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8The prevention and control of STIs cannot be approached with a narrow focus. The appropriate 
medical management of identi�ed cases of STIs is but one piece of the puzzle. Both primary 
and secondary prevention activities are paramount to reducing the incidence (newly acquired 
infections) and prevalence (number of cases) of STIs. Primary prevention aims to prevent 
exposure by identifying at-risk individuals and performing thorough assessments, patient- 
centred counselling and education.5 

Secondary prevention involves reducing the prevalence of STIs through the detection of 
infections in at-risk populations, counselling, conducting partner noti�cation and treating infected 
individuals and contacts in a timely manner, thus preventing and/or limiting further spread.5 
Both the burden of disease and potential complications associated with STIs are relevant and 
signi�cant considerations for health professionals and decision makers. The presence of an 
acute infection can increase the risk of co-infection: for example, an ulcer from an infection 
such as syphilis can signi�cantly increase the risk of acquiring and transmitting an HIV infection. 
The sequelae for women from untreated infections such as chlamydia and gonorrhea can 
include pelvic in�ammatory disease, chronic pelvic pain, ectopic pregnancy and infertility. In 
recent years, there has also been increasing evidence to support the role of persistent human 
papillomavirus (HPV) infections in cervical dysplasia and carcinoma. 
As we strive to attend to the physiological needs of patients, we must also be prepared to attend 
to their psychological needs as well. Chronic viral STI can have long-standing negative impacts 
on a patient�s psychosocial well-being. The many potential impacts and sequelae of STIs 
highlight the need for strengthened prevention efforts.
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2 Primary Care and Sexually Transmitted Infections

1. Assessing the Reason for a Consultation
Patients may seek medical attention for issues unrelated to sexual health, but they may be 
at risk for STIs and benefit from interventions to address identified risk factors. For example, 
consultation for contraception often has implications for STI prevention counselling and STI 
screening; management of contraception and management of STI risk are closely related. 
When patients present for contraceptive advice, it can be an ideal time to assess and discuss 
STI risk. The type of STI risk a patient may encounter also has implications for appropriate 
contraceptive choice.
In some cases, patients may consult to inquire about signs or symptoms related to a possible 
STI, to request STI testing or to discuss prevention issues. Identifying a person who has STI 
concerns, who is at risk for an STI or who has an STI provides an opportunity for discussing 
barriers to risk reduction and means to overcome them.

Figure 1. STI risk assessment in primary care settings 

2. Knowing about STI Risk Factors and Epidemiology 
Identifying the index of suspicion of STI infection in a patient requires the health care practitioner 
to understand the epidemiologic trends of STIs, as well as the risk factors associated with STI 
transmission and infection.
Summarized in Table 1 are the key epidemiologic trends for bacterial and viral STIs in Canada,  
as well as patient risk factors for STIs.

Sexual health–related visit

Presence of signs/symptoms

Risk identified 

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

No risk identified

Minimal prevention counselling
Maintenance of safer practices
Discussion of future risk avoidance

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

Non–sexual health–related visit

No symptoms but concerns

Brief risk assessment (See basic 
questions in section 3 of this chapter.) 
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12 Primary Care and Sexually Transmitted Infections

Motivational interviewing techniques 

Motivational interviewing is an intervention strategy that has been used to promote primary and 
secondary prevention of STIs. Motivational interviewing strategies are well researched clinician-
implemented intervention techniques that may be helpful in encouraging patients to practice safer 
sexual behaviour.7–9 Motivational interviewing strategies can be used to enhance safer sex 
practices and condom use among patients who may require focused counselling.8,9 
Table 3 provides an example of a motivational interviewing script. 

Table 3. Motivational interviewing script 
(Adapted from techniques suggested in Rollnick, et al.)9

Health care provider asks:

“Let me ask you a couple of questions about condoms…”
Q1. “On a scale of 1 to 10, where 1 is “not at all important” and 10 is “very important,” 
how important is it to you to… always use condoms?
If patient responds with a score of 8 or more, proceed to Q3.
If patient responds with a score of 7 or less, ask: “Why did you say X and not lower?” 
(This paradoxical question challenges patients to come up with reasons why it is important 
to use condoms.)
Q2. “What would it take or what would have to happen for it to become more important to you 
to use condoms?” (Patients are the world’s foremost experts in what it would take to change their 
views, and they will tell the clinician what it would take to make condom use more important to them 
personally. Health care provider and patient can then discuss these responses.)
Q3. “On a scale of 1 to 10, how confident are you that you (or you and your partner) 
could always use condoms? 
If patient responds with a score of 8 or more, ask about and explore possible barriers that could 
occur and how patient might deal with them.
If patient responds with a score of 7 or less, ask: “Why did you say X and not lower?” 
(This paradoxical question prompts patients to think about their strengths in managing condom use.)
Q4. “What would it take or what would have to happen for you to become more confident that 
you (or you and your partner) could always use condoms?” (Patients again are the world’s foremost 
experts in what it would take to change their behaviour, and they will tell the clinician what it would 
take to do so. Patient and health care provider can use this as a context for problem solving around 
condom use.)
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Primary Care and Sexually Transmitted Infections    15

8. Treating
Treatment can be curative in the case of bacterial, fungal and parasitic infections or palliative/
suppressive in the case of viral STIs. For more specific discussion about particular issues, see 
Syndromic Management of Sexually Transmitted Infections chapter or infection-specific chapters.
In some provinces and territories free treatment is available for index cases and their contacts for 
bacterial STIs. 
Patients, whether symptomatic or not, should be told not to share their medications with 
partners and to complete the full course of their prescribed medication, even if their signs  
and symptoms resolve before they finish their medication. Patients should also be advised  
that if vomiting occurs more than 1 hour post-administration, a repeat dose is not required.
Patients diagnosed with a bacterial STI or trichomonal infection should be advised that they  
and their partners should abstain from unprotected intercourse until 7 days after treatment  
of both partners is complete (e.g., 7 days after single-dose therapy). 

9. Reporting to Public Health and Partner Notification

STI reporting requirements and confidentiality

Patients should be advised of the provincial/territorial public health acts and the Child Protection 
Act, which supersede physician/patient confidentiality and require release of personal information 
without patient consent for all reportable STIs and in cases where child abuse is suspected. 
Those working in agencies receiving personal information are bound by ethical, legal and 
professional obligations to protect the confidentiality of this information. Patients need to be 
informed that the information will be reported to authorities only as required by law as noted 
above but will otherwise remain confidential. This is often a crucial concern for young people 
who come forward for STI care.
Confidentiality applies to all persons, including infected persons, sexual/needle-sharing partners, 
all youth who are competent to understand their infection and care, and people who may be 
involved in cases of child sexual abuse.
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20 Primary Care and Sexually Transmitted Infections

10. Managing Co-morbidity and Associated Risks
Many STIs are transmitted in the context of other medical and social challenges. Recurrent 
exposure and infection are likely unless underlying issues are dealt with. Specific management 
for conditions such as drug addiction and mental health conditions should be integrated into  
the overall multidisciplinary health care plan.
When counselling and testing for STIs, it is important to include HIV pre-test counselling and 
offer testing. Being infected with an STI (including syphilis, genital herpes, chlamydia, gonorrhea 
and trichomoniasis) increases the risk of transmission and acquisition of HIV. HIV-infected 
individuals may be less responsive to STI treatment and require special monitoring post-
treatment to ensure treatment effectiveness and to prevent long-term complications arising  
from inadequately treated STIs.
For individuals diagnosed with chronic viral hepatitis — either HBV or hepatitis C virus (HCV) — 
co-infection with HIV impacts on the choice of treatment, the response to treatment and natural 
evolution of the disease. These patients should be referred to a specialist for treatment and 
management recommendations. Testing for viral hepatitis B and HIV in any patient with chronic 
hepatitis C is required to ensure proper management of the infection. In addition,  
for those infected with HCV, ensuring vaccination against HAV and HBV is essential to prevent 
co-infection, which can further assault the liver, complicate treatment options and compromise 
response to treatment and patient prognosis.14

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

11. Following up
Ideally, follow-up should be conducted by the same health care provider to ensure resolution  
of symptoms, follow-up testing as indicated and follow-through on partner notification to reduce 
the likelihood of reinfection. Where this is not possible, patients should be directed to the 
appropriate community resources, counselled on when to get follow-up (especially if tests were 
done) and advised of indicators of treatment failure. (See infection-specific chapters for follow-up 
recommendations.)
For individuals identified at ongoing risk for STIs, recommend screening for gonorrhea, 
chlamydia, syphilis and HIV at 3-month intervals and reinforce safer sexual practices.

