh the 
patient. Treatment 
is useful in 
reducing 
symptoms, Adul!s and • acyclovir 200 mg orally x. 5/day for 7-JO days 
complications and adolescents or until healing complere 
vims shedding but OR 
is only effective if . acyclovir 5 mg/kg IV ll J/day for patients 
given in the early requiring hospitalization, switch to oral therapy 
slages of the when possible to complete 10 days therapy or 
symptomatic until healing complete 
episode. 

Note: initiation of treatment 6 days or more 
after onset of symptoms is unlikely to be of 
benefit 

Recurrent genital Children . no .data to support use of acyclovir although 

herpes (see also ,efficacy and safety are probably not different 

page 112) than for adults 

Adults and . intermiltent, early, patient-initiated treatment of 
adolescents active recurrences of limited clinical benefit; 

useful in a minority of patients (for chronic 
suppressive therapy see page 112) . acyclovir 200 mg orally x 5/day for 5 days . no role for topical acyclovir 

Jmmuno- . intermittent, early, patient-initiated treatment of 
compromised active recurrences 
adults and . acyclovir :WO mg orally x 5/day for 5 days or 

adolescents until healing 
- chronic, suppressive rherapy probably 

preferable (see below) 
- topical acyclovir may have minor role in a 

limited infection 
severe or progressive lesions likely 10 be due 
to acyclovir resistance 

lmmuno- . acyclovir 600 mg/m1 orally x 4/day for 5 days 
compromised or until healing complete, may be effective 

children 

Immuno- . foscamet (investigational) 40-60 mg/k:g 8 hourly 
compromised central venous access required for higher dose 

adults and - restart acyclovir suppression at !he conclusion 
adolescents of foscamet 
and children 
with acyclovir 
resistance 
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Genital Herpes (cont'd) ..... 

Treatment (cont'd) ..... 

Chronic, suppressive Children . no da1a available 
treatment 

objectives: Aduhs and . more llum 6 annual recurrences and consid()fed 

frequency and adolescents likely to benefit from frequency reduction 

severity acyclovir 200 - 400 mg orally x 2-5/day (most 

reduction commonly 200 mg x 3/day) 
- safety established to 4 years 

(400 mg x 2/day) 
- small subgroup require higher doses 
annual discontinuation - 2 recurrent episodes 
warranted to re-eslllblish continuing need . suppression has not been shown to alter an 
approximate l % incidence of asymptomatic 
HSV shedding 
special occasions (dosage as for chronic 
suppression, bLLt for a defined period beginning 
5 days prior to the event), e.g.: 
- vacations 
- high-stress periods 

' 
- new relationships 

I known exposure to trigger factor, e.g., 
sunlight 

Jmrnuno- . acyclovir 400-2000 mg/day orally in 2-5 
compromised divided doses in certain individuals 
adults, 
adolescents 

bnmuno- • acyclovir 600 mgfm1 orally x 2-10/day may be 
compromised effective but there are no data yet to support its 
children use 

Pregnancy • a specialist knowledgable in this area should be 
consulted 

• use of acyclovir during pregnancy not 
adequarely studied but possible roles include: 

primary infection especially in third trimester 
- suppression late in pregnancy. lo prevent 

cesarean section 
-· 

Neonatal herpes Neonate and • acyclovir JO mg/kg/day IV 8 hourly infusions 
infants for 14 days . oral therapy NOT adequate, but may be 

considered in infants exposed to active HSV 
infection but not yet ill 
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EpidemiologyfEtiology 

• probably the most common STD 
• caused by genital types of human papillomavirus 

(HPV) 
• 10 to 30% of adult population infected although 

majority of patients have sub-clinical infection 

• incubation period estimated at 2-3 months but may be 
longer 

• life-long infection probable 
• some types linked to cervical, vulvar, and other 

ano-genital tract cancers (vagina, perineum, penis, 
anus) 

• symptomatic perinatal transmission is suspected to be 
infrequent. When it occurs, is associated with genital 
and vocal cord lesions. The incubation period is 
unknown. 

• sign of possible child sexual abuse. Genital warts in 
a child> 18 months of age and particularly> 2 years 
warrant an investigation for abuse, although the latest 
age at which perinatally acquired HPV infection can 
become symptomatic is not clearly defined (see 
section on Child Se;imal Abuse, page 131) 

Clinical clues 

• often subclinical or clinically apparent but 
asymptomatic 

• warty growths on ano-genital skin and/or mucous 
membrane (condyloma acu!"inata), frequently 
multiple and polymorphic 
exophytic frond or cauliflower-like 
- usually asymptomatic 

can cause bleeding, pruritus, local discharge 
fl.at poorly visualized (macular or papular) condyloma 
also found 

• natural history is of fluctuation of size and number of 
warts 

• warts can increase in size with pregnancy 
• dysplasia and neoplasia on a Papanicolaou (Pap) 

smear may be associated with HPV infection 
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Genital Warts (cont'd) ..... 

NOTE: Molluscum conlagiosum 
• genital warts should not be confused with molluscum contagiosum 
• molluscum is caused by a poxvirus spread by intimate contact 
• presents as smooth spherical papules with umbilicated centres on the genitalia, 

thighs and lower abdominal wall 
• lesions will heal spontaneously, without scarring, usually within 

2-3 months. Infection may last longer and warrant treatment 
• therapeutic regimes used include, curretage, application of trichloracetic acid 

or podophyllin and cryotherapy with liquid nitrogen 
• extensive molluscum, repeated recurrences and facial"lesions are common in 

immunodeficient patients and should raise a suspicion of possible HN 
infection 

Specimen collection and laboratory diagnosis 

• by direct examination of external genitalia; magnification by hand lens or 
colposcopy often helpful 

• aceto-whitening (3-5% acetic acid applied to affected area for 3-5 minutes) 
may lead to whitening of infected epithelium. This may enhance detection of 
subclinical lesions but test ~s'high false-positive and false-negative rate and 
requires skilful interpretation. Refer for further evaluation, if necessary. 

• colposcopy for cervical and vaginal warts, proctoscopy for anal warts and 
urethroscopy for meatal warts 

• yearly Pap smears especially imporf.!3nt for women and adolescents with 
history of genital warts (see page 182) 

• atypical warts 
- biopsy (specialist procedure) 

• culture/serology not available 

• consider obtaining a blood sample for serologic testing for syphilis 
(see section on Screening, page 155) 

• consider mv screening 
HIV testing should always be accompanied by pre-test and post-test 
counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
screening for hepatitis B markers (surface antigen [HBsAg] and surface 
antibody [HBsAb]) should be considered pre-immunization 
(see section on Hepatitis B, page 63) 
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Genital Warts (cont'd) ..... 

Prevention 

• counsel about risk reduction to others 
• counsel about informing portners of history and risk 
• patients presenting with concerns about STD provide an important 

opportunity for instruction and encouragement for the consistent practice ~ 
of safer sex 

Reporting, contact tracing and follow-up 

• HPV infection is not reportable to local public health autho.rities 
• contact tracing of presumptive or proven cases of HPV infection is not useful 
• routine follow-up of women with annual Pap smear 

Special considerations for children 

• refer to appropriate specialist since treatment can be very difficult 
• consider possibility of sexual abuse · 
• SEE SECTION ON CHILD SEXUAL ABUSE, PAGE 131 

/~· 

Management and treatment 

• NO THERAPY ERADICATES HPV INFECTION 
• warts often difficult to conlrol; high recurrence rate 
• successful therapy will reduce visible lesion size but there is no evidence that 

this alters the risk of transmission or the risk of neoplastic change 

Treatments that are probably not effective: 
• topical interferons 
• dinitrochlorobenzene sensitization and application 
• immunotherapy with autogenous vaccines 

Treatment: HPV-related neoplasia 
• all suspicious pigmented and/or ulcerated and/or persistently pruritic and/or 

recalcitrant lesions should be referred to a specialist 

Treatment: Asymptomatic HPV 
• women should have a routine annual Pap smear 
• no specific management recommended 
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Genital Warts (cont'd) ..... 

Treatment (cont'd) ..... 

ADULTS AND ADOLESCENTS (refer children lo eppropriate specialist) 

Lesion type Treatment Comments 

Condyloma ac11minala . podophyllin, . most readily available ,,!"" . uncomplicated, 10% in tincture . cy!olQXic, may be carcinogenic 
small external of benzoin, . requires physician should never be left lo 
geniUll and perianal apply to wan self-applicotion 

Wl!Il.• and not frequent local reactions: 
contiguous skin, erylhema, !issue oedema, local 
wash off i11 pain/buming/i!clling/tendemess 
1-4 hrs, may should NOT be used in pregnancy (fetal dea!h; 
repeat once or systemic toxicity) 
twice weekly should NOT be used for treatment of cervical, 
total dose S: l to meatal, vaginal or anal wans 
2 mL pe.r visit . failure rnte = 23 to 78% . podophyllin 
25% in a resin, 
also available 

. podofilox 0.5% . for self.·uppllcation llllder directkm of physlci•n 
solution, apply cattinogenicity not established 
to wart and not should NOT be used in pregnancy 
contigUO!jll '.ilkln • should NOT be used for treatment of cervi_cal, 
x 2/day (every meatal vaginal or anal warls 
12 hrs) for 3 . mon: efficaciou• than podophyllin but recently 
days= one licensed and experience lirni!ed 
treatment cycle. 
Treatment cycle 
can be repeated 
x 3-4 only. 
Tomi dose per 
day not lo 
exceed O.S mL 

bi· or trlchloracetic . caustic and astringent 
acid, repeat weekly 

I . applied by physician as for podophyllin . no need to wash off 
• protect healthy skin 

Uncomp!kated: cryothempy (liquid . moderate cost with good response me 
small external nitrogen, carbon . dependent upon availability of low·!o·moderate 
genital and perianal dioxide {my ice]), expense equipment · 

wart• or nitrous oxide in . damage usually limited to epidermis 
!lat warts a specialized . can be applied to cervix using special probe 
ext.ensivc'waf1s or appamtu• especially 1J.Seful where. warts extensive and 
cervical warts e~ophytic 

Uncomplicated: electro-desiccation requires special equipment (specialist often 
more extensive, elec!rocautery required) 
genital, perinea! Wllrls . multiple painful local anaesthetic injections or 

general anaesthesia requill!d . good response rate . treatment of multiple wans may cause excess 
damage 
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Genital Warts (cont'd) ..... 

Treatment (cont'd) ..... 

Lesion Treotment 

Extensive infection/large or resistant lesions . Patients sho\lld be rererred to a specialist 
knowledgnble in this area . treabnents which may be considered: 
- laser 

surgery 
inttalesional or systemic a-interferon . treatments may require multiple painful 

local anaesthetk injections or general 
anaesthesia and may be associated with 
significant morbidity 

V11ginal, meatal warts I . Patients should be referred to 11 specialist 
knowledgable in lhis area . treatments which may be considered: 

laser 
- topical 5-fluoracil 5% cream . treatments m11y be associated with 
significant morbidity and laser therapy 
usually requires general Maesthesia 
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Epidemiology/Etiology 
• > 5600 cases of AIDS reported in Canada up to 1992 
• the great majority of cases of AIDS have been 

reported in men who have sex with men, injection 
drug users and sexual partners of those groups. A 
small but increasing proportion of cases of AIDS are 
being reported in the heterosexual population of both 

genders. 
• estimated between 30,000 to 40,000 individuals 

infected with IITV in Canada - most are 
asymptomatic 

• to date, about 20% of male and female cases 
acquired their infection as adolescents 

• screening for HIV and method of preparation of blood 
products since November 1985 has minimized 
transmission of the infection to persons with 
hemophilia and others receiving blood products. The 
current estimated risk of infection from receipt of 
blood and blood products is extremely low. 

• on average the time from infection to the development 
of clinical AIDS is 7-8 years /. 

• risk of acquiring HIV infection is as high as 2% after 
only one sexual contact with an HIV-infected 
individual 

• risk of infection increases substantially in association 
with genital ulceration 

• risk of transmission of IIlV is increased shortly after 
infection and in later stages of disease 

• risk of infection reaches 50% in regular sexual 
partners of HIV-positive persons 
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HIV/AIDS in Adolescents and Adults (cont'd) ..... 

Clinical clues 

Risk . unprotected sexual activity with those who may have high-
factors risk behaviour such as men who have sex with men, 

injection drug users, other substance abusers, sex trade 
workers (prostitutes) and persons from endemic areas·=' . sex with person known to be infected . sex with multiple partners . anal intercourse 

History . asymptomatic . acute mononucleosis-like syndrome 
• history of hepatitis B and other STD . unexplained persistent fever . unexplained lymphadenopathy . unexplained chronic diarrhea . dyspnea and dry cough . recurrent mucocutaneous candidiasis . dysphagia (esophageal candidiasis) 
• intractable vagjnal candidiasis . new red/purpf~ skin lesions . encephalopathy . unexplained weight loss . herpes zoster . .aseptic meningitis 

Laboratory clues 

• lymphopenia 
• low platelet count 
• anemia 
• chronic ·lung infiltrate 
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HIV/AIDS in Adolescents and Adults (cont'd) •...• 

Manifestations of disease in adults and adolescents 

Primary infection . some primary infections present clinically with 
an infectious mononucleosis-like illness with or 
without aseptic meningiti11 

-::!" 

Asymptomatic . lymphadenopathy (nodes :> 1 cm in diameter at 2 
infection non-contiguous non-inguinal regions or 

generalized for > 3 months' duration) . thrombocytopenia 

Progressive • oral candidiasis 
infection: . recurrent vaginal candidiasis 
conditions . oral hairy leucoplakia 
indicative of . unexplained fever> 2 weeks 
immunosuppression . chronic diarrhea > 2 weeks 

• weight loss> 10% body weight . hairy leukoplakia 

AIDS: Other opporti,mistic infections: 
multiple severe . Pneumotystis carinii infections/extra-intestinal 
infections strongy loidiasis/tox oplasmosis/chronic 
unusual diseases cryptosporidiosi s 
and cancer . cytomegalovirus infections/mucocutaneous herpes 

simplex infections (chronic or disseminated) 
recurrent single or multiple dennatomal herpes 
zoster (multiple locations) . candidiasis/cryptococcosis/histoplasmosis 
coccidioidomycosis/nocardiosis . recurrent Salmonella bacteremia 
miliary tuberculosis/M. avium-intracellulare and 
M. kansasii infections 

Secondary cancers: . Kaposi's sarcoma/non-Hodgkin's lymphoma 
· immuno.blastic lymphoma/primary brain cancer 

Other diseases: 
• progressive multi-focal leuco-encephalopathy . neuro-AIDS/dementia/myelopathy and/or 

peripheral neuropathy . interstitial lymphoid pneumonitis/other infections 
or cancers 
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HIV/ AIDS in Adolescents and Adults (cont'd) ..... 

Laboratory diagnosis - HIV antibody testing 

• any physician can order an mv test 
• testing should only be carried out with the indivldual's consent 
• consider testing for mv in any person with high-risk behaviour (see page 

120) or who is in a high-risk group (see page 120) or who has clinical or 
laboratory clues suggestive of HIV infection (see page 120) 

• explain clearly the nature of the test with appropriate pre- and post-test 
counselling (see page 174) 

• HIV testing where a physician does not have to supply the name of the person 
being tested is available in all provinces and territories BUT in some areas, 
if a test is positive, the physician is obliged to report the name of the 
individual to the local public health authority (nominal reporting) 

• anonymous testing (where the patient does not reveal his/her identity and the 
result is given only to the patient) is available in some provinces. Contact the 
local health authority for more infonnation. 

• seroconversion occurs in the majority of individuals within 12 weeks, but 
there are occasional reports of up to 6 months 

• consider repeating an initiall}Jiositive serological test for HIV when: 
the result is reported only by the patient · 
the result is unexpected and further questioning fails to reveal any obvious 
risk factor 

Prevention of transmission 

• counsel on prevention of transmission to others: 
safer sex including non-penetrative sexual activity 

- condoms 
use of clean needles 
informing partners of risk of infection before sexual contact 

• counsel about risk of transmission from infected mother to neonate 

Reporting contact tracing and follow-up 

Reporting 
• AIDS is reportable by physicians to local public health authorities in all 

provinces and territories although specific requirements vary 
• HIV infection is reportable in some provinces and territories at the time of 

publication (April 1992)· 
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HIV/AIDS in Adolescents and Adults (cont'd) •.... 

Contact tracing 
requirements for partner follow-up or contact tracing of AIDS and HIV 
infection also vary 

• a patient's sexual and needle-sharing contacts should be evaluated in an 
attempt to control transmission and ensure appropriate care for other infected ,_,,, 
individuals: 

start with most recent contacts 
- outer limit of time frame is start of risk behaviour 
- sero-negativity of recent partners may be reason not to look farther back 

in time 
- contacts should be evaluated with the consent of the patient except in 

special circumstances where public health investigation warrants otherwise 
• all children born to mothers who are or may have been infected must be 

evaluated (see section of HIV Infection in Children, page 125) 
• all HIV-positive persons declaring that they have previously received or 

donated blood should be reported in confidence to the Canadian Red Cross so 
that lookback procedures can be initiated as appropriate 

• local public health authorities should be available to help with contact !racing 
and evaluation . / '· 

Follow-up 
• while asymptomatic, infected persons are usually followed up at 4-6 monthly 

intervals 

Management and Treatment 
• ensure psychological support when explaining diagnosis and throughout 

follow-up 
• complete a history, physical examination and order appropriate laboratory 

screening tests 

• THIS IS A RAPIDLY CHANGING AREA AND PHYSICIANS MAY 
WISH TO DISCUSS AND CARRY OUT CARE IN COLLABORATION 
WITH A SPECIALIST KNOWLEDGABLE IN THE FffiLD 

Anti-retroviral therapy: 
• patients with CD4 (subset of helper lymphocytes) count < 0.5 x 109/L 

zidovudine 600 mg/day orally (e.g., 200 mg x 3/day) 
• patients' with CD4 count> 0.5 x 109/L - decision to give zidovudine should 

be individualized 
• if neurological involvement present, may increase dose of zidovudine to 

1200 mg/day orally (e.g., 400 mg x 3/day) 
• monitor patient for side effects, e.g., anemia and neutropenia 
• other anti-retroviral agents are available, e.g., DDI, DDC. Their use should be 

d.iscussed with an expert. 

123 



HIV/AIDS in Adolescents and Adults (cont'd) ..... 

