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1 Introduction 
 
This guidance document is about the management of cervicitis.  

1.1 Key information 
Public health importance 
Cervicitis is a common clinical finding that can be caused by a sexually transmitted infection 
(STI). The most common STI causes are Chlamydia trachomatis and Neisseria gonorrhoeae; 
however, these account for up to 25% of cases (depending on the population) and most cases 
are of unknown etiology. The true incidence and prevalence of cervicitis are unknown because 
of its varied causes and lack of agreement in the case definition.  
 
Note: Untreated cervicitis can result in pelvic inflammatory disease (PID) that may lead to 
chronic pelvic pain and infertility. Cervicitis also increases HIV shedding at the cervical canal 
which may increase the risk of HIV transmission. 
 
Screening 
Cervicitis is an indication for STI screening in sexually active individuals. 
 
Diagnostic testing 
Patients with cervicitis should be tested for Chlamydia trachomatis and Neisseria gonorrhoeae 
with a nucleic acid amplification test (NAAT) using a cervical swab. Vaginal swabs may also be 
used.  
 
Testing for Mycoplasma genitalium is recommended in cases of persistent or recurrent 
cervicitis. Women with cervicitis should also be evaluated for bacterial vaginosis, trichomoniasis 
and herpes simplex virus (HSV) infection. 
 
Treatment  
Ceftriaxone 250 mg IM in a single dose in combination with Azithromycin 1 g PO in a single 
dose or Doxycycline 100 mg PO bid for 7 days 
OR 
Cefixime 800 mg PO in a single dose in combination with Azithromycin 1 g PO in a single dose 
or Doxycycline 100 mg PO bid for 7 days 
 
Note: A test and wait approach (rather than empiric treatment) is appropriate if the patient is 
at low risk of STIs. This is because rates of antimicrobial resistance (AMR) are increasing and 
many cases are of unknown etiology.   
 
Combination therapy is recommended for the empiric treatment of cervicitis due to ever-
evolving AMR in N. gonorrhoeae and M. genitalium. 
 
 
 

http://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-ldcits/section-5-6-eng.php#toc361210445
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/canadian-guidelines/sexually-transmitted-infections/canadian-guidelines-sexually-transmitted-infections-49.html
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Follow-up 
Follow-up will depend on etiology. Most patients treated for cervicitis do not require post-
treatment follow-up unless there are recurrent or persistent symptoms. If an STI is suspected or 
confirmed, refer to the relevant guidelines for specific follow-up recommendations. 
 
Partner notification 
 If an STI is suspected or confirmed, locate, evaluate and treat as appropriate all people who 
have had sexual contact with the index case within 60 days prior to symptom onset or date of 
specimen collection. 
 

1.2 Definition 
Since muco-purulent cervicitis was first described in 1984, there has been a lack of consensus 
about its definition in clinical and research studies. This has resulted in controversy about the 
interpretation and comparison of published studies.1 

 
Various definitions or combinations of clinical findings have been used across studies. The use 
of microscopic Gram stain for the diagnosis of cervicitis lacks clinical usefulness2, although this 
test is still done in some clinics.  
 
The most consistent definition of cervicitis is: the presence of purulent or mucopurulent exudate 
visible in the endocervical canal or easily induced/sustained bleeding or friability at the 
endocervical os (e.g. with insertion of a swab into the endocervix).1,3-5 

 
Note: This definition should be applied with caution during pregnancy.6,7 Please refer to the 
section Diagnosis during pregnancy for more information. 
 
The true incidence and prevalence of cervicitis are unknown because of its varied causes and 
lack of agreement in the case definition. 

1.3 Etiology 
There are many potential infectious causes for cervicitis and it may also be associated with non-
infectious conditions. 
 
The true etiology of cervicitis often remains undetermined despite thorough investigation.6 

 Most cases (61% to 83%) of cervicitis are  of unknown etiology.2,5  
 

The following findings have been reported regarding STI as a cause of cervicitis:  

 Depending on the population being studied, C. trachomatis and/or N. gonorrhoeae may 
be detected in up to 25% of cases diagnosed with cervicitis.6,8,9 