Resources
Appendix C contains a list of current sexual health/STI/safer sex resources to assist in 
counselling and assessing patient risk. Appendix D contains a list of provincial and territorial 
STI prevention and control offices.
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

A
abdominal pain 7,10 1-3,9 3 5
abortion

therapeutic 7
abuse

alcohol 7,13
sexual 9 6 4

amine odour whiff testing 7,8  3 4,5
amiodarone 4
amphotericin B 11
ampicillin/sulbactam penicillin 6 8,9
amsel criteria 3
anal 2,10,11
appendicitis 1,4
aspirate

epididymal 3
asymptomatic 2 2,4 8 2,5-7 2,6 1-3 3,7-9,13
azithromycin 8 4 3,6
B
bacteria

aerobic 1
anaerobic 7 1,5-7
facultative 1,5

bacterial vaginosis (BV) 3,7 1,2,4,6-8
balanitis 5
bathouse 2
Behçet Disease 5
benzathine penicillin G. 5
bimanual exam 7 3
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

biopsy 5,7
endometrial 3,4 2

prostatic 8
vulvar 5

blood 10 3,4 3
boric acid 10,11
breastfeeding 8,13
C
c-reactive protein 7 3,4
Campylobacter jejuni subsp. 
Jejuni

10 2

cancer
vulvar 1

candida 4 1 1,2,9,12
non-Albicans species 9,11

candidiasis
vulvovaginal 8,9 1,2,6,9-12

carcinoma 11 5 10
CD4 2
cephalosporin 5,7
ce�xime 4 3,6
cefoxitin 6,7
ceftriaxone 7
cervical dysplasia

 ASCUS
cervical motion tenderness 7 2,3
cervix 9

strawberry cervix 4 3
cesarean section 2,8
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

chancre 3
chancroid 5 1,3,4,6-9
chlamydia (Chlamydia 
trachomatis)

1-4,6,9,10 1,3,4 1,8 1-3,8 5 2,3-6 1-3,5,6 1,6

cipro�oxacin 8 6,7 9 4
circuit parties 2
circumcision 1
clindamycin 6 4,7,8
clotrimazole 9,10
clue cells 8 3 4,5
cocaine 1
coliforms 6 1,2
condoms 6,7,9-11
condylomata acuminata 11
condylomata lata 11
constipation 10 3
corticosteroids 3,11
cryptosporidium 1
cytomegalovirus 4
D
dark-�eld  
microscopy

5 6,7

dermatitis 5 1
diaphragm 7,9-11
diarrhea 3
diplococci 3,6 4 2,6
direct �uorescent antibody (DFA) 5 6 2
discharge

anal/rectal 10 4
cervical 4
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

urethral 3,6 2 1,2,6
vaginal 4,8,9 3 1,3,5,6

doxycycline 8 6,7 9 4 3,6
dyspareunia 7 3
dysuria 8,9 7 1,2,5 3
E
Ectoparasitic infestations

scabies (Sarcoptes scabiei) 4
edema 1,2 3 3,11
endometriosis 1
endometritis 3 2,8
enteritis 10 1-3
enuresis 5
enzyme  
immunoassay (EIA)

6 2

epididymitis 6 1-4
epididymo-orchitis 1
erythema 1,2 3,5

fallopian tube 3
meatal 3 1,2

multiform 5
vulvar 8 3,11

erythromycin 8
F
fever 5-7,10 2 3 4 7 3 2 6
Fitz-Hugh-Curtis syndrome 8
�uconazole 9-11
�ucytosine 11
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

�uorescent treponemal anti-
body absorption (FTA-ABS ) test

5

four-glass localization test 8
G
gastroenteritis 1
genital ulcer disease (GUD) 5 1,5,7,9
gentamicin 6 9
giardia lamblia 2
gonorrhea (Neisseria 
gonorrhoeae)

1-4,6,7,9,10 1,3,4 1,3-8 2-4,6 1-6 1,4,6

gram negative 4,5 2,6 4
gram positive 5 5
gram stain 3,4,6-8 3 6 2,4,6 4,5
granuloma inguinale  
(Klebsiella granulomatis)

1,3,4,6-9

H
hematochezia 3
hematuria 2
Henoch-Schönlein purpura 4
hepatitis A virus (HAV) 2
hepatitis B virus (HBV) 2 5
hepatitis C virus (HCV) 2 2
Herpes Simplex Virus (HSV) 2-5,10 1,3-9 1,3 2,3,5 1,4
heterosexual 2
HIV/AIDS 2 1,2,7-9 4,8,9 1,5 2,6,8,12,13
human papilloma virus (HPV) 2,11

warts (anal, genital, oral)
hydrocele 2
I
infertility 2,5,8
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

inguinal nodes 3
interstitial

cystitis 10
intrauterine device (IUD) 9 2,3,7
itraconazole 10
K
ketoconazole 10
L
lactating 6,7
lactobacilli 1,5,14
laparoscopy 3-5
lymph node

inguinal 3
lymphadenopathy 1,3 2

femoral 3
inguinal 5

lymphogranuloma venereum 
(LGV)

1,3,6-9 2-5

M
malaise 3
men who have sex with men 
(MSM)

5 1-3,7

metronidazole 5-7 4,7,8,13
miconazole 9
microhemagglutination for 
Treponema pallidum (MHA-TP)

5 6,7

micropapillomatosis labialis / 
vestibular papillae

11

microsporidium 1
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

Mobiluncus sp. 1
mucopurulent

discharge, cervical 4 4
discharge, rectal 10 3

discharge, urethral 1,2,6
exudates 3

myalgia 5
Mycoplasma

genitalium 1 1,4
hominis 1 5

N
nausea 4 3
newborn/neonate 8
NIH-NIDDK classi�cation of 
prostatitis syndromes 1,2

nocturia 2
non-treponemal test (NTT) 6
nor�oxacin 9
notification

partner 4 8 8 10 6 3 8,12,13
nucleic acid amplification 
test (NAAT)

2-7,9,10 5-7 4 3

polymerase chain reaction (PCR) 6
nystatin 11
O
o�oxacin 6,7 9 4
oral sex 2

oral-anal 2 2
oral-genital 2
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

P
P. aeruginosa 1
papanicoulau (pap smear, 
pap test)

2,11

pearly penile pauples 11
pelvic in�ammatory disease (PID) 7 1-9 2
perihepatitis 8
polymorphonuclear  
leukocytes (PMN)

3,4,6 1,2,6 4

pregnancy 9 2,3,7-13
ectopic 7 2-5,8

premature rupture of  
membranes (PROM)