Management and treatment (cont'd) ..... 

for patients who cannot tolerate drugs in current usage, physicians can 
contact: 

the Canadian IDV Trials Network (Tel. (604) 631-5327 (collect calls are 
accepted), FAX (604) 631-5210) for infonnation on new ther!lJlCUtic 
possibilities in Canada 

- or the Bureau of Biologics, Health Protection Branch, Health and Welfare 
Canada (Tel. (613) 957-8062) for release of new agents for compassionate 
use 

Prophylaxis 
• prophylaxis against Pneumocystis carinii infection is for patients who have 

had a symptomatic episode and for asymptomatic HIV infections if the CD4 
count is < 0.2 x 109/L. Available drug regimens include cotrimoxazole, 
dapsone and pentamidine. 

Immunization 
all IDV-infected persons, whether symptomatic or not, should receive 
immunizations on schedule. Inactivated polio vaccine (IPV) should be used 
for the infected person and pll household members instead of oral polio 
vaccine (OPV) where approphale. Also consider using pneumococcal vaccine, 
influenza vaccine yearly, and possibly also conjugate 
Haemophilus influenzae b vaccine. 

Secondary, infections 
• therapy of bacterial, including mycobacterial, viral and fungal infections must 

be individualized and response to treatment monitored 
• Iong-lenn suppressive therapy may be necessary, e.g., for CMV retinitis 
• screen routinely for: · 

eye involvement if CD4 count is< 0.1 x 109/L 
- tuberculosis using a skin test and chest x-ray 
- syphilis using a non-treponemal test 

Special considerations for women 
• pregnancy may exacerbate symptoms of mv infection 
• risk of perinatal transmission of HIV with an infected mother is 20-30%. Risk 

is increased close to time of seroconversion and with advanced disease. 
• trials are ongoing to detennine optimal anti-retroviral therapy in pregnancy 
• infected women should be counselled regarding risk of transmission during 

pregnancy 

Special considerations 

• an up-to-date list of all centres involved in clinical trials of drugs used against 
HIV infection is kept by the Canadian HIV Trials Network (604) 631-5327 
(collect calls are accepted). The name of your local centre involved in 
HIV/AIDS research and therapy may be obtained from this agency. 
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Epidemiology/Etiology 

• 64 cases of AIDS reported in children in Canada up 
to the end of 1991, perinatal transmission accounted 
for 81 %, receipt of blood and blood products for 19% 

• up to March 1991 there were an additional 90 
children knowri to have been infected with HIV as a 
result of transmission from an infected mother 

• screening for HIV and method of preparation of blood 
products since November 1985 have minimized 
transmission of the infection to persons with 
hemophilia and others receiving blo~d products. The 
current estimated risk is extremely low. 

• an increasing proportion of HIV-infected infants ·are 
being born to mothers with no identified risk factors 

• even perinatally acquired' HIV infection can remain 
asymptomatic for a number of years 

Clinical clues 

Perinatal infection: 
risk factors 

Acquired infection: 
risk factors 

• rnothefS 'who engage in 
high-risk behaviour 
- injection drug use 
- other substance abuse 

sex trade worker 
(prostitute) 

- sex with multiple 
partners, bisexual men, 
HlV-positive men and 
injection drug users 

mother from HIV-endemic 
area 

• transfusion of blood 
products and injections in 
some endemic countries 

• sexual abuse 
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HIV Infection in Children (cont'd) ..... 

Clinical ~lues (cont'd) ..... 

Acquired infection 
in older children: 
history 

Laboratory clues 

no symptoms 
• acuce mononucleosis-like syndrome 
• history of hepatitis B and other STD 

unexplained persistent fever 
• unexplained lymphadenopathy 
• unexplained chronic diarrhea 
• dyspnea and dry cough 
• recwrent mucocutaneous candidiasis 
• dysphagia (esophageal candidiasis) 

intractable vaginal candidiasis 
• new reel/purple skin lesions 

encephalopathy 
unexplained weight loss 

• herpes wster 
• aseptic meningitis 

• chronic lung infiltrates 
elevated serum IgG levels 

• lymphopenia 
low platelet count 

• anemia 

Manifestations of symptomatic disease 

Early onset disease • generalized lymphadenopathy . hepatosplenomegaly . failure to thrive . recurrent diarrhea . chronic candidiasis 
• developmental delay . enceptmlopathy - progressive or static . 
• recurrent bacterial infections caused by 

' 

e.g., Streptococcus pneurrwniae, Haemophilus inf/uenzae b, 
Staphlococcus aureus. Salmonella sp 
lymphoid interstitial pneumonitis . Pneurrwcystis carinii pneumonia . cardiomyopathy, hepatitis, nephropathy . malignancies are uncommon 

Lare onset disease . similar presentations to HIV infections in adolescents and adulls 
(see section on HN Infection in Adolescents and Adults, 
page 119) . recurrent bacterial infections (see above) 
lymphoid interstitial paeumonitis . encephalopathy 
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HIV Infection in Children (cont'd) ..... 

Laboratory diagnosis - HIV antibody testing 

• in all infants and children where HIV disease is suspected, physicians must 
explain clearly the value of testing the infant and the implications of a 
positive result for the mother (see page 174) 

• it is recommended that testing be done with parental/guardian counselling and ··-­
consent 

• where perinatal acquisition is suspected, testing of the mother, if the infant is 
< 15 months of age, may be helpful in defining if the infant is at risk 

• early diagnosis of HIV infection allows early access to HIV therapy which 
can decrease progression of disease including encephalopathy and also allows 
early treatment and prevention of secondary infection 

• a positive HIV serological test in an infant may represent only passively 
transferred maternal antibody and the infant may or may not be infected. The 
HIV antibody test is so sensitive that maternal antibodies have been detected 
for up to 15 months in an infant not infected with HIV. There are laboratory 
tests (see section on Laboratory Testing for HIV Infection, page 175) that can 
help distinguish infected infants at an earlier age, e.g., PCR for viral genome, 
specific IgA, p24 antigen and virus i~olation. However, these tests are not 
widely available. ;- ' 

• since false-negative HIV tests in infants can occur, repeated testing may need 
to be done to definitively exclude the diagnosis 

• a negative HIV test in a mother and/or her infant in the first few weeks 
postpartum does not exclude infection because the mother may be in the 
process of seroconverting 

• consultation with an expert is recommended to assist in assessing need for 
. serology and interpretation of results 

Primary prevention 

• counsel the mother about the risk of breast feeding since HIV may be 
transmitted through breast milk 

• mothers of HIV-positive infants should be counselled and tested. Their 
sexual partners and other children should be evaluated. 

Reporting, contact tracing and follow-up 

• AIDS is reportable by physicians to local public health authorities in all 
provinces and territories although specific requirements vary 

• HIV infection is reportable in some provinces and territories, at the time of 
publication (April 1992) 

Treatment 

• THIS IS A COMPLEX ISSUE AND CONSULTATION WITH AN 
SPECIALIST KNOWLEDGABLE IN THIS FIELD IS ESSENTIAL 
BECAUSE OF RAPID CHANGES IN THIS AREA 
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HIV Infection in Children (cont'd) ..... 

Treatment (cont'd) ..... 

Anti-retroviral therapy 
.. Perinatal infection 

• symptomatic infants and children can be treated with zidovudine 
180 mg/m2 orally given every 6 hours. Alternative dosage schedrrfes are 
being evaluated: 

• zidovudine therapy in asymptomatic infections in infants and children 
should be discussed with an expert since treatment must be individualized 

• other anti-retroviral agents are available, e.g., DDI, DDC. Their use should 
be discussed with an expert. 

.. Acquired infection 
• should be discussed with an expert since treatment must be individualized 

Prophylaxis 
.. Pneumocystis carinii infection: 

• cotrimoxazole (TMP-SMX) - 75 mg/m2 of lrimethoprim (TMP) orally 
x 2/day x 3/week, other similar regimens have been shown to be 
efficacious 

• should be discussed with an expert 
.. Bacterial infection: _,· · 

• if symptomatic, MG 400 mg/kg monthly decreases incidence of invasive 
bacterial infections such as S. pneumoniae 

.. Secondary infections: 
• treatment of bacterial, viral and fungal infections must be individualized 

and response to therapy monitored. Long-term suppressive therapy may be 
necessary. 

Immunization: 
all HIV-infected children, whether symptomatic or not, should receive 
immunizations on schedule including Haemophilus influenzae type b vaccine. 
Inactivated polio vaccine (IPV) should be used for the child and all household 
members instead of oral polio vaccine (OPV) where appropriate. Also 
consider using pneumococcal vaccine and yearly influenza vaccine. BCG 
immunization is contraindicated. 

NOTE 
• if the child is receiving monthly IVIG, the risk of measles needs to be 

balanced against the risk of invasive bacterial infection since IVIG therapy 
needs to be withheld for 3 months before and 2 weeks after, if MMR is to be 
useful 

Special considerations 
• to obtain the name of your closest expert contact the provincial or territorial 

director of STD control or the closest children's tertiary care centre 

• to obtain a list of centres involved in pediatric clinical trials contact the 
Canadian HIV Trials Network (604) 631-5327 (collect calls are accepted) 
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Sexual Abuse and 
Sexual Assault 
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. 
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-
A SUSPECTED OR CONFIRMED STD IN A 
CHILD SHOULD PROMPT CONSIDERATION OF 
CHILD SEXUAL ABUSE 

Definition 

• the sexual exploitation of a child whether consensual 
or not. It includes acts of exposure, sexual touching, 
sexual assault, and sexual exploitation of a child ~y 

. prostitution or pornography. STD may be transmitted 
to a child through sexual abuse with oral-genital, 
genital-genit.al, and ano-genital contact. 

Epidemiology 

Factors affecting likelilwod that a genital pathogen is 
sexually transmitted: 
• the duration of time that a perinatally transmitted STD 

can persist varies with different pathogens. It is not 
definitively known with any pathogen. 

• the likelihood that a specific STD diagnosed in a 
child was sexually transmitted by..oiiil-genital, genital­
genital or ano-genital contact varies with different 
pathogens 

•· ·the likelihood that child sexual abuse, rather than 
persistent perina~ transmission, has caused an 
infection should l;le strongly considered with: 
.. Neisseria gonorrhoeae infection in a child > 1 

month of age and particularly > 6 months of age 
,.. genital or rectal chlamydia! illfection > 6 months 

of age, although perinatally acquired chlamydia! 
infection may colonize an infant for possibly up to 

3 years 
.. genital or perianal warts in a child> 18 months of 

age and particularly > 2 years, although the latest 
age at which perinatally acquired human papilloma 
virus infection can become initially symptomatic is 

. not clearly defined 
,.. genital or perianal herpes simplex virus infection 

> 3 months of age, although alternative routes of 
transmission should be considered 

.. genital Triclwmonas vaginalis · infection > 6 
months of age, although there may be non-sexual 
means of transmission 
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Child Sexual Abuse (cont'd) ••.•. 

Epidemiology (cont'd) ..... 

~ genital chancroid beyond the neonatal period (> 1 month) and particulariy 
> 6. months of age, although there may be non-sexual means· of 
transmission 

NOTE 
• bacterial vaginosis, including Gardnerella infection, is not by itself dfagnostic 

of sexual abuse 

Indications for screening for STD 

• children sexually abused in a manner in which transmission of an STD is 
possible, e.g., genital-genital, oral-genital or rectal-genital contact, should be · 
investigated 

• when an STD and/or sexual abuse has been diagnosed in a child, other . 
children at risk (siblings, household members, close social contacts) should 
also be assessed 

• suspected or known sexual abuse of a child MUST be reported by the 
primary health care provider to the local agency responsible for child 
protection / · 

Referral 

Referral to or discussion with a multidisciplinary expert team is strongly 
recommeniled (see section on Referral Centres, page 205) because: 
• the examination of a child under these circumstances is for both medical and 

lega1 puxposes 

Evaluation 

A person whose role is to be supportive of the child should be present during the 
interview and examination. 
All findings and actions taken, i.e., historical, physical and laboratory, should be 
clearly and completely.documented (see section on Forensic Evidence, page 201). 

Interview 
• useful only in a child with language skills capable of detailing events or 

symptoms 
• encourage child to describe details in his/her own words 
• try to determine whether any efforts/threats have been made to discourage the 

child from disclosing details of the assault 
• reassure .the child that he/she will be believed and protected 
• be non-judgemental 
• use terminology that the child can understand 
• use of inanimate objects, such as dolls, may be helpful 
• avoid use of leacling questions 
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Child Sexual Abuse (cont'd) ••... 

Past developmental/medical history 
• be as complete as possible 
• perinatal history is important - particularly concerning maternal STD 
• obtain information concerning the number of accidents, injuries, bums, scalds 

and ingestion of pills or other household materials that may have occurred. ·=" 

This may reveal other forms of abuse or neglect. 
• include a full developmental history 
• functional enquiry should be complete and specifically include past STD, 

general behaviour changes or problems and information regarding school 
attendance or problems · 

Social and family history 
• a detailed description of the family structure 
• obtain a complete history of medii:al problems suffered by both immediate 

and remote family members 
• history of past STD, sexual or physical abuse, substance abuse, or family 

stress such as financial problems 

Physical examination ,• 
• can be traumatic for some abused chifdren. This can be alleviated with proper 

preparation of the child and the creation of a relaxed atmosphere. 
• must include examination of the child for evidence of physical abuse and 

neglect as well as sexual abuse 
• should be complete including growth parameters and neurological assessments 
• confirm historical events during the physical examination by asking the child 

to indicate areas where touched or where pain is experienced 
• assess sexual development (see section on Tanner Scale, page 199) 
• examine all areas of skin and note signs of recent or past trauma or marks. 

If assault recent (within hours) re-evaluate 24-48 hours later as bruising or 
other injury may take time to become detectable. 

Genital examination 
• explain procedure to the child and allow him/her to see and to,uch instruments 

which are. likely to be used 
• attention should be paid to areas usually involved in sexual activity: the 

mouth, breasts, vaginal area, buttocks, rectum, and penis. Check for signs of 
trauma/infection such as erythema, abrasions, inflammation and discharge. 

• penile lesions are usual~y obvious; trauma to the penis or foreskin rarely 
occurs as a natural event 

• the perianal area and anus should be examined in both sexes. The. buttocks 
should be separated and the anal sphincter inspected for abrasions, brllises or 
tears. The sphincter will usually contract quite tightly. Any sign of 
patulousness should be regarded with suspicion but must be corroborated with 
other evidence. A patulous anus may be seen in children with severe chronic 
fecal retention or neurological abnormalities involving the sacral region. 
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Child Sexual Abuse (cont'd) ..... 

Genital examination (cont'd) ..... 
• examination of the vaginal area in preschool female children can usually be 

carried out with the child held on the lap of the parent or attendant and the 
child's legs held apart in the "frog position". Older children may be examined 
on a standard examining table without the use of gyneeological stirrups ·.ffi 
either the supine or knee chest position. The vaginal area should be closely 
inspected and the labia separated so that the vaginal intr6itus can be 
examined. In prepubertal children, as the labia are separated the labia minora 
can usually be seen shielding the vaginal opening. 

• the following should be looked for: 
inflammation, chafing,_ abrasions, or bruising of the inner legs or perinea! 
area 
scarring or tears of labia minora 
scarring of the posterior fourchette 
decreased amount of or absent hymenal tissue with resultant enlargement 
of the hymenal opening 

- scarring, tears, or distortion of the hymen 
purulent or other vaginal discha,-ge 
presence of ulcers and whethe! they are painful or painless 

- presence of warts, their location, size and appearance 
• photographing any abnormal physical findings such as genital bruising and 

abrasions may be helpful for subsequent medico-legal purposes 

Specimen collection and laboratory diagnosis 

• testing for STD in sexually abused children and/or siblings should be 
restricted to where there is a history and/or physical findings which suggest 
oral, genital, or rectal sexual contact of the child 

• in instances of acute assault, collection of specimens for forensic evidence 
should follow the established rape protocol procedures (see section on 
Forensic Evidence, page 201) 

• to minimize upset for the child, appropriate specimens should be obtained 
during a single visit. If suspected sexual abuse occurred within 72 hours of 
the initial assessment, microbiological testing should be deferred since false­
negative results can occur. The ideal interval for specimen collection after an 
acute assault in non-empirically treated patients is not clear. Generally, 
specimens are collected between 3 to 10 days after the incident. In cases of 
chronic abuse or when the incident has occurred more than 72 hours before 
the initial assessment, specimens should be obtained at the time of the 
physical examination. 

• N. gonorrhoeae isolates should be forwarded to a reference laboratory for 
strain typing and antimicrobial susceptibility testing 

134 



Child Sexual Abuse (cont'd) ..... 

Specimen collection and laboratory diagnosis (cont'd) ..... 

• risk of STD transmission for the sexually abused child is dependent upon 
prevalence of SID in the comm~nity, risk of SID for lhe perpetrator and the 
extent and type of abuse . .,.,.. 

• if possible, lhe (alleged) perpetrator(s) should be examined for STD ·- · 
• at times, a complete assessment may not be possible. Minimal investigation 

should include testing for N. gonorrhoeae and Chlamydia trachomatis. 
• for medico-legal purposes cultures are the most appropriate tests for N. 

gonorrhoeae and C. trachomatis 

NOTES 
• all specimens must be carefully labelled with the patient's name and site of 

collection so that there is no confusion about the source of the specimen. The 
site and type of specimen collected should be documented in the medical 
chart. 

• the laboratory must be alerted that lhe specimens are from a person suspected 
to have been sexually abused so that every effort is made to handle specimens 
optimally. For medico-legal pwpmies, both the laboratory methods for 
organism detection and the results should be carefully documented. All 
isolates should be saved so that they are available if further testing is required. 

• see section on Forensic Evidence, page 201 

multiple STD may be present and, if possible, all the following cultures/tests 
(see table) should be done 
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Child Sexual Abuse (cont'd) ..... 

Specimen collection and laboratory diagnosis (cont'd) ..... 

Site Procedure 

Pharynx . N. gonorrhoeae cu!ture(a) 

Rectum . N. gonorrhoeae culture(a) .. ~ . C. trachomaris culture(b) . HSV culture(c) 

Urethra (males): . N. gonorrh'oeae culture(a) 
Collecting a urethral swab in prepubertal . C. trachomatis culture(b) 
children is difficult because of pain and lhe . HSV culture(c) . 
small diameter of the urethra. For practical 
reasons, a meatal swab rather than nn intra-
urethral swab should be obtained using a thin 
swab on a flexible metal shafl. The swab 
should be rotated in the meatal opening ralher 
lhan introduced further into the urethra. 