 There is an association between Mycoplasma genitalium and cervicitis.10 One study 
found that women testing positive for M. genitalium had a 3.3 times higher risk of 
cervicitis.11  
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 Trichomonas vaginalis and herpes simplex virus (both HSV-1 and HSV-2) are associated 
with cervicitis.6 Primary infections with HSV-1 or HSV-2 may cause diffuse erosive, 
hemorrhagic, vesicular, pustular or ulcerative lesions, usually with simultaneous 
involvement of the vulva.6,12 
Bacterial vaginosis, a polymicrobial clinical syndrome, may be associated with cervicitis. 
In two small studies, researchers found that treatment of bacterial vaginosis (BV) 
enhances the cure rate of cervicitis.3,13 

1.3.1 Other possible infectious causes  
Although a causal role has not been determined, Cytomegalovirus (CMV), Epstein-Barr virus 
(EBV), adenoviruses and human T-cell lymphotropic virus (HTLV-1) have been isolated in 
secretions of women with cervical inflammation. 6, 8 

2 Prevention and control  

2.1 General STBBI prevention and control 
Case finding, education, counselling, partner notification and treatment are critical to control 
infection.  
 
Healthcare providers should offer screening for other sexually transmitted and blood-borne 
infections (STBBIs) as part of their prevention and control strategies. Since many STBBIs are 
frequently asymptomatic and can lead to serious complications if left untreated, offer STBBI 
screening during the course of routine medical care, with special attention to those with risk 
factors. Normalizing screening in this way can reduce barriers to testing and the stigma 
associated with STBBI.  
 
Integrate STBBI prevention strategies such as counselling, vaccination and education on 
preventive practices in client care. Motivational interviewing techniques may be used to 
identify barriers to prevention practices and the means to overcome them.  
 
Offer vaccination for hepatitis B (HBV), hepatitis A (HAV) and human papillomavirus (HPV) as 
per the Canadian Immunization Guide.  
 
Partner notification has public health benefits (e.g. disease surveillance and control) and 
reduces the risk of reinfection for the index case. 

2.2 Specific prevention and control  
Measures to control the transmission of the sexually transmitted organisms causing cervicitis 
include prevention, prompt diagnosis and appropriate treatment of the patient and their sexual 
partners. If an STI is suspected or confirmed, refer to the relevant chapter of the Guidelines for 
specific follow-up recommendations.  
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3 Clinical manifestations 
 
People who are diagnosed with cervicitis can be asymptomatic. Symptoms may include: 

 unusual vaginal discharge and/or  

 vaginal bleeding during or after intercourse.  
These symptoms may be seen with other conditions and are not diagnostic of cervicitis. 
 
Note: Cervicitis may indicate upper-genital–tract infection and therefore those with a new 
episode of cervicitis should be assessed for signs of PID. 
 

4 Assessment and diagnostic testing 

4.1 Diagnostic testing  
A speculum examination should be performed to evaluate the cervix and vaginal wall.  
 
Note: Vaginal infections can cause symptoms that overlap with those of cervicitis. A diagnosis 
of vaginitis can be confirmed by laboratory testing of vaginal secretions to detect a change in 
vaginal flora consistent with BV, the parasite T. vaginalis and yeasts associated with 
vulvovaginal candidiasis.  

 Measurement of vaginal pH may help  determine the cause of the vaginal secretions 
 

The following suggest cervicitis:  

 Purulent or mucopurulent exudate from the endocervical canal  

 Easily induced/sustained bleeding or friability at the endocervical os (e.g., with insertion 
of a swab into the os). 

 
Clinical findings of cervicitis have low positive predictive value (PPV) for the diagnosis of C. 
trachomatis or N. gonorrhoeae infections.  
 
Endocervical swabs should be collected for: 

NAAT for the detection of C. trachomatis and N. gonorrhoeae (vaginal swabs or urine 
are also considered an appropriate specimen and are non-invasive, so testing is more 
acceptable). Culture (where available), for antimicrobial susceptibility testing prior to 
treatment, if N. gonorrhoeae is suspected.  
 

Notes: Vaginal swabs for culture to detect N. gonorrhoeae are not recommended.14 
Routine testing for M. genitalium is currently not recommended. Testing for M. genitalium is 
recommended only in cases of persistent or recurrent cervicitis. Refer to the Management of 
persistent /recurrent symptomatic cervicitis section for management considerations.  
A bimanual examination should be performed to rule out PID. If PID is suspected, refer to the 
PID guidelines for recommendations. 
 
 

https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/canadian-guidelines/sexually-transmitted-infections/canadian-guidelines-sexually-transmitted-infections-49.html
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Do not do a Pap test if cervical cancer is suspected15 

 Pap smears have a low PPV when cancer is present and can alter the lesion which will 
interfere with results of subsequent colposcopy. Refer to a specialist for colposcopy if 
cancer is suspected and/or for assessment of any visible lesions on the cervix. 