2,8,13

preterm labour 2,8
prevention 2 2 2 2 1 2,14

primary 2
primary care 2
proctitis 1-6
proctocolitis 3 1-3
prostatitis 1 1-10 4
prostatodynia 2
pruritus 8,9,11 1 1
pseudomonas 1 4 5
pyoderma 5
Q
quinolones 3 5-7 9 4
R
rapid plasma reagin (RPR) 6,7
rave 2
reportable STIs 8
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

resistance
antimicrobial 2

metronidazole 13
quinolone 3 4

restriction fragment length 
polymorphism (RFLP)

7

S
serology 2,5,10 5-7,9 3 3
serovar 7 2,4
sex toys 2
sex workers 1,2 2
street youth 2 3
stricture 3

urethral 4
syphilis 1-8 3,5,6

primary syphilis 1,3,4,6 5
secondary syphilis 5

T
tenesmus 3
test of cure 3 9 6,7 4 3
testicular 1-3 7

torsion 2,3
tetracycline 8 6,7
topical therapy 8-12,14
travel 1,2,7,8
Treponema pallidum particle 
agglutination (TP-PA)

6,7

treponemal test 6
trichomoniasis  
(Trichomonas vaginalis)

3,4,8,9 1 5 1-4,6,13,14
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Syndromic  
Management  

of STIs

Epididimytis Genital Ulcer 
Disease (GUD)

Pelvic In�ammatory 
Disease ( PID)

Prostatitis Sexually Transmitted 
Intestinal and Enteric 

Infections

Urethritis Vaginal  
Discharge

trimethoprim - sulfamethox-
azole (TMP-SMX)

8 9

tubal factor infertility 2
tuberculosis 1

Mycobacterium tuberculosis 1
two-glass pre and post  
massage screening test

8

U
ulcer 5 1-7,9
Ureaplasma urealyticum 1 5
urethral 2,3,6 2 10 1,2,4,6
urethritis 1,2 3 8,10 1-6 13
urinary tract infection (UTI ) 1,6,7 4,5
urine 2,3,6,7 3 8 2,4,5
U.S. National Institutes of 
Health-Chronic Prostatitis 
Symptom Index

2-4

V
vaginal 4,7-9,11 3 1-14
Venereal Disease Research  
Laboratory (VDRL)

5 6,7

vesicle 3,5
viral load 2
vomiting 4
vulvar intra-epithelial  
neolasia (VIN)

5

W
wet-mount 4,7,8 3 4,5
white blood cell (WBC) 3 5
window period 2
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and Treatment of 

Specific Infections V
Chancroid

Chlamydial Infections 

Ectoparasitic Infestations  
(Pubic Lice, Scabies)

Genital Herpes Simplex  
Virus (HSV) Infections

Genital Human Papillomavirus  
(HPV) Infections

Gonococcal Infections

Hepatitis B Virus Infections

Human Immunode�ciency  
Virus (HIV) Infections

Lymphogranuloma Venereum (LGV)

Syphilis
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6	 Hepatitis B Virus Infections

Figure 2. Management of sexual/percutaneous/mucosal exposure to uninfected 
(HBsAg-negative) or low-risk source 
(adapted from the Canadian Immunization Guide8)

anti-HBs = antibody to hepatitis B surface antigen
* Test for anti-HBs 1�6 months after the course of vaccine.

Vaccinate*
3 doses 

responder

3 doses
response
unknown

3 doses
non-

responder

2 series of
3 doses

non-
responder

Vaccinated
1 or 2 doses 

No 
action

required

Test for 
anti-HBs

2nd course
of vaccine*

Complete
2nd course
of vaccine*

Complete
vaccination
schedule

as
required*

�10 IU/L <10 IU/L

�10 IU/L <10 IU/L

No 
action

required

1 vaccine
booster

No 
action

required

Consider
as

responder
in future

Test for
anti-HBs
1 month

later

UnvaccinatedVaccinated







C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 U

p
d

a
te

d
: 

J
a

n
u

a
ry

 2
0

1
0

References	    1

CANADIAN GUIDELINES ON SEXUALLY TRANSMITTED INFECTIONS 
(2008 UPDATE)

VI – SPECIFIC POPULATIONS 

HEPATITIS B VIRUS INFECTIONS (Updated January 2010)

References 

1.	 Zou S, Zhang J, Tepper M, et al. Enhanced surveillance of acute hepatitis B and acute Hepatitis C in four 
health regions in Canada 1998–1999. Can J Infect Dis 2001;12:345–350.

2.	 Sherman M. Update 5: June 1996. The epidemiology of hepatitis B in Canada. The Hepatitis Information 
Network Web site. Available at: www.hepnet.com/update5.html. Accessed January 9, 2006.

3.	 Delage G, Montplaisir S, Remy-Prince S, Pierri E. Prevalence of hepatitis B virus infection in pregnant 
women in the Montreal area. CMAJ 1986;134:897–901.

4.	 Baikie M, Ratnam S, Bryant DG, et al. Epidemiologic features of hepatitis B virus infection in Northern 
Labrador. CMAJ 1989;141:791–795.

5.	 Martin JD, Mathias RG. HIV and hepatitis B surveillance in First Nations alcohol and drug treatment 
centers in British Columbia, Canada. Int J Circumpolar Health 1998;57(suppl 1):280–284.

6.	 Romanowski B, Campbell P. Sero-epidemiologic study to determine the prevalence and risk of hepatitis 
B in a Canadian heterosexual sexually transmitted disease clinic population. Can J Public Health 
1994;85:205–207.

7.	 Zhang J, Zou S, Giulivi A. Viral hepatitis and blood-borne pathogens in Canada. Hepatitis B in Canada. 
Canadian Commun Dis Rep 2001;2753:10–12.

8.	 Canadian Immunization Guide. 7th ed. Ottawa, ON: Public Health Agency of Canada; 2006.

9.	 Brook MG, Karayiannis P, Thomas HC. Which patients with chronic hepatitis B will respond to alpha 
interferon therapy? A statistical analysis of predictive factors. Hepatology 1989;10:761–763.

10.	 Nevens F, Main J, Honkoop P, et al. Lamivudine therapy for chronic hepatitis B: a six-month randomized 
dose-ranging study. Gastroenterology 1997;113:1258–1263.

11.	 Sexually transmitted diseases treatment guidelines 2002. Centers for Disease Control and Prevention. 
MMWR Recomm Rep 2002;51(RR-6):1–78.

12.	 Canadian Consensus Conference on the Management of Viral Hepatitis 2003/2004. Ottawa, ON: Health 
Canada and Correctional Service Canada; 2004. Available at: www.phac-aspc.gc.ca/hepc/hepatitis_c/
pdf/ccc_04/index.html. Accessed: 10 January 2006.

13.	 Sherman M, Bain V, Villenueve J-P, et al. The management of chronic viral hepatitis: a Canadian 
consensus conference 2004. Can J Infect Dis Med Microbiol 2004;15:313–326.

14.	 Main J, Brown JL, Howells C, et al. A double-blind, placebo-controlled study to assess the effect 
of famciclovir on virus replication in patients with chronic hepatitis B virus infection. J Vir Hepatitis 
1996;3:211–215.

15.	 Tsiang M, Rooney JF, Toole JJ, Gibbs CS. Biphasic clearance kinetics of hepatitis B virus from patients 
during adefovir dopivoxil therapy. Hepatology 1999;29:1863–1869.