Urine in males . examine for Trichomonas vagina/is . examine for C. trachomat/s if le.st 
available 
(see section on Laboratory Diagnosis, 

/} page 187) 

Vagina(d): . N. §Onorrhoeae cu Irure(a) 
Vaginal specimens can be taken without a . C. rrachomatis cu!ture(b) 
speculum in a relaxed child. As long as the . Gram stain of smear, saline wet mount 
hymenal ring is not touched, there is usually Md 10% KOH preparation for : 
little to no sensation associated with placing - T. va§ina/is 
swabs into the vagina. A speculum - clue cells and amine odor (whiff 
examination is only rarely required and in the test) (see page 179) 
prepubertal age group should be performed pH 
under a general anaesthetlc. - yeast . HSY culture(c) 

Genital ulcers . HSY culrure . Haemophifus ducreyi culture, rarely 
s~n in Canada, if suspected laboratory 
should be notified . examination of exudate for Treponema 
pa/fidum 

Genital warts . clinical evaluation with biopsy and 
histological confirmation, Typing is 
optional and may be of little benefit 
wilh current state of knowledge. 

Serological samples . syphilis(e) . HIV(f) . HBV(g) . frozen sample to be saved 

FOR NOTES SEE PAGE 137 
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Child Sexual Abuse (cont'd) ..... 

NOTES 
(a) due to medico-legal issues, culture of N. gonorrhoeae is the prererred method of diagnosis. 

While the results of non-culture tests, if culture is not available, may be used to guide therapy, 
they will be inadequate for legal purposes. 

(b) due to medico-legal issues, culture of C. trar:/wmatis is the prefem:d method of diagnosis rather 
than non-culture tests. If chlamydia! cultures are not available, results of non-culture tests usinr 
samples collected from urine and/or the vagina may be used to guide therapy although they 
should be confinned using a blocking test. Since the positive predictive value of these tests used 
in this population may be as low as 50%, the results of these tests are. not usefu,l for legal 
purposes. 

(c) cultures for HSY. should be done if inflammation is present 
(d) in prepubertal girls, culturing the cervix should not be done. Cervical specimens for N. 

gonorrhoeae and C. rrachomatis become necessary for adolescent girls with Tanner Stage ill 
andN. 

(e) optional depending upon circumstances of the abuse and prevalence of syphilis in the 
community. In the case of acute assault, a repeat test should be performed 6 weeks following 
the initial examination. 

(f) optional depending upon the ci.rcumsuu'.ices of the abuse, prevalence of HN in the community 
and the perpetrator's risk for lilV infecrion. In the case of acute assault, a repeat test should be 
performed 24 weeks following the initial examination. 

(g) optional depending upon the circumstances of the abuse, prevalence of hepatitis B in the 
community and the perpetrator's risk to7Mpatitis B infection. In the case of acute assault, n 
repeat test should be performed 6-12 weeks following the initial examination. If the assailant 
is known to be HBs-Ag positive, hepatitis B immune globulin and hepatitis B vaccine should 
be given. 

Reporting, contact tracing and follow-up 

• children with conditions that are notifiable according to provincial and 
. territorial laws and regulations should be reported to the local public health 
authority 

• if an STD is diagnosed, contact tracing of s~xual contacts should be carried 
out 

• specimens from sexual contacts should be taken with the same care and 
attention as specimens from the abused person (see above) 

• local public health authorities should be available to help with contact tracing, 
clinical evaluation, testing and treatment 

• follow-up cultures for "test-of-cure" are essential if an STD is found and 
treated 

for gonorihea, trichomoniasis and bacterial vaginosis, this should occur 
approximately 4-5 days after the completion of therapy. For gonorrhea, this 
should include reculturing of all positive sites. 
the optimal timing of collection of test-of-cure specimens is unknown when 
C. trachomatis has been detected using non-culture techniques. In general, 
test-of-cure of chlamydia! infections is done 3-4 weeks after completion of 
therapy. 
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Child Sexual Abuse (cont'd) ••.•. 

Reporting, contact tracing and follow-up (cont'd) ..... 

• follow-up treatment of the prepubertal child for syphilis is similar to that of 
adult patients 

• follow-up serology for hepatitis B, syphilis and HIV as required (see not~to 
table above) ""· 

• management of children who have been sexually abused must include 
psychological and social support for the child as well as other affected family 
members 

Management and treatment 

For antimicrobial therapy for specific infection, see section on specific STD 

NOTES 
• for acute sexual assault, empirical therapy may be offered: 

if the assailant is known to be infected 
·OR 
if requested by patient, parent or guardian 
The therapy chosen shoul51--t·be effective against N. gonorrhoeae, 
C. trachomatis and incubating syphilis. 
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Definition 

• the act of forcing another person to perform any 
sexual act. Includes oral, anal and vaginal penetration, 
or attempted penetration or molestation. 

Epidemiology 

• risk to men and women (for children see section on 
Child Sexual Abuse, page 131) 

• risk of STD transmission generally low but assaulted 
person may acquire any STD 

Evaluation 

• great sensitivity is needed in assessing a person who 
has been sexually assaulted. The examination should 
not be an emotional or physical continuum of the 
assault. 

• comprehensive assessment is needed for STD as well 
as for forensic purposes including p.hysical abuse 

• to be performed ideally in a cerftie experienced in 
evaluating people for STD who have been sexually 
assaulted · 

History 
• penetration type and site 
• STD-related symptoms 

Examination 
• oral/anal mucosa 
• genitalia 

Documentation 
• all findings and actions taken, i.e., historical, physical 

and laboratory, should be clearly and completely 
documented (see section on Forensic Evidence, page 
201) 
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Sexual Assault in Adolescents and Adults (cont'd) ..... 

Specimen collection and laboratory diagnosis 
• in instances of acute assault, c·ollection of specimens for forensic evidence 

should follow the established rape protocol procedures (see section on 
Forensic Evidence, page 201) 

• to minimize upset fo the patient, appropriate specimens should be obtained 
during a single visit. False-negative results may occur if specimens are taken 
within 72 hours of the assault. If institutional protocols exist, these should be 
consulted. 

• Neisseria gonorrhoeae isolates should be forwarded to a reference laboratory 
for strain typing and antimicrobial susceptibility testiilg 

• risk of STD transmission is dependent upon prevalence of STD in the 
community, risk of STD for the perpetrator and the extent and type of assault 

• if possible, the (alleged) perpetrator(s) should be examined for STD 
• at times, a complete assessment may not be possible. Minimal investigation 

should include testing for N. gonorrhoeae and Chlamydia trachomatis. 
• for medico-legal purposes cultures are the most appropriate tests for 

N. gonorrhoeae and C. trachomatis ,. .. -
NOTES 
• all specimens must be carefully labelled with the patient's name and site of 

collection so that there is no confusion about the source of the specimen. The 
site and type of specimen collected should be documented in the medical 
chart. 

• the laboratory must be alerted that the specimens are from a persoq suspected 
to have been sexually a5saulted so that every effort is made to handle 
specimens optimally. For medico-legal purposes both the laboratory methods 
for organism detection and the results should be carefully documented. All 
isolates should be saved so that they are available if further testing is required. 

• multiple STD may be present and, if possible, all the following cultures/tests 
(see table, page 141) should be done. Sites will depend on nature of the 
assault. 

• other specimens, e.g., stools for parasites, may be collected if indicated by 
history 
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Sexual Assault in Adolescents and Adults (cont'd) ..... 

Specimen· collection and ~aboratory diagnosis (cont'd) ..... 

Site Test 

Urethra (males) . Gram stain 
Endocervix (females) . culture for N. gonorrhoeae(a) and 

C. trachomatis(b) 

Vagina Gram stain of smear, saline wet mount 
and 10% KOH preparation for: 
- T. vagina/is 
- clue cells and amin~ odor (whiff test) 

(see page 179) 

- pH 
- yeast 

Anal canal . N. gonorrhoeae(a) culture . C. rrachomalis(b) culture 

Pharyrnt . N. gonorrhoeae(a) culture . C. trachomalis(b) culture 

Serological samples . syphilis( c) .. HN(d) 
/ . HBV(e) . frozen sample to be saved 

(a) due to medico-legal issues, culture of N. gonorrhoeae is the preferred method of diagnosis. Non­
culture tests are not recommended. While the results of non-culture tests, if culture is not 
available, may be used to.guide therapy, they will be inadequate for legal purposes. 

(b) due to medico-legal issues, culture of C. irachomatis is the preferred method of diagnosis rather 
than non-culture tests. If chlamydia! cultures are not available, results of non-culture tests using 
samples collected from urine and/or the cervix and the phllI}'llx may be used to guide therapy 
although Ibey should be conrumed using a blocking tesL Since the positive predictive value of 
these tests used in this population may be as law as 50%, the results of these tests are not useful 

. for legal purposes. 
(c) optional depending upon circumstances of the assault and prevalence of syphilis in the 

community. In the case ofncute assault, n repeat test should be perfonned 12 weeks following 
the initial examination. 

(d) optional depending upon the circumstances of the assault, prevalence of HIV in the community 
and the perpetrator's risk for HIV infection. In the case of acute assault, a repeat test should be 
performed 12 weeks and 24 weeks following the initial examination. Appropriate pre- and post­
test counselling should be carried out (see page 17 5). 

(e) optional depending upon the circumstances of the assault, prevalence of hepatitis B in the 
community and !he perpetrator's risk for hepatitis B infection. In the case of acute assault, a 
repeat test should be perlonned 12 weeks following the initial examination. lf the assailant is 
known to be HBsAg positive, hepatitis B immune globulin and hepatitis B vaccine shpuld be 
given. 
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, 
Sexual Assault in Adolescents and Adults (cont'd) ..... 

Management 

• difficult to distinguish between pre-existing and recently acquired STD 
Initial 

for antimicrobial therapy for specific infection see section on specific SID 

NOTES 
• for acute sexual assault, empirical therapy may be offered: 

routinely 
OR 
if the assailant is }mown to be infected 
OR 
if requested by patient, parent or guardian 

• the therapy chosen should be effuctive against N. g01wrrhoeae, C. l'rachomatis 
and incubating syphilis: 

ciprofloxacin 500 mg orally in a single dose PLUS doxycycline 100 mg 
orally x 2/day x 7 days · 
OR 
ceftriaxone 250 mg IM in a single dose PLUS doxycycline 100 mg 
orally x 2/day x 7 days / >' 

• offer crisis counselling and psychological support to person assaulted and 
partner 

· • the assailant should also receive counselling 
• · consider use of ."morning after pill" 

Follow-up 
• if no_ initial therapy, follow-up at 7-14 days 
• if empirical therapy given, follow-up at 3 weeks 

enquire about STD related symptoms. Examine and take appropriate 
specimens as required. 

• foliow-up serology for hepatitis B, syphilis and HIV as required (see notes to 
table on page 141) 
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Specific Population Concerns, 
Screening for Sexually 
Transmitted Disease, 

Reporting, Fo-low-up and 
• 

Contact-Tracing . 
(Partner Follow-up) 
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Special considerations 

Women 
Pregnancy 
• al1 pregnant women should be screened for syphilis 

(non-treponemal test) and hepatitis B (HBsAg) (see 
section on Screening, page 155) 

• all pregnant women in the following groups or with 
these high-risk behaviours should be screened for 
Chlamydia trachomatis and Neisseria gonorrhoeae 
infection: 

< 25 yrs 
injection drug user 
other substance abuser 
sex trade worker (prostitute) 

- street youth 
history of STD in' past year 
new partner in past 2 months 
unprotected sex with any of above groups and with 
men who have sex with men 

• > 

• where no ocular prophylaxis against chlamydial or 
gonococcal infections is planned to be given to 
newborns, all pregnant women should be screened for 
C. trachomatis and N. gonorrhoeae in the third 
trimester 

• consider HIV screening in the groups outlined above 
as well as women from endemic areas 
- HIV testing should always be accompanied by pre­

test and post-test counselling (see page 174) 
(see section on Screening, page 155) 

• immunization against hepatitis B should be considered 
if found to be non-immune 
(see section on Hepatitis B, page 63) 

• pregnant women with a history of herpes simplex 
virus infection should inform their health care 
provider. Appropriate management of labour would 
have to be decided upon. 

• treatment of STD in pregnant women needs special 
attention: 

tetracyclines, erythromycin estolate, ciprofloxacin 
are contraindicated primarily due to adverse effects 
on the fetus or neonate. In addition, metronidazole 
is contraindicated in the first trimester and 
sulphamethoxazole is contraindicated. in the third 
trimester. 
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Women (cont'd) ..... 

Pregnancy (cont'd) ..... 
• follow-up after treatment of STD ,in a pregnant woman is important to ensure 

therapeutic success 
• hospitalization for evaluation and treatment of PID in a pregnant woman is 

recommended. PID is rare after the first trimester. ~ 

Artificial insemination 
• .tjsk of transmission of STD by donor semen is reduced if the Guidelines for 

Therapeutic Donor Insemination ·of the Canadian Ferti1ity and Andrology 
Society (1988) are followed. Recommended initial and repeated donor 
screening includes: 

history of high-risk behaviour for STD acquisition 
- serology for hepatitis B (HBsAg), hepatitis C (anti-HCV)(a), syphilis (non­

treponemal test) and HIV 
- urethral specimens to screen for C. trachomatis, N. gonorrhoeae, 

ureaplasmas and mycoplasmas 
- semen specimens to screen for N. gonorrhoeae, urea.plasmas, mycoplasmas, 

and cytomegalovirus (CMV) 
/ .. 

(a) available subsequent to 1988 guidelines 

Women who have sex with women 
• these women ate usually at a lower risk of acquiring an STD than women 

who are heterosexual 
• however, if they do not exclusively have sex with other women, then they 

may be at increased risk if their partners have high-risk behaviours, e.g., 
injection drug use or other substance abuse, have multiple sexual partners or 
are bisexual 

Neonates. 

• at risk of contracting STD in utero, e.g., syphilis, HIV, hepatitis B or 
perinatally, e.g., gonorrhea, chlamydia, herpes simplex, genital warts (human 
papillomavirus infection) hepatitis B, trichomoniasis 

• increased risk if: 
- prolonged rupture of membranes. 

premature 
- one or both parents known to have STD 

mother from high-risk group, ~.g.,' sex trade worker (prostitute), injection 
drug user, adolescent 
STD status of mother unknown, i.e., no prenatal care, no STD screening 
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Neonates (cont'd)..... · 

• physicians caring for the mother and neonate must cooperate to ensure that 
both the mother and her sexual contacts and the neonate are treated 
appropriately 

==========================================================---

Children 

• risk of STD if: 
sexually abused 
sibling of sexual abuse case 
signs or symptoms of urethritis, vaginitis, genital warts, or genital herpes 
simplex virus infection 

• sexual abuse must be considered when an STD is diagnosed (see page 
131) 

Adolescents 

• females 15-19 years of age have lii~hest rates of gonorrhea and chlamydia! 
infection in Canada 

• knowledge about STD (including HN infection) is not usually translated into 
safer sexual practices 

• by age 14 yrs: 31 % of males and 21 % of females report having had sexual 
intercourse at least once 

• by age 16 yrs: 45% are sexually active 

• increased risk of STD if: 
street youth 
pregrnµ1tfundergoing therapeutic abortion 
sexual contact of proven or suspected STD case 
signs or symptoms of urethritis, cervicitis, PID, epididymitis, non-candidal 
vaginitis or vaginosis, genital warts, or· genital ulcer disease 
males with pyuria 
females with lower abdominal pain 

• compliance with treatment is often a major problem 
- outpatient treatment should be as straightforward as possible 
- hospitalization should be considered for serious infections such as PID 

• strong emphasis should be put on educationiil counselling regarding STD and 
pregnancy prevention as part of the management of STD in all persons, 
especially adolescents, and it is important to ask adolescents about their sexual 
practices routinely and repeatedly 
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Neonates (cont'd) ..... 

Street youth 

• defined as adolescents and young adults who spend most of their time on city 
streets 

• most urban cenrres, regardless of size, have a street youth population 
• heterogeneous population: ,::r 

homeless 
unemployed 
young offenders 
injection drug users and other substance abusers 
sex trade workers (prostitutes) 

• may have multiple problems needing referral 
high prevalence of alcohol and other substance abuse, nutritional deficiency 
and depression 

• not readily identified by appearance, enquiry about school attendance may 
alert to status. Non-attendance at school may be a major marker for 
identification of srreet youth. 

• > 95% sexually active with high number of sexual partners and consistent 
condom use is low 

• very high prevalence of STI):'40-50% street youth who are sex trade workers 
(prostitutes) have active STD 

• at high risk for HIV 
• unlikely to actively seek medical care. Compliance with treatment and follow­

up can be a major problem. 

(see section on Persons with Repeated STD, page 149) 
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Core groups 

• STD are not evenly distributed throughout populations 
• "core group" transmission a small, definable and 

stable subgroup with a high prevalence of a disease 
responsible for the perpetuation of that disease within 
a community, e.g., street youth 

• core groups represent less than 2% of those at risk, 
but directly or indirectly are responsible for many 
cases 

• core group members share sociodemographic charac­
teristics and are often asymptomatic carriers 

STD repeaters 

• may not be members of core groups but may have an 
association with core group members - similarly 
important in the overall incidence of STD 

• repeat episodes are usually new infections 
• a symptomatic repeater who seeks medical attention 

with each incident is less likely to, transmit infection 
to others than a core transmitter <Vho is symptomatic 
or asymptomatic and/or reluctant to seek medical care 

Control strategies 

important strategies in attempting to interrupt the cycle 
of repeated STD: 

• core group transmitters and STD repeaters should be 
the focus of intensified patient education when 
seeking medical care 

ensure an understanding of how STD are 
transmitted 
emphasize danger to themselves and others 
(especially women and neonates) from acute and 
chronic complications 

- review prevention, especially how to use latex 
condoms 
underline need to ~top having unprotected sex, to 
seek medical advice at the first sign of symptoms 
and to follow treatment strictly 
make latex condoms easily available 
facilitate counselling to change be.haviour 
involve steady partners in education and 
counselling 
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Persons with Repeated STD (cont'd) ..... 

Control strategies (cont'd) ..... 