4.2 Diagnosis during pregnancy 
Consult an expert as needed for the diagnosis of cervicitis during pregnancy.  
 
Use caution when applying the usual clinical criteria for the diagnosis of cervicitis during 
pregnancy for the following reasons.  

 The criteria for an accurate and precise diagnosis of cervicitis during pregnancy have not 
been established.7 Changes to the gravid cervix make the clinical diagnosis more 
difficult.  

 During pregnancy, increased cervical vascularity and edema, hyperplasia and 
hypertrophy of the cervical glands, are common.16 Cervical mucus may also appear 
more viscid and cervical eversion may be exaggerated. 

 

4.3 Screening considerations for other STBBIs  
For patients with cervicitis at risk for STIs who are being evaluated or treated for N. 
gonorrhoeae and C. trachomatis, consider: 

 Collecting  vulvar or cervical swab of ulcerations or vesicles for culture and/or NAAT for 
HSV 

 Obtaining a blood sample for serologic testing for syphilis 

 Offering HIV counselling and testing as per the recommendations in the HIV Screening 
and Testing Guide  

4.4 Differential Diagnosis   
Diagnostic criteria are included in the Assessment and diagnostic testing section above. 
Cervical ectropion (or cervical eversion) is a particularly common finding in adolescents and 
may be misdiagnosed as cervicitis.17,18  
 
The following non-infectious conditions can also cause cervicitis: 

 Cancer 

 Local irritation or allergic reactions from spermicides, lubricants, lotions, deodorants or 
douching9,17 

 Contraceptive use19 

 Inflammatory conditions such as Behcet’s disease, sarcoidosis, erosive lichen planus and 
desquamative inflammatory vaginitis4 

 
 
 

http://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-ldcits/section-5-10-eng.php
http://www.phac-aspc.gc.ca/aids-sida/guide/hivstg-vihgdd-eng.php#c
http://www.phac-aspc.gc.ca/aids-sida/guide/hivstg-vihgdd-eng.php#c
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5 Management and treatment  
 

5.1 When to treat  
A “test and wait” approach (versus empiric treatment) may be best in certain circumstances.5,20  
This is because most cases of cervicitis are of unknown etiology and rates of AMR are 
increasing. 

5.1.1 High risk for STI 
Consider factors associated with increased risk of C. trachomatis and N. gonorrhoeae when 
deciding whether to treat cervicitis empirically (e.g. sexual partner with a known STI; sexually 
active and under 25 years of age; new sexual partner or multiple sexual partners).  Studies 
report that 20 % to 24% of cases are associated with N. gonorrhoeae or C. trachomatis 
infection.5,6,8,9 
 

 Cervicitis increases HIV shedding at the endocervical canal.21,22 Treatment of cervicitis 
decreases the level of virus in cervical secretions and may therefore decrease risk of HIV 
transmission.23,24  

 
If the individual is at risk for an STI, specifically at an increased risk for C. trachomatis or N. 
gonorrhoeae and follow-up is not assured, consider empiric treatment.  
 
Note: If empiric treatment is provided, patients should be advised to abstain from unprotected 
intercourse for seven days after treatment begins and until treatment of their partner(s) is 
complete.  
 
If the patient at is low risk for an STI, consider a test and wait approach.  

 According to Lusk et al., there is growing support for pathogen-guided treatment 
whenever possible.20 

 

5.2 Treatment 

5.2.1 Empiric treatment 
Combination therapy is recommended for the empiric treatment of cervicitis. This is due to 
ever-evolving AMR in STIs.  Refer to the Gonococcal infections guidelines for medication-specific 
considerations about penicillin allergy and cross-reactivity with cephalosporins.  
 
Consider the following when selecting the second therapeutic agent (doxycycline or 
azithromycin) for empiric combination therapy of cervicitis: 
 
Azithromycin 

 Azithromycin combination therapy regimens are effective against N. gonorrhoeae and C. 
trachomatis; however, resistance of N. gonorrhoeae to azithromycin is increasing  
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 Escalating macrolide resistance has been observed in M. genitalium, which may be a 
causative organism of cervicitis11,25 

 Single dose azithromycin may select for macrolide resistance in M. genitalium26 
 
Note: Azithromycin may be preferred if the patient is unlikely to comply with a multiday 
treatment regimen.  
 