16.	 Cotonat T, Quiroga JA, Lopez-Alcorocho JM, et al. Pilot study of combination therapy with ribavirin 
and interferon alfa for the retreatment of chronic hepatitis B e antibody-positive patients. Hepatology 
2000;31:502–506.

17.	 Rockstroh JK. Management of hepatitis B and C in HIV co-infected patients. J Acquir Immune Defic 
Syndr 2003;34 (suppl 1):S59–S65.



Human 
Immunodeficiency 

Virus Infections

	 Etiology............................................. 1

	 Epidemiology............................................. 1

	 Prevention and Control............................................. 3

	 Pre- and Post-Test Counselling............................................. 3

	 Transmission............................................. 6

	 Diagnosis............................................. 8

	 Management, Treatment and Follow-up........................................... 12

	 Consideration for Other STIs........................................... 16

	 Reporting and Partner Noti�cation........................................... 16

	 Special Considerations........................................... 17

January 2008





































C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

References	    1

CANADIAN GUIDELINES ON SEXUALLY TRANSMITTED INFECTIONS 
(2008 UPDATE)

V – MANAGEMENT AND TREATMENT OF SPECIFIC INFECTIONS 
 
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTIONS 
(January 2008)

References 

1.	 The Relationship Between the Human Immunodeficiency Virus and the Acquired Immunodeficiency 
Syndrome. Bethesda, MD: National Institute of Allergy and Infectious Diseases; 1995. Available at:
www.niaid.nih.gov/Publications/hivaids/hivaids.htm. Accessed January 19, 2006.

2.	 The Evidence that HIV Causes AIDS. Bethesda, MD: National Institute of Allergy and Infectious Diseases; 
2003. Available at: www.niaid.nih.gov/Factsheets/evidhiv.htm. Accessed January 19, 2006.

3.	 HIV and AIDS in Canada: Surveillance Report to December 31, 2004. Ottawa, ON: Surveillance and 
Risk Assessment Division, Centre for Infectious Disease Prevention and Control, Public Health Agency 
of Canada; 2005. Available at: www.phac-aspc.gc.ca/publicat/aids-sida/haic-vsac1204/index.html. 
Accessed January 19, 2006.

4.	 HIV/AIDS — Epi Updates — 2005. Ottawa, ON: Surveillance and Risk Assessment Division, Centre for 
Infectious Disease Prevention and Control, Public Health Agency of Canada; 2005. Available at:  
www.phac-aspc.gc.ca/publicat/epiu-aepi/epi-05/index.html. Accessed January 19, 2006.

5.	 Understanding the HIV/AIDS Epidemic among Aboriginal Peoples in Canada: The Community at a Glance. 
HIV/AIDS Epi Notes. December 2004. Ottawa, ON: Surveillance and Risk Assessment Division, Centre 
for Infectious Disease Prevention and Control, Public Health Agency of Canada; 2004. Available at:  
www.phac-aspc.gc.ca/publicat/epiu-aepi/epi-note/index.html. Accessed January 19, 2006.

6.	 HIV/AIDS and Hepatitis C in Prisons: The Facts. Montreal, QC: Canadian HIV/AIDS Legal Network; 2004. 
Available at: www.aidslaw.ca/Maincontent/issues/prisons/e-revinfo-pa1.pdf. Accessed January 19, 2006.

7.	 Cameron DW, Simonsen JN, D�Costa LJ, et al. Female to male transmission of human immunode�ciency 
virus type 1: risk factors for seroconversion in men. Lancet 1989;2:403�407.

8.	 Quinn TC, Wawer MJ, Sewankambo N, et al. Viral load and heterosexual transmission of human 
immunode�ciency virus type 1. Rakai Project Study Group. N Engl J Med 2000;342:921�929.

9.	 Wawer MJ, Gray RH, Sewankambo NK, et al. Rates of HIV-1 transmission per coital act, by stage of HIV-1 
infection, in Rakai, Uganda. J Infect Dis 2005;191:1403�1409.

10.	 Rottingen JA, Cameron DW, Garnett GP. A systematic review of the epidemiologic interactions between 
classic sexually transmitted diseases and HIV: how much really is known? Sex Transm Dis 2001;28:
579�597.

11.	 Fleming DT, Wasserheit JN. From epidemiological synergy to public health policy and practice: the 
contribution of other sexually transmitted diseases to sexual transmission of HIV infection. Sex Transm 
Infect 1999;75:3�17.

12.	 Galvin SR, Cohen MS. The role of sexually transmitted diseases in HIV transmission. Nat Rev Microbiol 
2004;2:33�42.

13.	 Mabey D. Interactions between HIV infection and other sexually transmitted diseases. Trop Med Int Health 
2000;5:A32�36.

14.	 Stamm WE, Hands�eld HH, Rompalo AM, Ashley RL, Roberts PL, Corey L. The association between 
genital ulcer disease and acquisition of HIV infection in homosexual men. JAMA 1988;260:1429�1433.

15.	 Hook EW 3rd, Cannon RO, Nahmias AJ, et al. Herpes simplex virus infection as a risk factor for human 
immunode�ciency virus infection in heterosexuals. J Infect Dis 1992;165:251�255.



C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

2	 References

16.	 Guenthner PC, Secor WE, Dezzutti CS. Trichomonas vaginalis-induced epithelial monolayer disruption 
and human immunode�ciency virus type 1 (HIV-1) replication: implications for the sexual transmission of 
HIV-1. Infect Immun 2005;73:4155�4160.

17.	 Kreiss J, Willerford DM, Hensel M, et al. Association between cervical in�ammation and cervical shedding 
of human immunode�ciency virus DNA. J Infect Dis 1994;170:1597�1601.

18.	 Sewankambo N, Gray RH, Wawer MJ, et al. HIV-1 infection associated with abnormal vaginal �ora 
morphology and bacterial vaginosis. Lancet 1997;350:546�550.

19.	 Martin HL, Richardson BA, Nyange PM, et al. Vaginal lactobacilli, microbial �ora, and risk of human 
immunode�ciency virus type 1 and sexually transmitted disease acquisition. J Infect Dis 1999;180:
1863�1868.

20.	 Cu-Uvin S, Hogan JW, Caliendo AM, et al. Association between bacterial vaginosis and expression of 
human immunode�ciency virus type 1 RNA in the female genital tract. Clin Infect Dis 2001;33:894�896.

21.	 Sha BE, Zariffard MR, Wang QJ, et al. Female genital-tract HIV load correlates inversely with Lactobacillus 
species but positively with bacterial vaginosis and Mycoplasma hominis. J Infect Dis 2005;191:25�32.

22.	 Egger M, May M, Chene G, et al. Prognosis of HIV-1-infected persons starting highly active antiretroviral 
therapy: a collaborative analysis of prospective studies. Lancet 2002;360:119�129.

23.	 Katz MH, Schwarcz SK, Kellogg TA, et al. Impact of highly active antiretroviral treatment on HIV 
seroincidence among men who have sex with men in San Francisco. Am J Public Health 2002;92:
388�394.

24.	 Chen SY, Gibson S, Katz MH, et al. Continuing increases in sexual risk behavior and sexually transmitted 
diseases among men who have sex with men: San Francisco, California, 1999�2001, USA. Am J Public 
Health 2002;92:1387�1388.

25.	 Wolitski RJ, Valdiserri RO, Denning PH, Levine WC. Are we headed for a resurgence of the HIV epidemic 
among men who have sex with men? Am J Public Health 2001;91:883�888.

26.	 Vernazza PL, Troiani L, Flepp MJ, et al. Potent antiretroviral treatment of HIV-infection results in 
suppression of the seminal shedding of HIV. The Swiss HIV Cohort Study. AIDS 2000;14:117�121.