- try to ensure partners are informed of possible exposure 
- counsel regarding effect of alcohol and other drugs on sexual behaviour 

• re-screening core groups and repeaters should be strongly encourageo and 
facilitated 

for those who have frequent contacts, monthly check-ups at a convenient 
time and drop-in visits encouraged 

• only outreach programs of education, diagnosis and treatment are likely to be 
effective in the short term for core group transmitters and repeaters who do 
not seek medicl!l care because of lack of symptoms or other reasons 

outreach involves ta1dng information and clinic services to the areas where 
STD may be a special problem areas often geographically isolated, 
'economicaUy depressed or densely crowded such as inner city cores, 
neighbouthO:ods where drug dealing is common (especially 'crack'), 
is~lated native reserves, military enclaves, sex trade (prostitute) districts 
and seaports 
in order to be successful sm:;ll programs must have community support and 
be delivered by credible ~~rkers 

over the longer term, STD education in schools and STD information for the 
genera/ public will have a positive effect 

NOTE 
• flexible treatment strategies may need to be considered in the management of 

persons with repeated STD who are resistant to other strategies 
• strategies may include the use of approved oral medication in the place of 

injectable"S; patient initiated therapy and the increased availability of 
presUf!Iptive treatment based on suspicion 

Sex trade workers 
• many sex trade workers (prostitutes) have changed their sexual behaviour at 

work, significantly reducing their risk for most SID by the consistent use of 
latex condoms · 

• , they may not use condoms consistently with their regular sexual partners and 
spouses; in many instances, these regular partners have high STD infection 
rates and act as a reservoir of infection. These individuals must, therefore, 
also receive appropriate treatment and follow-up. 

• there are some sex trade workers who are at higher risk in their work: 
those new to the profession, uninformed, rece,nt immigrants, those who 
work episodically, those who accept more money for not using condoms, 
males who are receptive anal partners 

• female sex trade workers are frequently sexually assaulted and often become 
pregnant and may not seek prenatal care 
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In the 1970s and early 1980s epidemics of syphilis, 
gonorrhea, genital herpes simplex virus infection, genital 
warts, hepatitis B and human immunodeficiency virus 
(HIV) infection were documented in the population of 
men who have sex with men in North America. 

In the last 5-10 years the incidence of newly acquired 
STD, apart from HIV infection, in this population has 
decreased to levels equal to or less than in the general 
sexually-active population. 

For those STD which produce chronic, incurable 
infection (i.e., hepatitis B, HIV, genital herpes, genital 
warts), men who have s~x with men can still be expected 
to be more frequently infected and infectious. In the 
future, this may not be the case. 

Special considerations 

Sexual history 
• the basic sexual history (see Jection on Optimal 

History and Examination, page 171) is critical in 
establishing: 

the presence of male same sex activity 
the range and frequency of sexuai practices 
the level of risk for specific STD 

• the best approach is to obtain the sexual practices 
history with a social history 

non-judgmental, open-ended questions beginning 
with broad categories of sexual orientation and 
progressing to specific sexual practices 
asking, "do you have sex only with men, only with 
Women, or with both" may be a useful starting 
point 

• specific practices common in men who have sex with 
men, which have greater associated STD risks 

receptive (passive) and insertive (active) ano­
genital intercourse 
oral-anal intercourse (anilingus) 
rectal douching in association with receptive ano­
genital intercourse 
receptive manual-anal intercourse (passive partner 
in anal insertion of finger or fist) 
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Men Who Have Sex With Men (cont'd) ..... 

Special considerations (cont'd) ..... 

Sexual history (cont'd) ..... 
• contact with multiple anonymous sexual partners, has occurred frequently in 

bathhouses and has also been correlated with risk for various STD, especially 
HIV, hepatitis B and syphilis -~ 

Physical examination 
• in addition to a careful genital examination and a targeted extragerutal 

examination (see pages l 72, 173 ), areas of particular importance in men who 
have sex with men are the lymph nodes, skin, sclera, oral cavity, pharynx and 
perianal region 

• men who have sex with men who are the receptive partner for anal/rectal sex, 
i.e., . ano-genital, oral-anal, manual-anal, should have a proctoscopic 
examination 

Laboratory testing 
• the choice of STD diagnostic tests in men who have sex with men is based 

on the differential diagnosis of t!'ie presenting syndrome, e.g., proctitis 
• the choice of STD screening le~ts is based on the sexual history (see section 

on Screening, page 155) 
• of special note is the diversity of pathogens that may cause sexually 

transmitted proctitis, proctocolitis and enteritis in men who have sex with men 
and the need to perfonn laboratory tests not usually associated with STD 
evaluations, e.g.,· examination of the stool for ova and parasites 

• HIV and hepatitis B screening should be strongly considered in men who have 
sex with men 

Treatment and follow-up 
• as for all patients (see pages iii, iv) 

Prevention 
• anal intercourse is a high-risk activity for transmission of STD 
• condoms break more easily during anal penetration so that abstinence from 

anal. sex, the use of 2 ·condoms simultaneously, or the use of condoms 
designed specifically for anal sex should be recommended 

• hepatitis B vaccine should be offered to men who have sex with men because 
of high infection rates in selected subpopulations 
safer sex considerations for men who have sex wilh men include: 

special condom considerations for anal sex (see above) 
avoidance of unprotected manual-anal intercourse and unprotected oral-anal 
intercourse 
the tendency for drugs and alcohol to adversely affect safer sex behaviour 
decisions 
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Travellers away from home and to countries outside 
Canada have an increased likelihood of sexual 
behaviours which will increase their risk of acquiring 
STD including HIV. 

Health care providers who advise travellers should 
review the risks of acquiring STD (including IDV 
infection) and strongly encourage prevention. 

Risk 
The risk of acquiring STD is increased for travellers for 
the following reasons: . 
• during periods away from their home environment, 

often because of absence of the usual sexual partner, 
travellers may have a proclivity to have sex with new 
partners. This risk may be increased by .the use of 
drugs and alcohol. 

• the prevalence of many STD (including HIV) is very 
high among men and women who may be ayailable 
for transient sexual liaisons, particularly in developing 
countries. The likelihood of acquii;irlg HIV infection . 
and other SID, from anonymous heterosexual contact 
in many countries, is 10-100 times greater than in 
Canada (see section on HIV Infection in Adul.ts and 
Adolescents, page 119). 

• bacterial pathogens acquired in many parts of the 
world, including South East Asia, South America and 
Africa, may be more likely to be resistant to 
commonly used antimicrobial agents. Treatment 
failure is more likely and patient follow-up is 
recommended. 

• it is not uncommon for travellers who have 
unprotected intercourse to acquire ,multiple sexually 
transmitted pathogens 

Prevention 
• health care providers must address these risks and 

advise travellers to avoid casual sexual contact or, if 
they choose to have such sexual contacts, health care 
providers must advise how to decrease risk by using 
condoms and instruct travellers in condom use -
see section on Condoms, page 7 

• immunization for hepatitis B may also be appropriate 
in certain circumstances (see section on Hepatitis B, 
page 63) 
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Definitions 

• screening is the strategy to detect unrecognized 

disease 

Categories of screening 

screening to detect asymptomatic STD infection is 
divided into 3 categories: 

A. Case Finding - a patient-based strategy in 
individuals with an increased likelihood of one 
or more STD; e.g., sexual contacts to gonorrhea 

B. Focused Screening - a group-based strategy in 
subpopulations with high STD prevalence rates, 
e.g., street youth, core groups, adolescents and 
those with a history of STD 

C. General Screening-a population-based strategy 
in certain members of the general public who 
are not considered to be at increased risk for 
STD but in whom serious fDnsequences may 
occur if infected, e.g., /syphilis t~sting in 
pregnancy 

Category Category Category 

A B c 
case focused geneJBI 

Procedures finding screening screening 

sex.uo.i history ..J ..J ..J 

physical examination 
external genital ..J ..J ..J 

internal genital adults, adults, -
adolcsa:nts adolescents 

targeted eittragenilal ..J ..J ..J 

labonitory test.s 
- Nei.,erla gonorrhoeae ..J " -
- Chlamydia Jrachomatis ..J ..J 

- Treponemo. pal/idum ..J ..J ..J 

- Pap smear adults, adults, 

adolescents adolescents (a) 

- hepatitis B (HBV) optional optional ..J 

- HIV optional optional 

(a) see notes on page 157 

NOTES 
• screening women is important because women are 

more likely to have unrecognized infections and are 
at greater risk of serious complications 
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Screening (cont'd) ..... 

NOTES (cont'd) ..... 
• screening sexually active adolescent females is particularly important because 

ac!olescents are at greatest risk for complications, have higher rates of 
infection and may be more lil<:ely to have ooprotected sexual intercourse 

Whom to screen 
A, Case Finding 

• sexual contacts of persons proven or suspected to have urethritis, 
cervicitis, PID, and epididymitis should be screened by sexual history, 
physical examination and tested for at lea8t N. gonorrhoeae and 
C. trachomatis 

• sexual contacts of persons proven or suspected to.have an infection due 
t.o N. gonorrhoeae, C. trachomatis, T. pallidum, hepatitis B virus or HIV 
should be screened by sexual history, physical examination and specific 
laboratory tests 

• syphilis screening should be considered annually for persons who may be 
regularly exposed to other STD 

• persons who have been sexually assaulted and children who have been 
sexually abused shou19- 'be screened for case finding and to collect 
forensic evidence 

• neonates are at risk for congenitally acquired SID infection when one or 
both parents are at risk. _Neonates are screened for case finding in the 
following circumstances: 
·- one or both parents are known to have urethritis, cervicitis, PID, 

epididymitis or infection due to N. gonorrhoeae, C. trachomatis, 
T. pallidum, HIV or hepatitis B virus 

- when the mother is at high risk for STD (see focused screening below) 
- when the mother's STD status is unknown, i.e., no prenatal care or 

screening 

B. Focused screening - Sexual history, physical examination and specific 
laboratory tests (see table on page 155) are recommended for: 
siblings of sexually abused children 
AND 
all sexually active persons with one or more of the following risks: 
-· < 25 years of age 
- injection drug user 
- other substance abuser 

street youth 
- history of SID in the past year 
- new partner in the past 2 months 
- 2 or more partners in the past year 
- use of non-condom contraception 
- unprotected sex (no condom used) with any of the preceding groups 
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Screening (cont'd) ..... 

C. General screening 
pregnant women are the only group that can be recommended for general 
STD screening in the primary care setting 
- a sexual ·history, ex temal genital examination and targeted extragenital 

examination should be performed at the first opportunity (see page 171)-Y 
if the patient falls into categories A or B (see page 155), additional 
laboratory tests may be required 

- history and examination may reveal STD pertinent' to the pregnancy 
all pregnant patients should be screened for HBsAg and syphilis 

NOTES 
• where no ocular prophylaxis against chJamydial or gonococcal infections 

is planned to be given to newborns, all preg·nant women should be 
screened in the third trimester for N. gonorrhoeae and C. trachomatis 

• adult and adolescent females should be screened by Pap smear for 
evidence of cervical dysplasia or cancer. An abnormal smear may indicate 
infection with HPV. , 

/" Screening procedures (see table on page 155) 

Sexual history 
• in all cases, a complete sexual history is the first step in cost-effective 

screening. The sexual history is summarized in section on Optimal History 
and Examination, page 171. 

Physical examination 
• the screening physical examination may include an ext.emal genital 

examination, an internal genital examination, i.e., spect1lum and bimanual, on 
adolescent and adult females and a targeted extragenital examination. The 
genital examination in children and neonates should involve the external 
genitalia only (see section on Optimal History and Examination, page 171). 

• if a lesion or abnormality is found which suggests an STD, specific diagnostic 
tests on that abnormality are canied out in addition to the recommended 
screening tests 
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Screening (cont'd) ..... 

Laboratory tests 
• for N. gonorrhoeae and C. trachomatis: 

culture all exposed sites 
if the patient is a contact of someone known or suspected to have 
urethritis, cervicitis, PID, epididymitis, proctitis or an infection Wfth N. 
gonorrhoeae or C. trachomatis then take urethral, cervical or rectal 
specimens for N. gonorrhoeae AND cervical or urethral specimens for 
C. trachomatis 

• for syphilis, a non-treponemal test, e.g., VDRL, is necessary when there is a 
suspicion of T. pallidum exposure since the last serological test for syphilis 
and should be considered annually in persons who may be regularly exposed 
to other STD 

• the only laboratory test in general use that is readily available and may 
demonstrate the effects of HPV infection is cervical cytology to screen for 
cervical cancer (Pap smear); this is performed in adult and adolescent females 
only 

• screening tests for hepatitis B,include tests for the surface antigen (HbsAg), 
antibodies to the surface antifen (anti-HBs) and antibodies to the core antigen 
(anti-HBc) (see page 159) 

• screening tests for HIV, if positive, are always confirmed with another type 
of test (see section on Laboratory Diagnosis of IDV Infection, page 195) 

Special considerations 

• if the sites exposed are not known, N. gonorrhoeae cultures should include 
throat, rectµm, male urethra, and cervix 

• if the cervix is absent, e.g., surgically removed, the N. gonorrhoeae and 
C. trachomatis tests should both be done on the urethra and the 
N. gonorrhoeae test on the rectum in addition 

• evaluation of congenital syphilis, congenital HIV infection and congenital 
HPV infection of the larynx, i.e., juvenile laryngeal papillomatosis, should be 
carried out in consultation with a specialist knowledgable in the area 

• persons in Category A do not need to be re-screened for N. gonorrhoeae or 
C. trachomatis if the most recent exposure was more than 6 months ago 

• primary care settings specializing in STD, e.g., STD clinics, may choose to 
expand on these minimum screening recommendations to include STD 
infections such as HIV, Trichomonas vaginalis and hepatitis B virus 

• attempts should be made to screen assailants in sexual assault and sexual. 
abuse situations as for Category B. However, this is rarely permitted by their 
legal counsel. Assailants should be treated for SID diagnosed in the person 
assaulted. 
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Screening (cont'd) ..... 