There have been reports of QT prolongation in patients receiving therapeutic doses of 
azithromycin. Please refer to the Health Advisory issued by Health Canada about azithromycin 
and risk of cardiovascular complications and death. 
 
Doxycycline  

 Effective for treating chlamydial infections  

 There are high rates of resistance to tetracycline in N. gonorrhoeae in Canada 

 Treatment failure may occur in cases of gonococcal cervicitis.  

 If gonococcal infection is confirmed, a test of cure from all positive sites should be done. 

 Doxycycline is contraindicated in pregnancy and breastfeeding 

 Tetracycline resistance is seen frequently in M. genitalium27 however, if used to treat 
chlamydia, tetracycline is unlikely to select for further macrolide resistance in M. 
genitalium28  

 

5.2.2 Treatment regimens  
Refer to the complete product monograph for prescribing information including 
contraindications and adverse reactions.  
 

Ceftriaxone 250 mg IM in a single dose [C-III] in combination with Azithromycin 1 g PO in a 
single dose [C-III] or Doxycycline 100mg PO bid for 7 days [C-III]  
OR 
Cefixime 800 mg PO in a single dose [C-III] in combination with Azithromycin 1 g PO in a 
single dose [C-III] or Doxycycline 100mg PO bid for 7 days [C-III]  
 

Note: Encourage patients to use condoms consistently and correctly, as this may reduce 
cervicitis risk.2  
 
Refer to the alternative treatment options for N. gonorrhoeae if any of the above therapies are 
contraindicated. 
 

5.2.3 Management of persistent/recurrent symptomatic cervicitis 
 
Patients with persistent/recurrent symptoms should be evaluated for the following: 

 Re-exposure to an untreated partner 

 Acquisition of an infection from a new partner 

http://www.healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2013/29199a-eng.php
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 Non-adherence to treatment 

 The presence of antimicrobial-resistant organisms (e.g. N. gonorrhoeae) 

 Infection with other pathogens (e.g. T.vaginalis / change in vaginal flora consistent with 
BV, HSV, CMV, adenoviruses and HTLV-1) - if not already done. 

 
Consider M. genitalium as a possible cause in patients with persistent symptoms following 
empiric treatment for cervicitis, when pre-treatment NAAT tests are negative for chlamydia and 
gonorrhea or follow-up test of cure is negative.  

 If available , collect  cervical swabs for NAAT testing for M. genitalium 

 If not previously done , collect cervical swabs for NAAT testing for T. vaginalis  

 If testing is done and results are positive, treat for M. genitalium as per the 
recommendations in the Mycoplasma genitalium guidelines  

 If testing is not a viable option, consider empiric treatment. 
 
Repeated or prolonged administration of antibiotic therapy for persistent symptomatic 
cervicitis is not recommended because of limited evidence of effectiveness.  
 
If cause remains undiagnosed, consider referral to an experienced colleague, or biopsy if 
clinically indicated. 

6 Follow-up 
 
Follow-up depends on etiology.  
 
Patients treated for cervicitis do not usually require post-treatment follow-up unless there are 
recurrent or persistent symptoms. If an STI is confirmed, refer to the relevant chapter of the 
Guidelines for the specific follow-up recommendations. 
 

7 Reporting and partner notification 
 

7.1 National/provincial/territorial notification 
Cervicitis is not a reportable condition in most jurisdictions, but may be caused by infections 
(e.g. C. trachomatis, N. gonorrhoeae) that are reportable by laboratories and clinicians to local 
public health authorities in all provinces and territories.  
 
Where applicable, cervicitis should be reported as per jurisdictional regulations. 
 

7.2 Partner notification 
 
Case finding and partner notification are critical to the prevention and control of STIs. 
 

http://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-ldcits/section-3-eng.php#a32
http://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-ldcits/section-3-eng.php#a31
https://www.canada.ca/en/public-health/services/infectious-diseases/sexual-health-sexually-transmitted-infections/canadian-guidelines/sexually-transmitted-infections/canadian-guidelines-sexually-transmitted-infections-49.html
http://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-ldcits/index-eng.php#toc
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Evaluate and treat partners depending on the suspected etiology.  
 
Regardless of clinical findings, if an STI is suspected or confirmed, notify, evaluate, and treat all 
sexual partners from 60 days prior to symptom onset or date of specimen collection.  
 
If an STI is not suspected and treatment of the index case is deferred, partner notification 
should be deferred until the index case results are available.  
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