27.	 Cohen MS, Hoffman IF, Royce RA, et al. Reduction of concentration of HIV-1 in semen after treatment of 
urethritis: implications for prevention of sexual transmission of HIV-1. AIDSCAP Malawi Research Group. 
Lancet 1997;349:1868�1873.

28.	 Centers for Disease Control and Prevention. HIV prevention through early detection and treatment of other 
sexually transmitted diseases � United States. Recommendations of the Advisory Committee for HIV and 
STD Prevention. MMWR Recomm Rep 1998;47(RR-12):1�24.

29.	 Wang CC, McClelland RS, Reilly M, et al. The effect of treatment of vaginal infections on shedding of 
human immunode�ciency virus type 1. J Infect Dis 2001;183:1017�1022.

30.	 McClelland RS, Wang CC, Mandaliya K, et al. Treatment of cervicitis is associated with decreased cervical 
shedding of HIV-1. AIDS 2001;15:105�110.

31.	 Harwell JI, Flanigan TP, Mitty JA, et al. Directly observed antiretroviral therapy to reduce genital tract and 
plasma HIV-1 RNA in women with poor adherence. AIDS 2003;17:1990�1993.

32.	 Centers for Disease Control and Prevention. Revised guidelines for HIV counseling, testing, and referral. 
MMWR Recomm Rep 2001;50(RR-19):1�57.

33.	 Horsburgh CR Jr, Ou CY, Jason J, et al. Duration of human immunode�ciency virus infection before 
detection of antibody. Lancet 1989;2:637�640.

34.	 Busch MP, Lee LL, Satten GA, et al. Time course of detection viral and serologic markers preceding 
human immunode�ciency virus type 1 seroconversion: implications for screening of blood and tissue 
donors. Transfusion 1995;35:91�97.

35.	 After Cuerrier: Canadian Criminal Law and the Non-Disclosure of HIV-Positive Status. Montreal, QC: 
Canadian HIV/AIDS Legal Network; 1999. Available at: www.aidslaw.ca/Maincontent/issues/criminallaw/
�nalreports/cuerrier/tofc.htm. Accessed January 19, 2006.



C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

References	    3

36.	 Elliott R, Betteridge G. HIV-positive person who did not disclose status convicted of attempted aggravated 
assault. Can HIV Aids Policy Law Rev 2003;8:50�53

37.	 Persons who fail to disclose their HIV/AIDS status: conclusions reached by an expert working group.  
Can Commun Dis Rep 2005;31:53�61.

38.	 Lee TH, Sakahara N, Fiebig E, Busch MP, O�Brien TR, Herman SA. Correlation of HIV-1 RNA levels in 
plasma and heterosexual transmission of HIV-1 from infected transfusion recipients. J Acquir Immune 
Defic Syndr Hum Retrovirol 1996;12:427�428.

39.	 Royce RA, Sena A, Cates W Jr, Cohen MS. Sexual transmission of HIV. N Engl J Med 1997:336:
1072�1078.

40.	 HIV Transmission: Guidelines for Assessing Risk. A Resource for Educators, Counsellors, and Health Care 
Providers. 5th ed. Ottawa, ON: Canadian AIDS Society; 2004.

41.	 Centers for Disease Control and Prevention (CDC). Update: barrier protection against HIV infection and 
other sexually transmitted diseases. MMWR Morb Mortal Wkly Rep 1993:42:589�591, 597.

42.	 Fact Sheet for Public Health Personnel 2002: Male Latex Condoms and Sexually Transmitted Diseases. 
Atlanta, GA: Centers for Disease Control and Prevention; 2002. Available at: www.cdcnpin.org/
FactSheets/condom.pdf. Accessed January 19, 2006.

43.	 Carey RF, Herman WA, Retta SM, Rinaldi JE, Herman BA, Athey TW. Effectiveness of latex condoms as 
a barrier to human immunode�ciency virus-sized particles under conditions of simulated use. Sex Transm 
Dis 1992;19:230�234.

44.	 Minnis AM, Padian NS. Effectiveness of female controlled barrier methods in preventing sexually 
transmitted infections and HIV: current evidence and future research directions. Sex Transm Inf 
2005;81:193�200.

45.	 Centers for Disease Control and Prevention (CDC). Revised recommendations for HIV screening of 
pregnant women. MMWR Recomm Rep 2001;50(RR-19):63�85.

46.	 Panlilio AL, Cardo DM, Grohskopf LA, Heneine W, Ross CS; US Public Health Service. Updated 
U.S. Public Health Service guidelines for the management of occupational exposures to HIV and 
recommendations for postexposure prophylaxis. MMWR Recomm Rep 2005;54(RR-9):1�17.

47.	 Bell DM. Occupational risk of human immunode�ciency virus infection in health care workers: an overview. 
Am J Med 1997;102(5B):9�15.

48.	 Ippolito G, Puro V, De Carli G. The risk of occupational human immunode�ciency virus in health care 
workers. Italian Multicenter Study. The Italian Study Group on Occupational Risk of HIV Infection. Arch Int 
Med 1993;153:1451�1458.

49.	 Centers for Disease Control (CDC). Update: human immunode�ciency virus infections in health-care 
workers exposed to blood of infected patients. MMWR Morb Mortal Wkly Rep 1987;36:285�289.

50.	 Fahey BJ, Koziol DE, Banks SM, Henderson DK. Frequency of nonparenteral occupational exposures to 
blood and body �uids before and after universal precautions training. Am J Med 1991;90:145�153.

51.	 Henderson DK, Fahey BJ, Willy M, et al. Risk for occupational transmission of human immunode�ciency 
virus type 1 (HIV-1) associated with clinical exposures. A prospective evaluation. Ann Intern Med 
1990;113:740�746.

52.	 Cardo DM, Culver DH, Ciesielski CA, et al. A case-control study of HIV seroconversion in health 
care workers after percutaneous exposure. Centers for Disease Control and Prevention Needlestick 
Surveillance Group. N Engl J Med 1997;337:1485�1490.

53.	 Mast ST, Woolwine JD, Gerberding JL. Ef�cacy of gloves in reducing blood volumes transferred during 
simulated needlestick injury. J Infect Dis 1993;168:1589�1592.

54.	 Tindall B, Barker S, Donovan B, et al. Characterization of the acute clinical illness associated with human 
immunode�ciency virus infection. Arch Intern Med 1988;148:945�949.

55.	 Schacker T, Collier AC, Hughes J, Shea T, Corey L. Clinical and epidemiologic features of primary HIV 
infection. Ann Intern Med 1996;125:257�264.



C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

4	 References

56.	 Quinn TC. Acute primary HIV infection. JAMA 1997;278:58�62.

57.	 Kahn JO, Walker BD. Acute human immunode�ciency virus type 1 infection. N Engl J Med 1998;339:33�
39.

58.	 Pilcher CD, Tien HC, Eron JJ Jr, et al; Quest Study; Duke-UNC-Emory Acute HIV Consortium. Brief but 
ef�cient: acute HIV infection and the sexual transmission of HIV. J Infect Dis 2004;189:1785�1792.

59.	 Moylett EH, Shearer WT. HIV: clinical manifestations. J Allergy Clin Immunol 2002;110:3�16.

60.	 Health and Welfare Canada. Revision of the CDC surveillance case de�nition for acquired 
immunode�ciency syndrome. CDWR 1987;13-38:169�177.