Hepatitis B 

• - all pregnant women should be screened for hepatitis B surface antigen 
(HBsAg). If the result is positive, administnltion of combined passive-active 
immunization to the infected mother's newborn is required. Screening should._,.,. 
~~~bHB~ -

• for other groups, including those who may have high-risk behaviours, such as 
men who have sex with men, injection drug users and other substance 
abusers, infants of HBsAg-positive mothers and certain health care workers, 
the most effective control strategy is hepatitis B immunization. Since there is 
no effective treatment for asymptomatic hepatitis B infection, screening can 
only be justified as a pre-immunization procedure - to exclude from 
immunization those already infected and is only useful if prevalence in the 
target population is high enough that it becomes a cost-saving device. 

• for pre-immunization screening, screen only for antibody to core antigen (anti­
HBc) 

Human immunodeficiency virus (HIV) 

• consider HIV screening in groups/who may have high-risk behaviours such 
as men who have sex with men, injection drug users and other substance 
abusers, infants of HIV-positive mothers, recipients of blood or blood product 
transfusions between 1978 ;md November 1985, male and female sex trade 
workers (prostitutes), persons from HIV-endemic areas and sexual contacts of 
any of these persons · 

• HIV testing involves a screening test and a confinnatory test (see section on 
Laboratory Diagnosis of HIV Infection, page 195) 

• for HIV antibody testing of neonates, see section on HIV infection in 
Children, pagi: 125 · · · 

• HIV testing should always be accompanied by pre-test and post-test 
counselling (see section on Pre- and Post-Test Counselling, page 174) 

Special considerations in sexual assault and sexual abuse 

• adults and adolescents who have been sexually assaulted and children who are 
sexually abused are screened to provide necessary medical services and to 
identify and collect forensic evidence 

• any sexually transmissible agent may be transmitted during assault/abuse. The 
risk of acquiring gonococcal and/or chlamydial infection appears to be the 
highest. -

• in addition to the screening recommended under Category A in the table, page 
155, a pregnancy test should be performed on female adults and adolescents 
who have been sexually assaulted. Serology for syphilis and hepatitis B 
should be repeated at 12 weeks and for HIV at 12 and 24 weeks following the 
assault. All other tests should be repeated at a follow-up evaluation after 21-
28 days. · 

159 



Screening (cont'd) ..... 

Management and treatment at the time of screening 

• adults and adolescents who are sexual contacts of specific STD must receive 
lreatment immediately fol)owing screening. Treat for any infection identified 
on examination and for any infection identified in the partner. .-

• peISoos who have been sexually assaulted should be given treatment fofany 
i~fection identified on examination and any infection identified in the 
assailant. When follow-up is doubtful and when empirkal treatment is given 
at the request of the person who has been assaulted, trealment regimens 
should be effective against gonorrhea, chlamydia and ipcubating syphilis (see 
section on Sexual Assault, page 139). 

• children who have been sexually abused shoukt be given treatment for any 
infection identified on examination and for any infect~on identified in the 
assailant (see section on Child Sexual Abuse, page 131) 

• siblings of children who have been sexually abuse.ct should only be given 
treatment for an identified infection presumptive treatment is in general not 
given to siblings of children who have been sexually abused 

• neonates whose mothers are known or suspected to have untreated cervicitis, 
PID or infecti~n due to N. gonorrJweae or C. trachomatis at the time of birth 
must be treated for N. gondrrhoeae and C. trachomatis with systemic 
antibiotics immediately following sereening. Topical therapy is NOT 
adequate. 

• neonates whose mothers are known or suspected to have had untreated 
infection with T. pallidum at the time of birth must be treated for T. pallidum 
immediately following screening 

Patient education 

• STD screening rationale and the various procedures involved should be 
discussed beforehand with the patient or guardian whenever possible 

• identifying a person for SID screening provides .an opportunity to discuss 
relevant issues about risk and preventive measures. This is particularly 
important with adolescents. 

• one-to-one SID education in this setting can be an important public health 
preventive measure 

• patients in Categories A and B who undergo screening should be advised to 
abstain from sexual activity or use latex condoms at least until all tests are 
known to be negative 
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Screening (cont'd) ..... 

Interval of screening 

• the optimal time for screening is as close as possible tO the time of exposure 
but ideally not within 72 hours. In evaluating test results the physician should 
consider the time needed for the number of infecting organisms or immune 
response to reach a level to be detected by the screening test. .::--

• for asymptomatic persons regularly exposed who do not seek evaluation after 
each individual exposure, semi-annual STD check-ups should be strongly 
recommended and facilitated 

Re-screening 

• re-screening is a strategy which seeks out previously infected persons for 
repeat evaluation 

• STD re-screening can be 4 times more effective "than primary screening 
• for sexually transmissible infections which produce immunity, e.g., hepatitis 

B or are incurable, e.g., IDV, re-screening is unnecessary once the initial 
diagnosis has been made 

• core group transmitters and STD repeaters (see section on Special Populations, 
page 149) should be re-screened :fraj~ently, at lea8t 6 monthly 

SELECTED RA TES OF DETECTION OF C. TRACHOMATIS AND 
N.GONORRHOEAE 

Risk Prevalence of Infection 

C. trochomatis N. gonorrhoeae 

Males , 
contact with mucopurulent cervicitis 25-50% 5-10% 
contact with PID 25-50% 20-30% 

Females 
contact with gonorrhea 30-40% 40-50% 
contact with nongonococcal urethritis 30-60% 3-5% 

pregnant teenagers 10-20% 5-10% 
females presenting to student health 
service 4-8% <l% 
adolescents attending walk-in clinic 10-20% 1-3% 
asymptomatic adolescent sex trade 25% 20% 
workers (prostitutes) 

J 
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Screening (cont'd) ..... 

Donors of 

• blood, tissues, organs, sperm and ova must be 'routinely screened for HIV, 
HBV and syphilis. This is usually perfonned when the donor program first 
evaluates prospective participants. 

• risk of transmission of STD by donor seme~ is reduced if the Guide!iru:-s for 
Therapeutic Donor Insemination of the Canadian Fertility and Andrology 
Society (1988) are foJiowed. Recommended initial and repeated donor 
screening includes: 

history of high-risk behaviour for STD acquisition 
serology for hepatitis B (HBsAg), hepatitis C (anti-HCV)(a), syphilis 
(VDRL or other non-treponernal test) and HIV 
urethral specimens to screen for C. trachomatis, N. gonorrhoeae, 
ureaplasmas and mycoplasmas 

- semen specimens to screen for N. gonorrhoeae, ureaplasmas, mycoplasmas, 
and cytomegalovirus (CMV) 

(a) available subsequent to 1988 Guidelines 

/ 
Recipients of 
• tissue, organs, spenn or· ova that was not screened should ihemselves be 
. considered for screening for HIV, HBV, and syphilis (for timing see above) 
• . routine HIV screening of spenn donors was only instituted in recent years 
• blood donors have been-screened for HIV since November 1985 and for HB V 

and syphilis for over 20 years 
• recipients of blood or blood product transfusions between 1978 and November 

1985 should be considered for HN screening (see above) 
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Reporting of STD 

Rationale 
• disease surveillance in the community 
• delineation of high-risk groups 
• disease control and follow-up 
• evaluation of STD/HIV control programs 

Requirements 
• legal obligation in all provinces and territories 
• specific reportable diseases vary among provinces and 

territories 
• practitioners should consult the local public health 

authority fQr infonnation on specific diseases to be 
reported and suggested procedures for reporting 
follow-up and contact tracing 

• see also sections on specific diseases 

Reporting sexual abuse/assault 
• children: 

sexual abuse of children must be,-reported to the 
local child protection agency 

- age limit of the child may vary among the 
provinces and territories (contact local medical 
officer of health or Provincial{ferritorial Director 
of STD Control) 

• adults: 
- no obligation for practitioners to report 

responsibility is primarily with the assaulted person 
adults should be counselled and/or referred to local 
crisis centres 

• local public health agencies may be helpful in 
evaluating the source of infection and spread to others 

Follow-up of Infected People 

At the treatment visit: 
• complete contact infonnation (see below) 
• advise time frame for seimal abstinence 

for gonorrhea, chlamydia and syphilis: 
until treatment of case and on-going partners is 
complete (see also sections on specific diseases) 
for syndromes, e.g., urethritis and cervicitis, see 
sections on specific syndromes 

163 



Follow-up of Infected People (cont'd) .... 

for HIV: 
~ counsel about risk reduction to others including non-penetrative sexual 

activity 
~ discuss informing partners 
for hepatitis B: --"""' 
~ counsel about risk reduction to others until vaccine has been 

administered to them 
~ counsel about informing unimmunized partners of risk 
for human papillomavirus and herpes simplex virus: 
~ counsel about risk reduction to others 
~ counsel about informing partners of history and risk 

At follow-up interviews, ask cases about: 
• symptomatology 
• compliance with therapy 
• adverse reactions to therapy 
• completeness of contact information (see below) 
• sexual activity since treatment (re-infection, re-treatment of previous partners, 

and identification of additional partners must be considered) and preventive 
measures used / • 

• provide clients with information on primary prevention, appropriate for the 
disease and their social environment 

• clients with one or more infections per year shouHI be targeted for intensive 
preventive c9unselling 

Test-of-cure 

• test-of-cure r~ommendations are outlined in each specific disease section 
• test-of-cure, however, is essential in the following situations: 

symptoms do not resolve 
antimicrobial resistance to the treatment given is documented 
previously documented treatment failure 
patient is an adolescent and other situations where there is concern over 
compliance with taking medication 
patient may have been re-exposed to an untreated or partially treated 
partner 
patient was treated with a therapy !hat is not the current rei:;ommended 
regimen 
cases of rectal and pharyngeal N. gonorrhoeae infection 
Treponema pallidum infection documented (see .section on Syphilis, 
page 99) 
STD identified in a child and there is concern over continuing exposure 
STD in a pregnant women 
pelvic inflammatory disease (PID) or disseminated gonococcal infection 
(DGI) 
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Contact Tracing (Partner Follow-up) 

• the process through which sexual partners and others exposed to sexually 
transmitted infections are identified, located, assessed, tested, treated 
epidemiologically and counselled with regard to prevention 

Contacts 
• includes sexual partners, parents of infected neonates, needle-sharing partners 

for HBV and HN and people who may be involved in cases of child sexual 
abuse 

Rationale 
• treatment of primary disease and prevention of sequelae in contacts 
• intc;rruption of disease transmission 
• prevention of re-infection 

NOTE 
• some authorities feel that patient referral (simplifffld contact tracing) is an 

acceptable alternative to provider referral (described below). Patient referral 
involves cases informing their contacts with no public health authority 
involvement in the contact tracing_process. 

I' 

Who should trace contacts 
• attending physician OR 

trained and experienced public health practitioners who are available in all 
provinces and territories (medical officers of health, other public health 
physicians or public health nurses) 

• public health authorities have the responsibility of ensuring that contact 
tracing is completed 

• discussion of the situation with partners by the case prior to any 
intervention by public health workers may be appropriate (see page 166) 

• public health authorities have certain powers to facilitate contact tracing for: 
contacts who are difficult to locate 

- contacts who are non-compliant 

NOTE 
' • primary health care workers including physicians should be aware that contact 

tracing is a time consuming activity 

If contact tracing is done by private physicians, clinic staff or public health 
workers, the following elements should be followed: 

Checklist for Contact Tracing 

Case interview 
• infonn the case of the rationale for contact tracing 
• counsel case about transmission of STD (including HIV) and risk reduction 
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Checklist for Contact Tracing (co!lt'd) ..... 

• assure case that contact tracing is done without revealing his/her name, date 
and place of exposure 

• discuss with the case whether he or she wishes to inform partners of the 
situation 

• record identifying information about each partner as completely as pOM"ible 
including: 

name/nickname 
gender 

- address 
telephone number (home and work) 
physical description 

- age/birth date 
- place of work or school 

dates and types of sexual exposure, i.e., oral, genital, anal 
frequency of sexual exposure 
payment for sex 
place of meeting 

• advise the case not to resume sexual activity with any partners until those 
involved have finished treatment 

~ 

• if the case wishes to speak to contacts inform him or her that contacts will be 
called by a public health worker if they do not present within 2 working days 

Finding contacts 
if case does not wish to advise partners 
OR 
if partners have not come forward within 2 working days 
THEN 
make every effort to convince the partner to comply 

• refer to public health authority if desired and as soon as possible when: 
partners cannot or will not be located 
partners do not come forward 
there is lack of compliance with testing or epidemiological treatment 

Contact procedures for partners 

• take detailed sexual history 
• provide information and counselling on the disease and prevention of STD 
• ensure testing appropriate to the infection in the case 
• the name of the case should not be revealed or confirmed 
• if the contacts tests are positive, provide full case follow-up 
• advise NOT to resume sexual activity until treatme.nt is finished 
• advise NOT to resume sexual activity with any other people who might be 

infected until they have been treated. 
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Contact tracing: how far back in time should you go? 

• gonococcal infections: 
within 4 weeks prior to onset of symptoms, longer if the case is 
asymptomatic or the history warrants 
if the case is a child, the mother as well as the. suspected sexual contact of 
the child should be evaluated 

chlamydial infections: ·-""' 
within 6 weeks prior to onset of symptoms, longer if the case is 
asymptomatic or the history warrants 
if the case is a child, the mother as well as the suspected sexual contact of 
the child should be evaluated 

• syphilis: 
primary: at least 3 months before the development of symptoms 
secondary: at least 6 months before the development of symptoms 
early latent: at least 1 year 
late latent: assess marital or long-term partners 

- congenital: assess mother 
stage undetermined: consult a specialist knowledgable in the area 

• HIV infection: 
evaluate sexual AND needle-sharing partners 
- start with most recent contacts/'· 

outer time limit is start of risk behaviour 
- sero-negativity of partners during a given time may be reason not to look 

further back 
partners should be counselled and tested with consent 

• hepatitis B: 
- for post-exposure immunization, within 2· weeks of date of diagnosis 
- for ongoing regular sex,ual partners, test and immunize susceptibles , 

if resources allow, identify sexual or needle-sharing partners for 6 months 
prior to the onset of symptoms or longer if the case is asymptomatic or if 
the history warrants 

• urethritis: 
within 6 weeks prior to onset of symptoms or longer if history warrants 

• cervicitis: 
- within 6 weeks prior to onset of symptoms or longer if the history warrants 

• pelvic inflammatory disease: 
within 6 weeks prior to onset of symptoms or longer if the history warrants 
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Reporting, Follow-up and Contact Tracing Notes 

Multiple STD 

• one STD is a risk factor for others 
• the presence of one STD should alert the practitioner to look for others 
• the presence of one STD may facilitate the transmission of HIV 
• people with STD may be at risk f~r HIV 
• HIV testing, with counselling and consent, should be encourag~d 

Confidentiality 

• there are ethical, legal, and professional obligations to maintain confidentiality 
at all times and within the bounds of other obligations such as 
- reporting STD to local health authorities (practitioners should check with 

their local authority). It may be required that personal information of a 
reported case of an STD be forwarded, in confidence, to provincial health 
authorities. · 
where required by law, e.g., Criminal Code 
reporting of sexual abuse to child protection agencies; concerns about· 
confidentiality must not impede contact-tr-acing procedures 

• penalties for breaches of confiqentiaJity: 
- civil litigation /~ 
- professional discipline 

public health law charges 
• confidentiality applies to all persons, including: 

infected persons 
sexual partners 

- all adolescents who are competent to understand their infection and 
care 

• practitioners should apprise themselves of policies of provincial health 
insurance plans to guard against inadvertent disclosure to family 
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Appendix I 
History 

• health care providers may feel reluctant' to ask 
appropriate questions 

• infonnation should be requested in a simple, non­
judgemental way, to assist patients to provide 
infonnation willingly 

• appropriate language is important, patients may not 
use or understand medical tenns 

• the information obtained should be recorded 

NOTE 
• the following guidelines are comprehensive; a shorter 

assessment may . be adequate in selecte~ 

circumstances, e.g., an acute episode of gonococcal 
urethritis in a heterosexual male 4 days after contact 
with a new partner 

Chief complaint /. 
• should be recorded; indirect terms or non-medical 

terms may be used by patients 

Basic history 
• age 
• sexual preference: male, female or both, e.g., ask "do 

you have sex with men, women or both?" 
• sexual history: age at first sexual intercourse; time 

since last sexual intercourse with most recent partner 
and second most recent partner; number of partners in 
the previous 2 months and how many were new; 
number of partners in preceeding year and how many 
were new; total number of partners in lifetime; types 
of sexual activity (oral, genital or anal); previous sm 
(when, types and treatment); sexual contact with 
partner(s) from areas with a· high prevalence of 
resistant organisms; and disease in partner(s) 

• measures taken to avoid STD: use of condoms, 
spermicides or diaphragm 

• most recent use of antimicrobials 
• risk factors for infection with mv: homosexual or 

heterosexual intercourse with a person at high risk of 
mv infection; shared use of needles or syringes 

171 



Optimal History and Examination - Adolescents and Adults (cont'd) .•... 

Basic history (cont'd) ..... 
• for. women: last menstrual period and any possibility of pregnancy; prior 

pregnancies and their outcome; and results of prior .Papanicolaou smears 
• for adolescents: ask whether the sexual activity was consensual (consider 

sexual assault or abuse if the sexual activity was not·consensual) 

Functional inquiry 
• males 

urethral discharge, including amount, colour and time of_ day most 
noticeable (in urethritis the discharge is most prominent after a long period 
without voiding); dysuria; or itch or irritation in the distal urethra or 
meatus . 
pain or swelling in the scrotum or inguinal region; genital rash or lesions; 
or rectal discharge, itch. or pain 
arthritis or arthralgias; conjunctivitis; rash at other body sites; 
lymphadenopathy; fever or chills 
diarrhea; cough; weight loss 

• females 
vaginal discharge, including amount and colour; itch; odour; pain with 
intercourse on penetration (iqtroital dyspareunia); burning with urination 
as the urine passes over thedxtemal genitalia (external dysuria); or genital 
rash or lesions 
lower abdominal pain; deep pain on intercourse (deep dyspareunia); 
postcoital, mid-cycle or excessive menstrual bleeding 
frequency; urgency; burning with urination as the urine passes through the 
urethra (intenial dysuria); nocturia; or hematuria 
arthritis . or arthralgias; conjun¢tivitis; rash at other body sites; 
lymphadenopathy; fever or chills ' 
diarrhea; cough; weight loss 

Physical examination 

• physical.examination of the genitalia may be embarrassing to the patient 
• it is irµportant that the patient be properly prepared and reassured and that 

modesty be respected as much as pos~ible. 
• for genital examination of an adult or adolescent, careful consideration 

should be.given to having an assistant of the same gender as the patient 
present in the room during the examination; physicians should be aware 
of the guidance of their provincial/territorial licensing authority in this 
regard · 

• all findings should be recorded 
• appropriate infection control procedures should be followed 
• careful evaluation of the entire genital region is required, plus a targeted 

extragenital examination to detect other manifestations of SID 
• a targeted extragenital examination should include the pharynx, conjunctiva, 

lymph nodes and skin on the palms, foreanns and soles 
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Optimal History and Examination - Adolescents and Adults (cont'd) ..... 

Physical examination (cont'd), ... , 

• before the genitalia are specifically evaluated, the skin of the lower abdomen 
and thighs should be examined, the inguinal regions ~palpated to detect 
lymphadenopathy, the pubic hair inspected for lire and nits, and the perianal 
region inspected for abnormalities 

Males 
• specific examination should include the following procedures: 

-- observation and palpation of the penis and glans for lesions, retracting the 
foreskin 
examination of the meatus for urethral discharge 
stripping the urethra from the base to the glans 3 or 4 times to dete.ct small 
amounts of urethral discharge 
note amount and colour of any discharge detected 
observation and palpation of the scrotum to detect lesions, tenderness or 
swelling 

- examination of the perianal region 
- if symptoms indicate, proctoscopy may be considered 

Females ,.-
• specific examination (which must include a speculum examination with 

adequate visualization of the cervical os) includes the following procedures: 
- observation and palpation of the external genitalia, including the labia, to 

detect lesions, swelling, erythema or discharge 
palpation of the urethra 
speculum examination to describe the colour of the vaginal walls, the 
amount and colour of vaginal secretions, and any vaginal lesions; to 
describe the appearance of the exocervix and the endocervical contents, 
paying special attention to the amount and colour of the endocervical 
·discharge; to wipe off the secretions overlying the cervix and repeat the 
description of the cervical contents as well as carefully noting the presence 
or absence of cervical ectopy, edema or erythema in an area of ectopy and 
the presence of cervical lesions; and to note any bleeding induced by 
taking endocervical swabs 
bimanual pelvic examination: the vaginal walls, cervix, uterus and adnexa 
should be carefully palpated to detect tenderness or masses. The cervix 
should be moved laterally to determine its mobility and to detect cervical 
motion tenderness. 
examination of the perianal region 
if symptoms indicate, proctoscopy may be considered 

NOTE 
• in certain circumstances, e.g., primary genital herpes, speculum and bimanual 

examination may have to be deferred because of severe discomfort, until the 
acute symptoms have subsided 
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Optimal History and Examination - Adolescents and Adults (cont'd) ..... 

Pre- and post-test counselling for HIV infection 

NOTE 
• for more information on laboratory diagnosis of HIV infection see page 195 

counselling will have to be appropriate to the age of the infected person 

PRE-TEST DISCUSSION 

Clarify 
the test is for antibodies to HIV; not a test for AIDS 

·"" 

majority of persons produce detectable antibodies within 12 weeks (occasional reports of 
positivity taking up to 6 months) 
a non-reactive or negative test (a)(b) may mean: 

no exposure or 
- too soon to detect antibodies or 
- person incapable of fanning antibodies (rare) 
a positive test (a)(c) means: 
- infection with HIV 

pers.on is infectious to others through blood, breast milk, or sexual contact 
interpretation of an indeienninate result will need specialiiit assistance 
transmission risks: 

·direct blood to blood contact 
sharing needles or syringes , • · 
infected mother to child duro{g pregnancy (at birth or via breast milk) 

- sexual contact: 
> anal sex (very high risk) 
• vaginal sex (high risk) 
> oml sex (low risk) . 

- recipient of blood or blood products in Canada before November 1985 (elsewhere 
risk will vary depending on testing of donated blood) 

- mv not casually transmitted through sweat, saliva, tears 

Discuss 
specific risks, sexual and otherwise 
whether future testing will be necessary 
precautions 

latex condoms (not natural skin) 
- avoidance of casual/anonymous sex 

no sharing of needl.es or s~ringes 

Explore 
psychological implications of testing: 

coping mechanisms need to be in place 
preparation for either result: 
• support systems available (personal, community, medical) should be known 

Explain 
• post-test counselling procedure 
• reporting requirements for HIV infection. Depends on jurisdiction and availability of 

anonymous testing (see section on HIV Infection in Adolescents and Adults, page 119). 
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Optimal History and Examination - Adolescents and Adults (cont'd) ..... 

Pre- and post-test counselling for HIV infection {cont'd) ..... 

POST·TF,ST DISCUSSION 

Non-reactive or negative(b) 
clarify person''s identity with result 
interpret: 

no infection or 
risks within the past 6 months dic!llte retesting is necessary 6 months after last 
possible exposure 
reinforce risk reduction: 
• needle/syringe sharing avoided 
• avoid high-risk activities 
use lubricated latex condoms with safer sex practices 
avoid pregnancy until retest, if retest is necessary 

Reactive/positive (b)(c) 
clarify person's identity with the result 
interpretation: 
- infected with HIV 
- not diagnostic of AIDS 
- explain that confinnation tests to rule out "false positives" have been performed 
first priority: , 

deal with the issues important to the'infected person 
discuss coping and support systems 
deal with soon, not necessarily right away: 
• partner notification (by self or contact tracing) 
• infectivity (reinforce mechanisms of transmission, high- and low-risk behaviours) 
• specific guidance for HIV tr8Ilsmission avoidance; 

• protection of others from blood, body fluids, sexual secretions 
• avoid pregnancy , 
• avoid donating blood, organs, tissue, sperm, breast milk 
• infonn health Cllle providers including family physician and dentist 
• medical follow-up: · 

• screen for syphilis, hepatitis B, tuberculosis, other SID 
• referrals where required for further generalist, specialist support, immone 

testing, treatment and counselling 
• discuss health-enhancing lifestyle modifications, empowerment 
• discuss issues of confide_nriality in the health care system, community and 

at school or work 

After: Rekart M, Pengelly B, Antiviral Update, October 1991 

(a) some laboratory reports include screening (usually ELISA) results and the result of a confirmatory 
test (e.g., Western blot) if used. A reactive screening test result and a negative confirmatory test 
result is a negative (esult. 

(b) positive antibody tests of saliva and urine should be repeated on serum or plasma 
(c) a positive HIV serological test in an infant may, represent only passively transferred maternal 

antibody and the infant may or may not be infected. The HIV antibody test is so sensitive that 
maternal antibodies have been detected for up to 15 months in an infant not infected with IDV. 
There Ille laboratory tests (see section on Laboratory Testing for HIV Infection, page 195) that 
can help distinguish infected infants at an earlier age, e.g., PCR for viral genome, specific lgA, 
p24 antigen and vims isolation. However, these tests are not widely available. 
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Appendix II 
General principles 

• the swabs, types of tests and transport systems used 
may vary dependiug on the techniques offered by the 
laboratory 

• the principles of specimen collection are relatively 
independent of the type of test used 

• ln certain situations the laboratory should be 
contacted, e.g., in cases of sexual abuse or assault and 
for dark-field examination for Treponema pallidum 

For collection of specimens in cases of sexual 
abuse or assault: 
• all specimens must be carefully labelled with 

the patient's name and site of collection so that 
there is na confusion about the source of the 
specimen . 

• the site and type of specimen cro1lected should 
be documented in the medical chart 

• a full forensic examination should be carried 
out if indicated (see Appendix IV: Forensic 
Evidence and For~nsic Services, page 201) 

• the laboratory must be alerted that the 
specimens are from a person suspected to have 
been sexually abused or assaulted so that every 
effort is m~de to handle specimens optimally 

• for medico-legal purposes both the laboratory 
methods for organism detection and the results 
should be carefully documented 

• all isolates should be saved so that they are 
available if further testing is required 

Pitfalls in specimen collection: 
• no specimen tiiken 
• wrong swab used (see sections on specific 

diseases) 
• adequate specimen not taken 
• mislabelling 
• prolonged transport time 
• freezing in transit 
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Collection of specimens 

Urethra males - adolescents and aaults 
• urethral material is obtained with meatal or intraurethral swabs 
• the choice depends on the organism and the amount of urethral discharge 
• detection of urethral discharge is enhanced by slripping th¥ urethra (milking 

the penis 3 or 4 times from the base to the glans) -~ 

• discharge.from the meallls is an appropriate specimen for testing for Neisseria 
gonorrhoeae 

• for the detection of N. gonorrhoeae where no meatal exudate is present and 
for the detection of Chlamydia trachomatis, an intraurethral swab should be 
used 

• some laboratories may examine a first-void urine for the detection of C. 
trachomatis in symptomatic males using a non-culture test 

To obtain a meatal specimen: 
• insert swab 1 to 2 cm into the meatus 
• use swab to prepare a slide (see below) for a stained smear (usually 

Gram stain -·sec below) and to inoculate directly culture or transport 
medium 

NOTE 
• the same swab can be used to prepare a slide (see below) and to 

inoculate culture media or tJ'ansMrt media 
• obtaining a swab from the mcatu~ usually produces transient 

discomfort 
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Specimen Collection and Transport (cont'd) ..... 

To obtain an intraurethral specimen: 
• tell the patient that obtaining the specimen will be painful and that the 

next urination will be painful 
• since the procedure is painful, conditions for collection shoulc;l be 

optimal 
• ideally, the patient should not have voided for at least 4 hours, as 

voiding reduces the amount of exudate and may decrease the ability to 
detect organisms 

• thin swab with flexible wire shaft is used 
• introduce swab slowly to 3 to 4 cm 
• rotate slowly 
• withdraw gently 
• use swab to prepare a slide (see below) for a stained smear (usually 

Gram stain - see below) and to directly inoculate culture medium and 
transport medium 

NOTE 
• some authorities suggest moistening the swab with sterile non­

bacteriostatic saline before insertion' to attempt to reduce discomfort 

To obtain a first-void urine: 
• provide the patient with a sterile plastic container which has a large 

enough opening · 
• ask the patient to colle~t only the first 10-15 mL into the container and 

to cap it tightly 

Urethra - prepubertal boys 
• collecting an intraurethral specimen in prepubertal boys is difficult because of 

pain and the small diameter of the urethra 
• for'practical rather than scientific reasons, a meatal rather than an intraurethral 

specimen should be obtained, using a thin swab on a flexible wire shaft 
• the swab should be rotated in the meatal opening rather than introduced 

further into the urethra 

Urethra - adolescent and adult females 
• as for males, a thin swab on a flexible wire shaft should be used 
• is only recommended for routine use in women with a surgically removed 

cervix - in an adult or adolescent the swab should be inserted 1-2 cm and 
rotated 
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Specimen Collection and Transport (cont'd) ..... 

Urethra - prepubertal girls 
• in a prepubertal girl a meatal specimen should be obtained, using a thin swab 

on a flexible wire shaft 

Cervix - adolescent arui adult females -:2"" 

• cervical specimens should not be taken from prepnbertal girls since 
sexnaJly transmitted infections in this age group involve the vagina, not 
the cervix 

• insert a speculum to view the cervix 
• specimens for N. gonorrhoeae should usually be taken before those for 

C. trachomatis since columnar epithelial cells are required in specimens for 
detection of C. trachom.atis and each successive specimen removes more of 
the mucus and overlying debris 

• when obtaining a specimen to diagnose gonorrhea it is not necessary to clear 
cervical mucus 
for diagnosis of chlamydial infections, overlying vaginal secretim:is and 
endocervical mucus should be removed by swabbing 

To obtain a cervical specimen: 
• insert swab or cytobrush 2 to 3 cm into the endocervical canal 

(cytobrush not approved for use in pregnant women) 
• rotate for 10 to 30 seconds 
• withdraw and prepare a slide (see below) and directly inoculate culture 

or transport media 

NOTE 
• obtaining several specimens from the cervix does not usually produce 

discomfort and may be required to perform various tests 

Vagina - adolescents arui adults 
• collection of vaginal swabs from adolescents and adults is usually done as 

part of a speculum examination 
• if present, pooled vaginal secretions are collected 
• if not, the vaginal wall in the posterior fomix is swabbed and swabs are then 

used to prepare a slide (see below) and to inoculate culture or transport media 
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Specimen Collection and Transport (cont'd) ..... 

For preparation of a wet mount: 
• place several drops of saline on a slide before collecting the specimen 
• obtain the vaginal swab 
• rotate the swab in the saline 
• cover the saline with a coverslip 
• immediately examine by microscopy 

For a potassium hydroxide (KOH) preparation, use the same technique as 
for the wet mount (see above) except use IO% potassium hydroxide 
inste,ad of saline 

Vagina - prepubescent children 
• vaginal specimens can be taken without a speculum in girls, with swabs that 

have been moistened with sterile non-bacteriostatic saline .• 
• in very young children collection of secretions with eye droppers or very thin 

swabs are more appropriate 

Rectum 
• specimens may be obtained blindly or through an anoscope. The latter is 

preferred for symptomatic patients. 

To obtain a rectal specimen: 
· • for blind swabbing, the appropriate swab is inserted 2 to 3 cm into the 

anal canal, pressed laterally to try to avoid fecal material and, in the 
case of C. trachomatis, to obtain columnar epithelial cells 

• if there is visible fecal contamination of specimen it should be 
discarded and another swab used 

• with anoscopy, specimens can be taken under direct visualization, 
avoiding fecal material 

Pharynx 
• the posterior pharynx and the tonsillar crypts are swabbed. The swab is used 

to inoculate culture or transport media for chlamydial and gonococcal 
infections. 

• in the young infant a nasopharyngeal aspirate is used for the collection of 
specimens for C. trachomatis 
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Specimen Collection and Transport (cont'd) ..... 

Lesions 
• usually vesicles or ulcers 

For the detection of herpes simplex virus: 

Symptomatic patients 
• if electron microscopy is required, collect fluid into a small bore 

syringe or capillary tube 
• if present, vesicles should be broken and fluid collected onto a swab 

and the base of the lesion vigorously rubbed or scraped (for non­
culture tests, infected cells are necessary). Appropriate specimen 
collection will usually be painful. The swab should be placed in viral 
transport media for culture or into an appropriate container for specific 
non-culture tests. 

• for ulcers swab the lesion bed 
NOTE 
• use the swab supplied with the collection kit from the laboratory. Use 

of other swabs may decrease likelihood of identification. 

Asymptomatic patients ,..' 
• specimens should not be obtained from asymptomatic patients unless 

- pregnant woman at completion of an active clinical phase and 
diagnosis not previously confumed 
woman ip.. labour who has a history of genital ulcers or active lesion 
in order to identify high-risk neonates 
neonate born to .mother with possible history of genital herpes at 
time of delivery 
routine prenatal testing of mothers is NOT indicated 

• method for collection from asymptomatic woman 
- using one swab pre-moistened in saline: 

rub clitoral hood, labia minora, labia majora, peririeum and perianal 
region and place into transport medium 

• method for collection from asymptomatic neonate 
using one swab pre-moistened in saline: 
gently apply to conjunctiva, insert into mouth and gently rub around 
the lips, external ear canal, umbilicus, axillae and groin and place 
into transport medium 
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Specimen Collection and Transport (cont'd) ..... 

For the identification of T. pa/lidum (dark-field microscopy): 
• remove scabs or overlying debrill 
• gently debride lesion to induce exudation relatively free of blood 
• collect fluid into a capillary tube or small bore syringe 
• seal tube or cap syringe and immobilize plunger before transportation 

For culture of Haemophilus ducreyi (chancroid): 
• exudate should be deaned off lesion 
• swab should be obtained from the base of a lesion avoiding pus 
• direct plating on culture media is recommended 

Preparing a slide: 
• the swab should be rolled gently onto the slide. This preserves cellular 

morphology better than if the swab is vigorously moved back and forth 
on the slide. 

• it is not necessary to cover more t;han approximately 1 cm2 on the slide 
• for Gram stain (see below) and-similar stains the slide is allowed to air 

dry. 

• for certain non-culture tests, e.g., for the detection of C. trachomatis, 
the swab is rolled gently onto a well on a slide 

NOTE: use swab supplied with non-culture test kit 
• allow to dry as for Gram stain, but before transport to the laboratory it 

must be chemically fixed 

Pap smear technique: 
• use the specially designed wooden spatula and make a 360° sweep 

around the cervix with the smaller arm of the end of the spatula inside 
the endocervix. Spread the sample obtained along; the length of one 
half of a glass slide in a continuous motion. 
THEN 

• take an endocervical specimen with a dry cotton swab and roll the 
sample obtained along the length of the other half of the glass slide in 
a continuous motion 
THEN 

• spray the slide with cytology fixative and send to the laboratory in the 
container supplied 
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Specimen Collection and Transport (cont'd) ..... 

Gram stain technique . 
• if at all possible, the advice and assistance of an experienced 

laboratory technician should be obtained to ensure that the best 
possible technique is used. A satisfactory result will depend on an 
adequate specimen, appropriate reagents and technique as well·-'lfs 
experience in Interpreting the findings. 

• fix slide by passing through a flame 
• flood slide with crystal violet (10 g of 90% dye in 500 mL of absolute 

methyl alcohol) 
• after 10 seconds gently wash slide with water 
• flood slide with iodine (6 g of iodine crystals, 12 g of KI and 

1800 mL of distilled water) 
• after 10 seconds wash slide with water 
• decolorize with acetone-alcohol (400 mL acetone with 1200 mL of 

95% ethyl alcohol) and wash immediately with water 
• flood with safranin (10 g of 99% safranin dye in 1000 mL of distilled 

water) for 10 seconds and rinse with water 
blot slide dry with filter paper and examine under oil immersion 
(xlOOO) ;-" 

Transport of specimens 

• optimal transport conditions vary with the specimen and the type of test being 
done 

• sexually transmitted pathogens are usually fastidious and fragile, and thus 
cultures and techniques that detect viable organisms may give false-negative 
results unless transport conditions are optimal 

• in general, for the recovery of infectious organisms transport must be as rapid 
as possible, with excesses of temperature avoided 

• for C. trachomatis the id~al transportation temperature is 4°C 