61.	 Revision of the surveillance case de�nition for AIDS in Canada. CCDR 1993;19-15:116�117.

62.	 Branson BM. Point-of-care rapid tests for HIV antibody. J Lab Med 2003;27:288�295.

63.	 Aberg JA, Gallant JE, Anderson J, et al; HIV Medicine Association of the Infectious Diseases Society of 
America. Primary care guidelines for the management of persons infected with human immunode�ciency 
virus: recommendations of the HIV Medicine Association of the Infectious Diseases Society of America. 
Clin Infect Dis 2004;39:609�629.

64.	 Hecht FM, Wilson IB, Wu AW, Cook RL, Turner BJ. Optimizing care for persons with HIV infection. Society 
of General Internal Medicine AIDS Task Force. Ann Intern Med 1999;131:136�143.

65.	 Mellors JW, Munoz A, Giorgi JV, et al. Plasma viral load and CD4+ lymphocytes as prognostic markers of 
HIV-1 infection. Ann Intern Med 1997;126:946�954.

66.	 Tarwater PM, Gallant JE, Mellors JW, et al. Prognostic value of plasma HIV RNA among highly active 
antiretroviral therapy users. AIDS 2004;18:2419�2423.

67.	 Long R, Houston S, Hersh�eld E; Canadian Tuberculosis Committee of the Centre for Infectious Disease 
Prevention and Control, Population and Public Health Branch, Health Canada. Recommendations for 
screening and prevention of tuberculosis in patients with HIV and for screening for HIV in patients with 
tuberculosis and their contacts. CMAJ 2003:169:789�791.

68.	 Hoeppner V, Marciniuk D, Hersh�eld E. Treatment of tuberculosis disease and infection. In: Long R, ed. 
Canadian Tuberculosis Standards. 5th ed. Ottawa, ON: Canadian Lung Association and Health Canada; 
2000: 83�109.

69.	 Canadian Immunization Guide. 6th ed. Ottawa, ON: Health Canada; 2002.

70.	 Centers for Disease Control and Prevention (CDC). Recommended adult immunization schedule � 
United States, October 2005�September 2006. Available at: www.cdc.gov/nip/recs/adult-schedule.htm. 
Accessed January 19, 2006.

71.	 Piketty C, Darragh TM, Da Costa M, et al. High prevalence of anal human papillomavirus infection and 
anal cancer precursors among HIV-infected persons in the absence of anal intercourse. Ann Intern Med 
2003;138:453�459.

72.	 Piketty C, Darragh TM, Heard I, et al. High prevalence of anal squamous intraepithelial lesions in 
HIV-positive men despite the use of highly active antiretroviral therapy. Sex Transm Dis 2004;31:96�99.

73.	 Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents. Rockville, MD: 
AIDSinfo, Department of Health and Human Services; 2005. Available at: aidsinfo.nih.gov/ContentFiles/
AdultandAdolescentGL.pdf. Accessed January 19, 2006.

74.	 Kaplan JE, Masur H, Holmes KK; USPHS; Infectious Disease Society of America. Guidelines for 
preventing opportunistic infections among HIV-infected persons�2002. Recommendations of the U.S. 
Public Health Service and the Infectious Disease Society of America. MMWR Recomm Rep 2002;51(RR-
8):1�52.

75.	 Wald A, Link K. Risk of human immunode�ciency virus infection in herpes simplex virus type 
2-seropositive persons: a meta-analysis. J Infect Dis 2002;185:45�52.

76.	 Reynolds SJ, Risbud AR, Shepherd ME, et al. Recent herpes simplex virus type 2 infection and the risk of 
human immunode�ciency virus type 1 acquisition in India. J Infect Dis 2003;187:1513�1521.



C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

References	    5

77.	 Serwadda D, Gray RH, Sewankambo NK, et al. Human immunode�ciency virus acquisition associated 
with genital ulcer disease and herpes simplex virus type 2 infection: a nested case-control study in Rakai, 
Uganda. J Infect Dis 2003;188:1492�1497.

78.	 Renzi C, Douglas JM Jr, Foster M, et al. Herpes simplex virus type 2 infection as a risk factor for human 
immunode�ciency virus acquisition in men who have sex with men. J Infect Dis 2003;187:19�25.

79.	 Celum CL. The interaction between herpes simplex virus and human immunode�ciency virus. Herpes 
2004;11(suppl 1):36A�45A.

80.	 Schacker T, Ryncarz AJ, Goddard J, Diem K, Shaughnessy M, Corey L. Frequent recovery of HIV-1 from 
genital herpes simplex virus lesions in HIV-1-infected men. JAMA 1998;280:61�66.

81.	 Golden MP, Kim S, Hammer SM, et al. Activation of human immunode�ciency virus by herpes simplex 
virus. J Infect Dis 1992;166:494�499.

82.	 Mole L, Ripich S, Margolis D, Holodniy M. The impact of active herpes simplex virus infection on human 
immunode�ciency virus load. J Infect Dis 1997;176:766�770.

83.	 Schacker T, Zeh J, Hu H, Shaughnessy M, Corey L. Changes in plasma human immunode�ciency 
virus type 1 RNA associated with herpes simplex virus reactivation and suppression. J Infect Dis 
2002;186:1718�1725.

84.	 Grosskurth H, Gray R, Hayes R, Mabey D, Wawer M. Control of sexually transmitted diseases for HIV-1 
prevention: understanding the implications of the Mwanza and Rakai trials. Lancet 2000;355:1981�1987.

85.	 Celum CL, Robinson NJ, Cohen MS. Potential effect of HIV type 1 antiretroviral and herpes simplex virus 
type 2 antiviral therapy on transmission and acquisition of HIV type 1 infection. J Infect Dis 2005;191(suppl 
1):S107�S114.

86.	 Schafer A, Friedmann W, Mielke M, Schwartlander B, Koch MA. The increased frequency of cervical 
dysplasia-neoplasia in women infected with the human immunode�ciency virus is related to the degree of 
immunosuppression. Am J Obstet Gynecol 1991;164:593�599.

87.	 Duerr A, Kieke B, Warren D, et al; HER study group. Human papillomavirus-associated cervical cytologic 
abnormalities among women with or at risk of infection with human immunode�ciency virus. Am J Obstet 
Gynecol 2001;184:584�590.

88.	 Smith DK, Grohskopf LA, Black RJ, et al; U.S. Department of Health and Human Services. Antiretroviral 
postexposure prophylaxis after sexual, injection-drug use, or other nonoccupational exposure to HIV in 
the United States: recommendations from the U.S. Department of Health and Human Services. MMWR 
Recomm Rep 2005;54(RR-2):1�20.

89.	 Graham CS, Baden LR, Yu E, et al. In�uence of human immunode�ciency virus infection on the course of 
hepatitis C virus infection: a meta-analysis. Clin Infect Dis 2001;33:562�569.

90.	 Ragni MV, Belle SH. Impact of human immunode�ciency virus infection on progression to end-stage liver 
disease in individuals with hemophilia and hepatitis C virus infection. J Infect Dis 2001;183:1112�1155.

91.	 Puoti M, Airoldi M, Bruno R, et al. Hepatitis B virus co-infection in human immunode�ciency virus-infected 
subjects. AIDS Rev 2002;4:27�35.

92.	 Sheng WH, Chen MY, Hsieh SM, et al. Impact of chronic hepatitis B virus (HBV) infection on outcomes of 
patients infected with HIV in an area where HBV infection is hyperendemic. Clin Infect Dis 2004;38:1471�
1417.

93.	 Mathews G, Bhagani S. The epidemiology and natural history of HIV/HBV and HIV/HCV co-infections.  
J HIV Ther 2003;8:77�84.