• for specimens to detect N. gonorrhoeae, nutritive and non-nutritive systems 

arc commonly used - in all cases ambient (room) temperature, not 4 °C, is 
recommended for transport 

• for herpes simplex virus use rapid: refrigerated transport but DO NOT 
FREEZE unless specifically instructed to do so by the laboratory 

• when the test used_ is based on the detection of products of organisms or on 
antigen detection, conditions for transport are usually less stringent 
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General principles 

demonstration of intracellular gram-negative 
diplococci by Gram stain followed by culture and 
identification of the microorganism 

• culture of Neisseria gonorrhoeae is recommended: 
- for screening of high-risk groups and possible 

contacts 
• culture for N. gonorrhoeae is required for 

detennination of antimicrobial susceptibility: 
- in cases of sexual abuse of children and sexual 

assault. of adolescents and adults 
for the evaluation of cervicitis and pelvic 
inflammatory disease (PID), i.e., to document 
course of infection and susceptibility 
in cases of treatment failure 

• non-culture methods, while not recommended, may be 
used where viability of specimens for culture cannot 
be maintained due to transportation time 

• no serological methods are recommended for the 
diagnosis of present or past gonococcal infections 

I'~ ;. 

Detection of intracellular gram-negative diplococci 

• the Gram stain is the stain of choice for the direct 
microscopic iden~ification of gram-negative 
intracellular diplococci 

• the presence · of gram-negative diplococci outside 
polymorphonuclear leucocytes (PMNs) is not highly 
predictive and should be confinned by culture 

• PMNs without diplococci is a negative finding in the 
diagnosis of gonococcal infections 

• sensitivity and specificity of the Gram stain depends 
on the site from which the specimen was obtained 

Gram stain of urethral specimens from 
symptomatic adolescent and adult males has a 
sensitivity and specificity of> 95%; endocervical 
specimens from adult females have a sensitivity of 
45-65% and a specificity of> 90% 

• sensitivity and specificity of the direct Gram stain for 
specimens collected from other sites are low and the 
procedure is not recommended 
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Laboratory Diagnosis of Gonococcal Infections (cont'd) ..... 

Culture of primary specimens 

~ successful culture of specimens requires proper collection of specimens 
• where facilities exist, specimens should preferably be directly inoculated on 

to appropriate non-selective and/or selective media (which inhibit growth of 
nonnal flora but not gonococci) supplied by the local laboratory, e.g:(New 
Yark City or modified Thayer Martin media 

• if the specimen cannot be plated directly 01,1to culture media, the swab must 
be inserted into appropriate transport medium supplied by the local 
laboratory - 2 systems are available: 

non-nutritive'(e.g., Amies or Stuart's media), which must be maintained at 
room temperature and transported to the laboratory as soon as possible and 
the specimen inoculated onto culture media within 24 hours 
OR 
nutritive (e.g., Jembec or Transgrow media), which must be used for 
transport over longer periods (1-2 days) and should be pre-incubated at 
35°C prior to transport 

Identification of N. gonorrhoeae 
• cultures are incubated and l)lp'ical gonococcal colonies are selected for Gram 

staining, oxidase positivity and B-lactamase testing 
• a pure culture is obtained and the identity of the microorganism is confinned 

using biochemical and serological tests 
• antimicrobial -susceptibilities are carried out to monitor appropriateness of 

therapy · 

Strain typing 
• · a number of methods have been used to type strains for epidemiological 

reasons and to establish patterns of strain transmission 
• methods are carried out by reference laboratories 

Non-culture methods 

• does not require viable organisms and is an acceptable alternative only when 
culture is impossible due to difficulties in transporting specimens for culture, 
e.g., commercially available solid phase enzyme immunoassay (EIA) to detect 
gonococcal- antigens in urogenital specimens. 

• suitable only for urethral and cervical specimens 
• does not provide the culture essential for ~-lactamase and antimicrobial 

susceptibility testing 
• has a lower sensitivity and specificity than culture 
• NOT recommended in cases of child sexual abuse and sexual assault 
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Laboratory tests and interpretation 

· Cell culture to detect viable organisms 

method: inte1pretation: . . swab collected into ·a . accepted standard test 
transport medium when comparing other . sample must be delivered diagnostic procedures 
to the labmatory within . heavily contaminated 
24 hrs al refrigerator temp specimens may be toxic to 

(freezing and thawing cell cultures 
detrimental) . useful for all body sites but 

• inoculated onto susceptible aot for urine 

cell cultures . suitable for medico-legal 
purposes . false-positive results are 
rare 

Fluorescein·conjugated monoclonal antibody/direct 
fluorescent antibody test (DFA) 

method: interpretation: . swab rolled onlo well on . reading of slides is 
slide subjective . air dried . number of elementary . fix:ed wilh. acetone bodies !EBs) required to . .reacted with monoclonal decl;i:!{i posltiviiy 

antibody conjugated with influenced by manufacrurer 

fluorescein and experience of lab . read by fluorescent personnel 
microscopy in 30 min . presence of epithelial cells 

allows detennination of an 
adequare specimen . sites: urethra, endocervix, 
flr8t-void urine . a number of false-positive . 
results will occur especially 
in a low prevalence 
population - NOT suitable 
for genital specimens from 
children . may use for 
oasophuyngeal aspirates 
and conjunctiva! swabs 
from infants 

187 



Laboratory Diagnosis of Chlamydial Infections {cont'd) ..... 

Enzyme immunoassay (EIA) (for antigen delection) 

method: interpretation: . swab immediately placed in special vial . reading of results is objective 
provided with kit and transported to lab at . cannot determine if BJJ adequate spe£ilnen 
ambient temp era tu re on negatives '- · . centrifuged first-void urine (20 mL) may . sites: urethra, endocervix, first-void urine 
yield equal positivity rates to swabs when . a number of false-positive results w'm 
collected from symptomatic male!: occur especially in low prevalence . result read with spectrophotometer population NOT suitable for genital 
positives should be confirmed with a specimens from children 
blocking test or another antigen detection . may use for nasophacyngeal aspirates and 
kit (consult with local laboratory) conjunctiva! swabs from infBJJls 

Serology complement fixation (CF}, microlmmunonuorescence (MIF) and enzyme 
immunoassar (EIA) (for anlibody detection) 

method: interpretation: . sera processed by standard immunology . CF useful in diagnosis of 
techniques lymphogranuloma venereum . may ci:oss-react with C. psiltacl oi - paired sera collected 2 weeks apart 
c. pneumonia depending on which analyzed for diagnostic 4-fold rise in 
antigens are used in the tests ", .titre , 

paired sera for CF useful in diagnosis. of . 
perihcpatitis due to C. traclwmatis . infants with C. 1raclwmatis pneumonia 
possess specific IgM as measured by BIA 
orMIF 

Nucleic acid hydridlZ!ltion (for deleciion of genetic material) 

method: interpretation: . especially polymerase chain reaction . still experimental, more field testing 
(PCR) needed to show utility of this technology 
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General principles 
• the diagnosis of syphilis differs from the diagnosis of 

most STD in that serological study is exceedingly 
important and culture is not possible 

• as with other types of STD, direct detection of the 
organism is useful 

Dark-field microscopy 
• dark-field microscopy is performed on serous fluid 

expressed or vigorously scraped from lesion 

Advantages 
• specimen is viewed immediately so that it provides 

rapid result 
• often gives a positi've result when serological tests 

results· are still negative 

Disadvantages 
• need for immediate evaluation 
• susceptibility to topical medications and systemic 

antimicrobials (giving false-negativ.() ·results) 
• expertise required .r 

• not useful for on!l or rectal lesions 

Direct fluorescent antibody test 

• specimens obtained in the same manner as for dark­
field examination can be placed on a slide, air dried 
and transported to a laboratory 

• test is. a suitable alternative when dark-field 
microscopy is not immediately available 

• useful for oral or rectal lesions 

Serologic study 
• serological testing is the most important procedure in 

th~ diagnosis and follow-up of syphilis, and it is the 
only method for detecting latent and tertiary syphilis 

2 general classes of tests: 
Non-treponemal tests: . 

e.g., VDRL, rapid plasma reagin test (RPR), 
automated reagin test (ART), toluidine red unheated 
serum test (TRUST), reagin screening test (RST) and 
enzyme immunoassay (EIA) 

detect a reaction to antigens that are not specific to 
treponemes 
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Laboratory Diagnosis of Syphilis (cont'd) ....• 

Non-treponemal tests (cont'd) ..... 

Advantages 
rapid 
technically simple 
can be automated -~ 

useful for evaluation of cerebrospinal fluid (VDRL only) 
useful as an indicator of re-infection 
can quantitate the degree of reactivity and follow the adequacy of treatment 
by a decrease in titre 

Disadvantages 
a delay of 1-4 weeks between time of development of the primary chancre 
and detection of antibody 
false-positive results owing to non-specific cross reactivity (see table 
below) 
tests are non-reactive in up to 40% of cases of primary syphilis and 25% 
of cases of untreated late latent disease 

Treponemal specific tests: , 
• measure antibodies to fellular components of treponemes, e.g., 

microhemagglutination for Treponema pallidum (MHA-TP) and fluorescent 
treponemal antibody absorption test (FfA-ABS) 

Advantages 
main use of these tests is to differentiate true positive results of 
non-trepomenal tests from false-positive results and to diagnose latent 
syphilis, when non-treponemal tests may give negative results 
FfA-ABS is the first serological test to give a positive result in infectious 
syphilis 

Disadvantages 
false-positive results 
cross reaction with non-venereal treponematoses, i.e., yaws, pinta and non­
venereal syphilis 
uncertain benefit in the evaluation of cerebrospinal fluid 
because of the persistence of antibody, these tests are not useful for 
assessing response to treatment or monitoring re-infection 
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Laboratory Diagnosis of Syphilis (cont'd) ..... 

SENSITIVITY AND SPECIFICITY OF SEROLOGICAL DIAGNOSIS OF SYPHILIS 
-

Sensitivity. %; Stage 

Type of test Prim'lt)' Secondary Latent Specificity 

Non-treponemal 80% 1oq% 71% 98% 
VDRL 

Rapid plasma rengin test 
(RPR) 86% 100% 73% 98% 

Treponemal 
Micrnhemagglutination 
for pallidum (MHA-TP) 82% 100% 94% 99% 

Fluorescent treponemal 
antibody absorption test 
(FTA-ABS) 98% 100% 96% 98% 

CAUSES OF FALSE-POSITIVE SEROLOGICAL TESTS FOR SYPHILIS 

Non-lreponema/ lesls (RPR and VDRL) 
Infectious causes 
- bacterial: 

pneumococcal pneumonia 
bacterial endocarditis 
chancroid 
malaria 
leprosy 

rickettsial disease 
mycoplasma pneumonia 
lymphogranuloma venereum 
tuberculosis 

cross-reaction with other !reponemal infections yaws and pinta 

viral: 
measles 
chickenpox 

• Non-infectious causes 
pregrnmcy 
injection drug use 
connective tissue disease, e.g., SLE 
advancing age 

Treponema/ lesls (PTA-ABS and MHA-TP) 
Infectious causes 

infectious mononucleosis 
viral hepatitis 

chronic liver disease 
multiple myeloma 
advanced malignancy 
anti-cardiolipin antibody syndromes 

Lyme disease infectious mononucleosis 
leprosy malaria 
cross-reaction with other treponemal infections 
- yaws and pinta 

Non-infectious causes 
systemic lupus erytbematosus 
thyroiditis 
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General principles 

• · diagnosis requires 
- classical clinical presentation AND 
- culture (or other viral type-specific) documentation 

• serology has no role in routine laboratory con­
firmation of disease 

Specimen Collection (see section on Specimen 
Collection and Transport, page 177) 

NOTES 
Symptomatic patients 
• reasons for false-negative results: 

swabbed lesion not directly visualized 
specimens not taken from lesions are likely to be 
culture negative except in neonatal herpes, e.g., 
conjunctiva, mouth 

Asymptomatic patients 
• . specimens should not be obtained from asymptomatic 

patients unless: / · 
pregnant woman at completion of an active clinical 
phase and diagnosis not previously confirmed 
woman in labour who has a history of genital 
ulcers or active lesion in order to identify high-risk 

r 
neonates · 
neonate born to mother wit~ possible history of 
genital herpes at time of delivery 

routine prel).atal testing of mothers is NOT indicated 

• method for collection from asymptomatic woman 
using one swab pre-moistened in saline: 
rub clitoral hood, labia minora, labia majora, 
perineum and perianal region and place into 
transport medium 

• cervical ·swabs for herpes simplex virus (HSY) 
generally warranted only when primary herjles 
suspected 

• method for collection from asymptomatic neonate 
using one swab pre-moistened in saline: 
gently apply to conjunctiva, insert into mouth and 
gently rub around the lips, external .ear canal, 
umbilicus, axillae and groin and place into 
transport medium 
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Laboratory Diagnosis of Herpes Simplex Virus Infections (cont'd) ..... 

Specimen transport 
(see section on Specimen Collection and Transport, page 177) 

• use rapid refrigerated transport but DO NOT FREEZE unless specifically 
instructed to do so by the laboratory 

Laboratory detection methods 

Test Sensitivity % Specificity % Comments 

Culture Standard >99% 100% • gold standard 
(a) methods • 75% specimens positive 

by 2 days 
• isolates can be stored 
• lyping can be done 

Rapid 85% 100% • requires centrifugation 
methods • allows overnight antigen 
(shell vial d_etection 
culture) • typing can be done 

Antigen detection methods 50-90% 65-90% • not for cervical 
IPA or EIA specimens or specimens 

. ' from asymptomatic I' 

patients 
• typing can be done 

Cytological methods 40-60% I 00% for herpes • vei;icles preferred for 
(TZANCK) virus group testing 

~ detects cytopathological 
changes 

• typing cannot be done 

Electron microscopy • insensitive 100% for herpes • requires aspirated fluid 
virus group • typing cannot be done 

(a) culture remains the preferable lnboratory diagnostic method unless transportation of specimens 
will affect viability of virus 

NOTE 
serology may be useful for: 

differentiating between primary and !)on-primary episodes in patients with 
a first clinical episode 
documenting seroconversion in. children and persons who have been 
sexually assaulted and who do not have a history of herpetic disease 
determining if transplant patient is at risk of HSV disease during 
immunosuppression 

• extensive counselling required to interpret serology result 
• serology is not a replacement for viral culture 
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Tests and interpretation 

Serology to detect HIV antibody 

NOTE: positive HIV antibody test results using saliva or 
urine should be rep~ated using serum or plasma 

method: 
• usually enzyme linked immunoassay 
• can be performed using serum or plasma 

interpretation: 
• if reactive, followed by a confirmatory assay such as 

immunoblot, indirect immunofluorescence (IPA) and/or 
radioimmune precipitation assay (RIPA) 

• confirmed positive serological findings indicate infection 
with HIV, not a disease state 

• HIV antibody results are reported as positive, negative and , 
indeterminate 
POSITIVE results signify the presence of specific anti-HIV 
antibodies which are the result of an HIV infectiOfl or 
passive transmission from mother to infant 
NEGATIVE report indicates HIV-specific antibodies were 
not detected , 
- a person in the "window phase" fol!owin11 HIV infection 

may test as antibody negative /' 
INDETERMINATE laboratory findings occur when the 
sample tests as screen-test repeat reactive and the 
confirmatory test yields results that are neither negative nor 
do they meet the definition of HIV positivity · 
- individuals receiving indeterminate results can be retested 

at 6-weekly intervals 
uncertainty of the laboratory findings can usually be 
resolved by retesting 

- occasionally specialized procedures might have to be 
employed to resolve the ambiguity of the antibody results 

• individuals lacking risk acli vities, who test as antibody 
positive, should be re-tested using an indep.endent!J collected 
sample 

• the extreme sensitivity of the commercial antibody assays 
may result in some cross-contaminated samples being 
reported as antibody positive. Samples submitted for anti­
HIV testing should be collected carefully. 

• a positive HIV antibody test in an infant may represent only 
passively transferred maternal antibody and the infant maY. or 
may not be infected. The .HIV antibody test is so sensitive 
that maternal aniibodies have been detected for up to 15 
months in an infant not infected with HIV. There are 
laboratory tests that can help distinguish infected infants at 
an earlier age, e.g., PCR for viral genome, specific IgA, p24 
antigen and virus isolation (see below). These tests are not 
widely available. · 
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Laboratory Diagnosis of HIV Infection (cont'd) .••.. 

Circulating HIV antigens 

method: 
HIV p24 assays 

HIV isolation by culture 

method: 
• HIV from peripheral blood lymphocytes 

or other body fluids, such as CSF 
• performed using a co-<:ulture technique 
• virus can be isolated from virtually all 

HIV antibody-positive persons (> 99%) 
not a routine procedure • 

• isolation may be attempted in clinfcal 
trial settings, or when serological results 
are ambiguous 
the specific conditions of HIV culture 
necessitate that physicians contact the 
laboratories before submitting samples 
for HIV culture 

interpretation: 
all positive findings using these assays 
must be confirmed by a blocking atsay 
(a second, supplemenllll test). 
may be useful in limited situations, such 
as th!' "window phase" preceding the 
development of antibodies to HIV 
following infection, for prognosis and in 
confirming infection in antibody-positive 
infants 

interpretation: 
• the results are reponed as positive or 

negative 
• ·although virus may be isolated from 

nearly all HIV antibody-positive persons, 
several attempts may be required prior to 
isolating virus from infected individuals 

Detection of HIV genetic material by polymerase chain reaction (PCR) 
Detection of scrum IgA 

PCR: 
• extremely sensitive procedure but application in the diagnosis of HIV infection is limited 
• procedure is usefui in 

quantification of virus 
- resolution of the infection status of newborns born to HIV-positive mothers 

the typing of HJV isolates 
- molecular epidemiological studies 

PCR and lgA: 
• experimental tests available in only a few Canadian centres; used as adjuncts to tests 

routinely ave.Hable and not used in place of standardized procedures (IDV antibody 
assays) 
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With culture, false-negative results are possible but false­
positive results are rare. 
Non-culture techniques can give both false-positive and 
false-negative results, the proportions of which are 
inversely related to each other and this is dependent 
upon the cutoff level for positivity set by the 
manufacturer of the test. 

• sensitivity: of all those with the disease, how many 
have a positive test 
specificity: of all those without the disease, how many 
have a negative test 

• sensitivity and specificity do not depend upon 
pri;:vafence of disease in the population. 'They are 
purely a measure of how good the test is. 

• Positive Predictive Value (PPV): of all those with a 
positive test, how many have the disease 

• Negative Predictive Value (NPV): of all those with a 
negative test, how many do not ha~~ the disease 

• predictive values are dependent upon prevalence of 
the disease in the population and determine how 
useful a test will be in a specific population 

• you may determine who has the disease by the single 
most accurate laboratory test (gold standard) or by 
carrying out several different tests which may indicate 
a positive diagnosis 

See below for examples 
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Sensitivity and Specificity of Laboratory Tests (cont'd) ..... 

Examples: 
.• you evaluate a new chlamydia diagnostic test in an adolescent clinic, testing 

2000 wqmen of. whom 200 have the disease (10% prevalence) 

Disease "~~ 

Total 
Test + 240 

1760 

Total 200 1800 2000 

sensitivity :0: 190(200 (95.0%) 
specificity = 1750/1800 = (97.2%) 
PPV = 190/240 = (79.2%) 
NPV = 1750/1760 ""'(99.4%) 

• You take the new test to a iatnily practice clinic and ·ask them to try it out. 
They test 2000 women of whom 20 have disease (1 % prevalence) 

Disease 

Total 
Te.rt 

74 + 
1926 

Total 20 ·1980 2000 

sensitivity 19(20 = (95.0%) 
specificity 1925/1980 :::: (97.2%) 
PPV ""19n4 = (25.7%) 
NPV :::: 1925/1926 = (99.9%) 

• by moving the test into a setting with a lower disease prevalence the 
sensitivity and specificity stayed the same but the PPV dropped from 79.2% 
to 25.7% Thus in the family practice clinic, "of all of those with a positive 
test (n:::: 74) only 19 (25.7%) will actually have disease". This risk of false 
identification is especially important with SID due to the possible 
consequences for a relationship and in the case of children. 

198 



Appendix III 

• sexual maturity ratings have replaced the traditional 
indicators of growth status such as height, weight and 
skinfold thickness. Sexual maturity ratings have 
proven useful in assessing growth and development 
during adolescence. 

• classification of patients may be done as part of a 
general physical examination and does not require any 
special procedures. 

• the scale of devel.opment is based on secondary sexual 
characteristics. The ratings range from stage 1, which 
represents the prepubertal child, to stage. 5, which 
represents the adult. 

Boys: genital development 

• Stage I: preadolescent. Testes, scrotum, and penis are 
about the same size and proport:i6h as in early 
childhood. 

• Stage 2: enlargement of scrotum and testes. Skin of 
scrotum reddens and changes in texture. Little or no 
enlargement of penis. . 

• Stage 3: enlargement of penis, at first mainly in 
length. Further growth of testes and scrotum. 

• Stage 4: increase size of penis, with growth in breadth 
and development of glans. Testes and scrotum larger. 
Scrotal skin darkened. 

• Stage 5: genitalia are adult in size and shape. 

Girls: breast development 

• · Stage 1: preadolescent. Elevation of papilla only. 
• Stage 2: breast bud stage. Elevation of breast and 

papilla as small mound. Enlargement of diameter of 
areola. 

• Stage 3: further enlargement and elevation of the 
breast and areola, with no separation of their contours. 

• Stage 4: projection of areola and papilla to form a 
secondary mound above the level of the breast. 

• Stage 5: mature stage. Projection of papiHa only,_ 
owing to recession of the areola to the general 
contour of the breast. 
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Tanner Scale (cont'd) ..... 

Both sexes: pubic hair 

• Stage 1; preadolescent Vellus over pubes is not developed further than that 
over abdominal wall, i.e., no pubic hair. 

• Stage 2: sparse growth of long, slightly pigmented downy hair, straight or 
slightly curled. chidly at base of penis and along labia. e 

• Stage 3: hair is considerably darker, coarser and more curled. It spreads 
sparsely over the junction of pubes. 

• Stage 4: hair is adult in type, but area covered is still considerably smaller 
than in adult. No spread to medial surface of thighs. 

• Stage 5: hair is adult in quantity and type, with distribution of.horizontal (or 
classic "feminine" in females) pattern. Spread to medial surface of thighs but 
not up linea alba or elsewhere above base of inverse triangle (spread up linea 
alba oa:urs late and is rated Stage 6). · 
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Appendix IV 

Forensic evidence 
• although children who report sexual molestation are 

rarely lying, forensic eyidence is invaluable in 
supporting their testimony. This is also the case with 
adults. 

• the purpose of forensic analysis of specimens is to 
establish that sexual contact occurred. This is done by 
confinning the presence of seminal fluid or saliva or 
both and demonstrating that the antigenicity of any 
secretions (e.g., seminal fluid, saliva and blood) is 
compatible with the antigenic profile of the accused 

.person. 
• in some situations it is impossible to collect certain 

specimens for forensic analysis. The availability of 
specimens depends on the sex of the perpetrator, the 
nature of the molestation (fondling vs. penetration) 
and time between the event and ti;Je< examination. An 
interval of more than 48 hours or cleansing the 
sexually abused areas will reduce the availability of 
specimens and the strength of forensic evidence. 

• when specimens are being collected as' forensic 
evidence with the · objective . of establishing the 
identification of the perpetrator, certain strict 
guidelines must be followed. This is essential if the 
infonnation gathered is to be unequivocally accepted 
in court. Particular attention must be paid to the 
manner of collection, the labelling and identification 
of individual specimens, and obtaining signed specific 
consent fonns. For details on the collection of 
specimens for forensic analysis, local police 
authorities should be consulted (see below). 

Collection of specimens 
• an attempt should be made to obtain specimens of 

seminal fluid ("pristine material") from all possible 
sites with sterile cotton swabs. The swabs are then 
allowed to air dry. The forensic laboratory will use 
these specimens for spenn counts, acid phosphatase 
tests, identification of ABO antigens and protein 30, 
and gene tracing. 

201 



Forensic Evidence and Services (cont'd)., ... 

Collection of specimens (cont'd) ..... 
an accompanying blood sample (2 mL in a Vacutainer® tube [Becton­
Dickinson, Mountainview, California] containing heparin) is necessary to 
identify ABO antigens .-
any residual fluids from affected areas such as the vaginal vestibule 'should 
be collected by aspiration. A sterile eye dropper is ideal for this pmpose in 
children. Before aspiration, the are~ is moistened with 1-2 mL of sterile non­
bactericidal saline for specimens that are to be cultured. For non-.culture tests, 
either 1-2 mL of sterile non-bactericidal saline or non-bactericidal distilled 
water can be used. If saline is used, the ·specimens can be examined for motile 
sperm by means of the hanging-drop method. A positive finding suggests that 
the sexual activity occurred less than 6 hours previously. Sterile distilled water 
may make the sperm non-motile.· A smear of the material obtained, stained 
with eosin-fuchsin or the Christmas tree stain, can identify any spennatozoa 
present when examined under X 1000 magnification. Confirmation by the 
forensic laboratory is essential to ensure acceptability ofthe evidence in court. 

• demonstration of saliva on the bod)1 or clothing of the person who has been 
abused or assaulted may pro."ide further confirmatory evidence. Salivary 
amylase may be detectable d6ys or even weeks after deposition. Samples can 
be collected with any clean cotton swab. The swab is moistened slightly with 
distilled water and rubbed over the affected area of the body or clqthing. The 
specimen is allowed to dry and is t~en packaged and labelled. If a child or 
adult is unclear .about which area(s) }s affected, the common target areas (the 
neck, breast, belly, genital area, penis, thighs and buttocks) could be swabbed; 
a separate swab should be used for each area and labelled accordingly. 
Adjacent areas should be swabbed for control samples. 

• judgement is required in deciding whether these investigations are sensible. 
It is pointless to collect such samples if weeks have elapsed since the incident 
or if the critical areas have since been bathed. 

• the body and the clothing worn at the time of the incident should be·carefully 
inspected for trace evidence (foreign material left by the perpetrator). Items 
commonly sought include hair from any part of the body, clothing fibres, 
lubricants, petroleum jelly and lipstick. Any suspicious material should be 
removed with forceps, folded in a piece of clean paper and put in a separate, 
properly labelled envelope. 

• if the assaulted or abused person has reached puberty, the pubic hair should 
be combed and any free hair collected, folded in a piece of paper or tissue 
and put in a labelled envelope. Hairs can be used as evidence only if 
compared with samples from the suspected perpetrator. It is necessary to have 
several sample hairs not only from the suspect but also from the person 
assaulted or abused. To be absolu~ly reliable, the victim's hairs (usually 
pubic) have to be plucked individually and must.include the root. Between 8 
and 12 hairs are necessary. Because this a painful procedure, sample hairs 
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Forensic Evidence and Services (cont'd) ..... 

Collection of specimens (cont'd) ..... 
from the victim need not be obtained until a suspect has been identified and 
sample hairs have been obtained from that person. . 

• collecting nail scrapings and screening clothing and body parts with ultraviolet 
light are no longer considered of forensic value '",,,. 

Forensic services 
• investigative and scientific forensic laboratory services to detect evidence of 

sexual assault and abuse are available throughout Canada 
• services are supplied by the Royal Canadian Mounted Police and by 

provincial, regional and local police forces 
• current legislation on abuse of children obligates physicians to notify local 

child. protection agencies of such cases. These local agencies maintain close 
liaison with police force personnel familiar with the investigation of suspected 
abuse and with the availability of forensic laboratory services. 

• physicians should not submit specimens for forensic study directly to 
laboratories. This should be done through police services. 

• physicians wishing to consult scien~ists on forensic matters may do so by 
contacting the nearest laboratory /' 

• most forensic evaluations do not include tests to deteCt SID 
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Forensi<; Laboratories 

Manager 
Forensic Laboratory. 
Royal Canadian Mounted Police 
5201 Heather St. 
Vancouver, British Columbia 
V5Z 3L7 
(604) 264-3405 

Officer-in-Charge 
Forensic Laboratory 
Royal Canadian Mounted Police 
15707 118th Ave. 
Edmonton, Alberta 
TSV 1B7 
(403) 451-7400 

Officer-in-Charge 
Forensic Laboratory . 
Royal Canadian Mounted Police.t' 
Box 6500 · 
Regina, Saskatchewan 
S4P 3J7 
(306). 780-5810 

Officer-in-Charge 
Forensic Laboratory 
Royal Canadian Mollllted Police 
621 Academy Rd. 
Winnipeg, Manitoba 
R3N OE7 
(204) 983-4280 

Director 
Centre of Forensic Sciences 
25 Grosvenor St. 
To.ronto, Ontario 
M7A 208 
(416) 965-2561 

204. 

Officer-in-Charge 
Central Forensic Laboratory 
Royal Canadian Mounted Police 
P.O. Box 8885 
Ottawa, Ontario 
KIG 3M8 
(613) 993-0986 

Officer-in-Charge 
Forensic Laboratory 
Royal Canadian Mounted Police 
'C' Divisio~ 
P.O. Box 559 
Westmount (Quebec) 
H3Z2T4 
(514) 939-8342 

Officer-in-Charge 
Forensic Laboratory 
Royal Canadian Mounted Police 
Box 1320 
Sackville, New Brunswick 
BOA 3CO 
(506) 536·1~27 

Officer-in-Charge 
Forensic Laboratory 
Royal Canadian Mounted Police 
3151 Oxford St. 
P.O. Box 1802 
Halifax, Nova Scotia 
B3K 5L9 
(902) 426-8886 



Appendix V 

This list of child abuse treatment centres in Canada is 
not inclusive; however, it can be used as a reference for 
obtaining more specific local information. 

Newfoundland 
Child Protection Team 
Dr. Charles A. Janeway Child 
Health Centre 

710 Newfoundland Dr. 
St. John's, Newfoundland 
AlA IRS 
(709) 778-4607 

Nova Scotia 
Child Abuse Team 
Izaak Walton Killam Hospital 
for Children 

5850 University Ave. 
Halifax, Nova Scotia 
B3J 3Y9 
(902) 424-3121 

New Brunswick 
Child Protection Consultation Team 
Moncton Hospital 
135 MacBeath Ave. 
Moncton, New Brunswick 
EIC 6Z8 
(506) 855-1600, local 292 

Child Abuse Team 
Saint John Regional Hospital 
P.O. Box 2100 
Saint John, New Brunswick 
E2L4L2 
(506) 648-6811 
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Referral Centres (cont'd) ..... 

Quebec 
Centre local de services 
communautaires centre-sud 

1710, rue Afnherst 
Montreal (Quebec) 
H2L 3L5 
(514) 527-2361 

Child Protection Clinic 
Montreal Children's Hospital 
2300 Tupper St. 
Montreal (Quebec) 
H3H 1P3 
(514) 937-8511 

Comit6 de prevention de 
1 'enfance maltraitee 

Hopital Maisonneuve-Rosemont 
5415, bout. de l' Assomptions / r· 

Montreal (Quebec) 
HlT2M4 
(514) 254-8341 

Offenses sexuelles 
H6pital Sainte-Justine 
3175, ch. Ste-Catherine 
Montreal (Quebec) 
H3T IC5 
(514) 345-4721 

Comite de prevention de 
l' enfance maltraitee 

Centre hospitalier de 
1 'universite Laval 

2705, boul. Laurier 
Ste-Foy (Quebec) 
GIV 4G2 
(418) 656-4141 
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Comite de prevention de 
l 'enfance maltraitee 

Centre hospitalier universitaire 
de Sherbrooke 

Sherbrooke (Quebec) -~ 

JlH 5N4 
(819) 563-5555 

Ontario 
Child Abuse Committe.e 
Peel Memori_al Hospital 
20 Lynch St. 
Brampton, Ontario 
L6W 2Z8 
(416) 451-1710 

Child Protection Team 
McMaster University Medical Centre 
P.O. Box 2000, Stn. A 
Hamilton, Ontario 
LBN 3Z5 
(416) 521-2100 

Child Protection Team 
Hotel Dieu Hospital 
166 Brock St. 
Kingston, Ontario 
K7L 5G2 
(613) 544-3310· 

Child Abuse Team 
Children's Hospital of Western 
Ontario 

800 Commissioners Rd. E 
London, Ontario 
N6A 4G5 
(519) 681-6711 



Referral Centres (cont'd) ..... 

Child Abuse Team 
Mississauga Hospital 
100 Queensway W 
Mississauga, Ontario 
L5B 1B8 
(416) 279-7330 

Child Protection Program 
Children• s Hospital of Eastern 
Ontario 

401 Smyth Rd. 
Ottawa, Ontario 
KIH 8Ll 
(613) 737-2317 

Child Abuse Committee 
Samia General Hospital 
483 North East St. 
Samia, Ontario 
N7T 6Y7 
(519) 364-3661 

Child Abuse Team 
Scarborough Centenary. Hospital 
2867 Ellesmere Rd. 
Scarborough, Ontario 
MIE4B9 
(416) 284-8131 

Chief of Pediatrics 
St. Joseph's General Hospital 
35 N Algoma St. 
P.O. Box 3251 
Thunder Bay, Ontario 
P7B 5G7 
(807) 343-2431 
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Suspected Child Abuse and 
Neglect Program 

Hospital for Sick Children 
555 University Ave. 
Toronto, Ontario 
MSG 1X8 
(416) 598-6275 

Child Abuse Team 
North York qeneral Hospital 
4001 Leslie St. 
Willowdale, Ontario 
M2K lEl 
(416) 492-4648 

Manitoba 
Dauphin and St. Rose SCAN Teams 
15 1st Av.e. SW · 
Dauphin, Manitoba 
R7N 1R9 
(204) 638-7024 

Child Protection Centre 
Children's Hospital of Winnipeg 
Health Sciences Centre 
685 William Ave. 
Winnipeg, Man. 
R3EOW1 
(204) 787-2811 

Saskatchewan 
Child Abuse Team 
Regina General Hospital . 
1440 14th Ave. 
Regina, Saskatchewan 
S4P OWS 
(306) 359-4444 



Referral Centres (cont'd) ..... 

Child and Youth Service 
Department of Psychiatry 
University Hospital 
Saskatoon, Saskatchewan 
S7N OXO 
(306) 244-2323 

Alberta 
Child Abuse Program 
Alberta Children's Hospital 
1820 Richmond Rd. SW 
Calgary, Alberta. 
T2W 3Pl 
(403) 229-7886 

Department of Pediatrics 
University of Alberta Hospital 
4th Floor, CSB 
University of Alberta 
Edmonton, Alberta 
T6G 2E2 

. (403) 492-6370 

British Columbia 
Child Protection Service 
Royal Columbian Hospital 
204-250 Keary St. 
New Westminster, British Columbia 
V3L5E7 

. (604) 526-1891 

Children's Hospital 
4480 Oak St 
Vancouver, British Columbia 
V6H 3V4 

. (604) 875-2345 
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Sexual Assault Assessment Project 
Department of Family Practice 
University of British Columbia 
5804 Fairview Ave. 
Vancouver, British Columbia~"":' 
V6T IW5 
(604) 228-5431 or 738-4121 

Suspected Child Abuse and Neglect 
Team 

Victoria Gen~ral Hospital 
35 Helmcken Rd. · 
Victoria, British Columbia 
V8Z 6R5 
(604) 727-4212 

Northwest Territories 
Infectious Disease Control 
Department of Health 
Government of the Northwest 
Territories 

P.O. Box 1320 · 
Yellowknife, Northwest Territories 
XIA 2L9 
( 403) 920-8646 

Yukon 
Infectious Disease Control Officer 
Yukon Region 
Whitehorse General Hospital 
5 Hospital Rd, 
Whitehorse, Yukon Territory 
YlA 3H7 
(403) 668-9444 



Appendix VI 

For more information on the control of SID, consult 
initially your local health authority or provincial/ 
territorfal director of SID control (see below) 

Director 
Disease Control & Epidemiology 
Department of Health 
P.O. Box 8700 
St. John's, Newfoundland 
A lB 4J6 (709) 729-3430 

Provincial Epidemiologist 
Department of Health 
P.O. Box 2000, Sullivan Bldg. 
Charlottetown, Prince Edward Island 
ClA 7N8 (902) 368-4978 

Provincial Epidemiologist 
Department of Health & Fitness 
P.O. Box 488 
Halifax, Nova Scotia 
B3J 2R8 (902) 424-8698 

Provincial Epidemiologist 

; 

Department of Health & Community Services 
P.O. Box 5100, Carleton Place 
Fredericton, New Brunswick 
E3B 5G8 (506) 453-3092 

Prevention et Promotion de la sante 
Ministere de la Sanre et des Services sociaux 
1075, chemin Ste-Foy 
Quebec (Quebec) 
GlS 2Ml (418) 643-6390 

Senior Medical Consultant 
Disease Control Service 
Ontario Ministry of Health 
15 Overlea Blvd.,.5th Floor 
Toronto, Ontario 
M4H 1A9 (416) 327-7428 
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Provincialfferritorial STD Directors (cont'd) ..... 

Director 
Health Promotion, Protection and Disease Prevention 
Manitoba.Health 
3 - 800 Portage Avenue 
Winnipeg, Manitoba 
R3G ON4 (204) 945-6839 

Director 
Microbiology and Communicable Disease 
Saskatchewan Health 
3211 Albert Street 
Regina, Saskatchewan 
S4S 5W6 (306) 787-8316 

Director 
Sexually Transmitted Disease Control 
Alberta Health 
Executive Building - 4th Floor 
10l05 - 109th Street ,; 
Edmonton, Alberta 
TSJ IMS (403) 427-2830 

Director, STD Control 
BC Centre for Disease Control 
828 West 10th Avenue 
Vancouver, British Columbia 
V5Z 1L8 (604) 660-6178 

Chief Medical Officer 
Infectious Disease Control 
Medical Directorate, Department of Health 
P.O. Box 1320 
Government of Northwest Territories 
Yellowknife, Northwest Territories 
Xl A 2L9 (403) 920-8646 

Infectious Disease Control Officer 
Yukon Region 

. Whitehorse General Hospital 
No. 5 Hospital Road 
Whitehorse, Yukon Territory 
YlA 3H7 (403) 668-9444 
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Appendix VII 

For more infonnation on laboratory diagnosis of STD 
consult initially your local facility or your nearest public 
health laboratory (see below) 

Director 
Newfoundland Public Health Laboratories 
The Leonard A. Miller Centre for Health Services 
100 Forest Road, P.O. Box 8800 
St. John's, Newfoundland 
AlB 3T2 (709) 737-6565 

Director of Laboratories 
Department of Public Health 
Pathology Institute 
5788 University Avenue 
Halifax, Nova Scotia 
B3H 1V8 (902) 428-4110 or 3629 

Director, Division of Laboratories 
Provincial Health Laboratory 
Queen Elizabeth Hospital 
P.O. Box 6600, Riverside Drive 
Charlottetown, Prince ·Edward Islartd 
CIA 8T5 (902) 566-6309 

Director 
Department of Laboratory Medicine 
P.O. Box 2100, University Avenue 
Saint John, New Brunswick 
E2L 4L2 (506) 648-6501 

Directeur scientifique 
Ministere des affaires sociales 
Direction des Laboratoire 
20045, chemin Ste-Marie ouest 
Ste-Anne-de-Bellevue (Quebec) 
H9X 3R5 (514) 457-2070 
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Provincial Laboratories (cont'd) ..... 

Director 
Laboratory Services Branch 
Ontario Ministry of Health 
P.O. Box 9000, Tenninal A 
Toronto, Ontario 
MSW IRS 
(416) 235-5941 

Ontario Regional Laboratories 

Director 
Ottawa Public Health Laboratory 
2380 Saint Laurent Blvd. 
Ottawa, Ontario 
KIG SA4 
(613) 736-6800 

Director 
Kingston Public Health Laboratory·' 
Box 240 
Kingston, Ontario 
K7L 4V8 
(613) 548-6630 

Director 
Peterborough Public Health 
Laboratory 
Box 265 
Peterborough, Ontario 
K9J 6Y8 
(705) 743-6811 

Director 
Orillia Public Health Laboratory 
Box 600 
Orillia, Ontario 
L3V 6KS 
(705) 325-7449 
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Director 
Hamilton Public Health Laboratory 
Box 2100 
Hamilton, Ontario 
L8N 3RS 
(416) 385-5379 

Director 
Palmerston Public Health 
Laboratory 
Box 700 
Palmerston, Ontario 
NOG 2PO 
(519) 343-3102 

Director 
London Public Health Laboratory 
Box S704, Tenninal "A" 
London, Ontario 
N6A 4L6 
(519) 455-9310 

Director 
Windsor Public Health Laboratory 
Box 1616 

' Windsor, Ontario 
N9A 6S2 
(519) 9694341 

Director 
Timmins Public Health Laboratory 
67 Wilson Avenue 
Timmins, Ontario 
P4N 2S5' 
(705) 267~6633 



Provincial Laboratories (cont'd) ..... 

Director 
Sault Ste. Marie Public Health 
Laboratory 
Box 220 
Sault Ste. Marie, Ontario 
P6A 5L6 
(705) 254-7132 

Director 
Thunder Bay Public Health 
Laboratory 
Box 1100, Station "F" 
Thunder Bay, Ontario 
P7C 4X9 
(807) 622-6449 

Director 
Cadharn Provincial Laboratory 
7650 William Avenue, 
P.O. Box 8450 
Winnipeg, Manitoba 
R3C 3Yl 
(204) 944-0270 

. Director, Laboratory and Disease 
Control Services Branch 
Saskatchewan Health 
H.B. Robertson Laboratory 
3211 Albert Street 
Regina, Saskatchewan 
S4S 5W6 
(306) 787-3129 

Director 
Provincial Laboratory of Public 
Health for Northern Alberta 
University of Alberta 
Edmonton, Alberta 
T6J 2J2 
(403) 492-8903 
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Director 
Provincial Laboratory of Public 
Health 
3030 Hospital Drive N.W. 
P.O. Box 2490 
Calgary, Alberta 
TIP 2M7 
(403) 270-1201 

Director, Division of Laboratories 
Health Branch 
828 West 10th Avenue 
P.O. Box 34020, Postal Station D 
Vancouver, British Columbia 
V6J 4M3 
(604) 660-6032 
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