94.	 Johns DR, Tierney M, Felsenstein D. Alteration in the natural history of neurosyphilis by concurrent 
infection with the human immunode�ciency virus. N Engl J Med 1987;316:1569�1572.

95.	 Hutchinson CM, Hook EW 3rd, Shepherd M, Verley J, Rompalo AM. Altered clinical presentation of early 
syphilis in patients with human immunode�ciency virus infection. Ann Intern Med 1994;121:94�100.



C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

6	 References

96.	 Gordon SM, Eaton ME, George R, et al. The response of symptomatic neurosyphilis to high-dose 
intravenous penicillin G in patients with human immunode�ciency virus infection. N Engl J Med 
1994;331:1469�1473.

97.	 Malone JL, Wallace MR, Hendrick BB, et al. Syphilis and neurosyphilis in a human immunode�ciency 
virus type-1 seropositive population: evidence for frequent serologic relapse after therapy. Am J Med 
1995;99:55�63.



Lymphogranuloma 
Venereum (LGV)

	 Etiology............................................. 1

	 Epidemiology............................................. 1

	 Prevention and Control............................................. 1

	 Manifestations............................................. 1

	 Diagnosis............................................. 3

	 Management............................................. 6

	 Consideration for Other STIs............................................. 6

	 Reporting and Partner Noti�cation............................................. 7

	 Follow-up............................................. 7

	 Special Considerations............................................. 7

Updated: January 2010

















C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 J

a
n

u
a

ry
 2

0
0

8

References	    1

CANADIAN GUIDELINES ON SEXUALLY TRANSMITTED INFECTIONS 
(2008 UPDATE)

V – MANAGEMENT AND TREATMENT OF SPECIFIC INFECTIONS 
 
LYMPHOGRANULOMA VENEREIUM (LGV) (January 2008)

References
 
1.	 Mabey D, Peeling RW. Lymphogranuloma venereum. Sex Transm Infect 2002;78:90–92.  

2.	 Roest RW, van der Meijden WI; European Branch of the International Union Against Sexually Transmitted 
Infection and the European Office of the World Health Organization. European guideline for the 
management of tropical genitor-ulcerative diseases. Int J STD AIDS 2001;12(suppl 3):78–83.  

3.	 Nieuwenhuis RF, Ossewaarde JM, Götz HM, et al. Resurgence of Lymphogranuloma venereum in 
Western Europe: an outbreak of Chlamydia trachomatis serovar l2 proctitis in The Netherlands among 
men who have sex with men. Clin Infect Dis 2004;39:996–1003.  

4.	 Centers for Disease Control and Prevention. Lymphogranuloma venereum among men who have sex with 
men — Netherlands, 2003–2004. MMWR Morb Mortal Wkly Rep 2004;53:985–988.  

5.	 Institut de veille sanitaire. Emergence de la Lymphogranulomatose vénérienne rectale en France : cas 
estimés au 31 mars 2004. Synthèse réalisée le 1er Juin 2004. Available at: www.invs.sante.fr/presse/2004/
le_point_sur/lgv_160604/. Accessed February 14, 2006.  

6.	 Health Protection Agency. Enhanced surveillance of lymphogranuloma venereum (LGV) in England. CDR 
Weekly 2004;14:3. Available at: www.hpa.org.uk/cdr/archives/2004/cdr4104.pdf. Accessed February 14, 2006.

7.	 Lymphogranuloma venereum — USA (California). ProMED-mail. December 22, 2004. Archive 
number:20041222.3376. Available at: www.promedmail.org. Accessed February 14, 2006.  

8.	 Lymphogranuloma venereum — USA (Texas). ProMED-mail. December 24, 2004. Archive 
number:20041224.3397. Available at: www.promedmail.org. Accessed February 14, 2006.  

9.	 Kropp RY, Wong T; Canadian LGV Working Group. Emergence of lymphogranuloma venereum in Canada. 
CMAJ 2005;172:1674–1676.  

10.	 Weir E. Lymphogranuloma venereum in the differential diagnosis of proctitis. CMAJ 2005;172:185  

11.	 Gotz HM, van Doornum G, Niesters HG, den Hollander JG, Thio HB, de Zwart O. A cluster of acute 
hepatitis C virus infection among men who have sex with men — results from contact tracing and public 
health implications. AIDS 2005;19:969–974.  

12.	 Goens JL, Schwartz RA, DeWolf K. Mucocutaneous manifestations of chancroid, lymphogranuloma 
venereum and granuloma inguinale. Am Fam Physician 1994;49:415–418, 423–425.  

13.	 Aggarwal K, Jain VK, Gupta S. Bilateral groove sign with penoscrotal elephantiasis. Sex Transm Infect 
2002;78:458.  

14.	 Czelusta A, Yen-Moore A, Van der Straten M, Carrasco D, Styring K. An overview of sexually transmitted 
diseases. Part III. Sexually transmitted diseases in HIV-infected patients. J Am Acad Dermatol 
2000;43:409–432.



Syphilis

	 Etiology............................................. 1

	 Epidemiology............................................. 1

	 Transmission............................................. 2

	 Prevention and Control............................................. 2

	 Manifestations............................................. 4

	 Diagnosis............................................. 5

	 Management........................................... 13

	 Treatment........................................... 14

	 Penicillin Desensitization........................................... 18

	 Consideration for Other STIs........................................... 19

	 Reporting and Partner Noti�cation...........................................20

	 Follow-up...........................................20

	 Special Considerations...........................................22

Revised: January 2010









C
a

n
a

d
ia

n
 G

u
id

e
li

n
e

s
 o

n
 S

e
x
u

a
ll

y
 T

ra
n

s
m

it
te

d
 I

n
fe

c
ti

o
n

s
 —

 P
u

b
lic

 H
ea

lt
h

 A
g

en
cy

 o
f 

C
an

ad
a 

—
 R

e
v
is

e
d

: 
J

a
n

u
a

ry
 2

0
1

0

4	 Syphilis

Manifestations

Table 1. Manifestations11

Stage Clinical manifestations Incubation period

Primary Chancre, regional lymphadenopathy 3 weeks  
(3�90 days)

Secondary Rash, fever, malaise, lymphadenopathy, mucus lesions, 
condyloma lata, patchy or diffuse alopecia, meningitis, 
headaches, uveitis, retinitis

2�12 weeks  
(2 weeks�6 months)

Latent Asymptomatic Early: <1 year 
Late: �1 year

Tertiary
Cardiovascular 
syphilis
Neurosyphilis 
 

Gumma

 
Aortic aneurysm, aortic regurgitation, coronary artery 
ostial stenosis
Ranges from asymptomatic to symptomatic with 
headaches, vertigo, personality changes, dementia, 
ataxia, presence of Argyll Robertson pupil
Tissue destruction of any organ; manifestations depend 
on site involved

 
10�30 years 

<2 years�20 years 

 
1�46 years (most 
cases 15 years)

Congenital
Early

 
 
 
Late

 
2/3 may be asymptomatic 
Fulminant disseminated infection,  
mucocutaneous lesions, osteochondritis, anemia, 
hepatosplenomegaly, neurosyphilis 
 
Interstitial keratitis, lymphadenopathy, 
hepatosplenomegaly, bone involvement, anemia, 
Hutchinson�s teeth, neurosyphilis 

 
Onset <2 years 
 

 
Persistence  
>2 years after birth
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Table 2. Guide to interpretation of serologic tests for syphilis (continued)

Test results on blood or serum

Most likely condition/ 
recommended action

INITIAL  
SCREEN 
Treponemal  
test: EIA

Non-treponemal 
test: RPR result 
and titre

CONFIRMATORY 
TEST (if performed)�
Treponemal test: 
TP-PA, FTA-ABS or 
Inno-LiaTM

Negative Not done Not done Not a case
Repeat serology� if at risk for 
syphilis

Borderline/ 
indeterminate

Non-Reactive Negative or 
indeterminate

Repeat serology� may be early 
seroconversion.
If repeat serology remains 
unchanged this is not a case of 
syphilis.

Borderline/ 
indeterminate

Non-Reactive Reactive/positive Early primary syphilis 
OR
Late latent/tertiary syphilis 
OR
Previously treated syphilis
OR
In persons from endemic countries, 
yaws (e.g., Caribbean), pinta (e.g., 
Central America) or bejel 
OR
Lyme Disease 
If laboratory does not perform 
con�rmatory, then repeat 
serology� as may be early 
seroconversion. In this 
instance, if repeat serology 
remains unchanged this is  
not a case of syphilis.

 
EIA = enzyme immunoassay
FTA-ABS = �uorescent treponemal antibody absorbed
INNO-LIATM = line immunoassay
RPR = rapid plasma reagin
TP-PA = T. pallidum particle agglutination 

� Serology typically repeated 2-4 weeks after initial test to observe for rise in RPR titre or to detect 
EIA/con�rmatory test conversion.

� Con�rmatory tests are not done in all jurisdictions. Syphilis testing algorithms vary across Canada and 
it is therefore recommended that you check with your laboratory regarding local testing protocols.
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Table 2. Guide to interpretation of serologic tests for syphilis (continued)

Test results on blood or serum

Most likely condition/ 
recommended action

INITIAL SCREEN 
Treponemal test: 
EIA

Non-treponemal 
test: RPR result 
and titre

CONFIRMATORY 
TEST (if 
performed)�
Treponemal test: 
TP-PA, FTA-ABS 
or Inno-LiaTM

Positive Reactive
(�dilutions  
can vary)

OR

Non-Reactive

Negative False positive� 

If laboratory does not perform 
con�rmatory testing, then 
interpretation is:
Early primary syphilis 
OR
Late latent/tertiary syphilis 
OR
Previously treated syphilis 
OR
In persons from endemic 
countries, yaws (e.g., Caribbean), 
pinta (e.g., Central America)  
or bejel 
OR 
Lyme Disease 

EIA = enzyme immunoassay
FTA-ABS = �uorescent treponemal antibody absorbed
INNO-LIATM = line immunoassay
RPR = rapid plasma reagin
TP-PA = T. pallidum particle agglutination 

� Some causes of false positive serologic tests for syphilis include certain conditions such as collagen-
vascular diseases, pregnancy, injection drug use, Lyme Disease, etc or false positive reactions inherent 
to the kit or testing technique.

� Con�rmatory tests are not done in all jurisdictions. Syphilis testing algorithms vary across Canada and 
it is therefore recommended that you check with your laboratory regarding local testing protocols.
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Table 2. Guide to interpretation of serologic tests for syphilis (continued)

Test results on blood or serum

Most likely condition/ 
recommended action

INITIAL  
SCREEN 
Treponemal  
test: EIA

Non-treponemal 
test: RPR result 
and titre

CONFIRMATORY 
TEST (if performed)�
Treponemal test: 
TP-PA, FTA-ABS or 
Inno-LiaTM

Positive Reactive
(�dilutions  
can vary)

Indeterminate Repeat serology� to help determine if:
Early primary syphilis 
OR
Late latent/tertiary syphilis 
OR
Previously treated syphilis 
OR
In persons from endemic countries, 
yaws (e.g., Caribbean), pinta (e.g., 
Central America) or bejel 
OR 
Lyme Disease 
If repeat serology is unchanged this 
is likely to be a false positive�

If laboratory does not perform 
con�rmatory testing, interpretation 
is as follows: 
Syphilis, any stage 
(Note that more likely to be 
infectious if RPR titre � 32 dilutions)
OR
Previously treated syphilis 
OR
Follow-up of treated syphilis
OR
In persons from endemic countries, 
yaws (e.g., Caribbean), pinta (e.g., 
Central America) or bejel
OR 
Lyme Disease

EIA = enzyme immunoassay; FTA-ABS = �uorescent treponemal antibody absorbed
INNO-LIATM = line immunoassay; RPR = rapid plasma reagin; TP-PA = T. pallidum particle agglutination 

� Some causes of false positive serologic tests for syphilis include certain conditions such as collagen-
vascular diseases, pregnancy, injection drug use, Lyme Disease, etc or false positive reactions inherent to 
the kit or testing technique.

� Serology typically repeated 2-4 weeks after initial test to observe for rise in RPR titre or to detect EIA/
con�rmatory test conversion.

� Con�rmatory tests are not done in all jurisdictions. Syphilis testing algorithms vary across Canada and it is 
therefore recommended that you check with your laboratory regarding local testing protocols.
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Table 2. Guide to interpretation of serologic tests for syphilis (continued)

Test results on blood or serum

Most likely condition/ 
recommended action

INITIAL SCREEN 
Treponemal test: 
EIA

Non-treponemal 
test: RPR result 
and titre

CONFIRMATORY 
TEST (if performed)�
Treponemal test: 
TP-PA, FTA-ABS or 
Inno-LiaTM

Positive Non-Reactive Indeterminate Repeat serology� to help 
determine if:
Early primary syphilis 
OR
Late latent/tertiary syphilis 
OR
Previously treated syphilis 
OR
In persons from endemic 
countries, yaws (e.g., Caribbean), 
pinta (e.g., Central America)  
or bejel 
OR 
Lyme Disease 
If repeat serology is unchanged 
this is likely to be a false positive�

If laboratory does not  
perform con�rmatory testing, 
interpretation is as follows: 
Early primary syphilis 
OR
Late latent/tertiary syphilis 
OR
Previously treated syphilis
OR
In persons from endemic 
countries, yaws (e.g., 
Caribbean), pinta (e.g., 
Central America) or bejel 
OR 
Lyme Disease

EIA = enzyme immunoassay; FTA-ABS = �uorescent treponemal antibody absorbed
INNO-LIATM = line immunoassay; RPR = rapid plasma reagin; TP-PA = T. pallidum particle agglutination 
� Some causes of false positive serologic tests for syphilis include certain conditions such as collagen-

vascular diseases, pregnancy, injection drug use, Lyme Disease, etc or false positive reactions inherent to 
the kit or testing technique.

� Serology typically repeated 2-4 weeks after initial test to observe for rise in RPR titre or to detect EIA/
con�rmatory test conversion.

� Con�rmatory tests are not done in all jurisdictions. Syphilis testing algorithms vary across Canada and it is 
therefore recommended that you check with your laboratory regarding local testing protocols.
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Table 2. Guide to interpretation of serologic tests for syphilis (continued)

Test results on blood or serum

Most likely condition/ 
recommended action

INITIAL SCREEN 
Treponemal test: 
EIA

Non-treponemal 
test: RPR result 
and titre

CONFIRMATORY 
TEST (if 
performed)�
Treponemal test: 
TP-PA, FTA-ABS 
or Inno-LiaTM

Positive Non-Reactive Reactive/Positive Early primary syphilis 
OR
Late latent/tertiary syphilis 
OR
Previously treated syphilis
OR
In persons from endemic 
countries, yaws (e.g., Caribbean), 
pinta (e.g., Central America)  
or bejel 
OR 
Lyme Disease

Positive Reactive
(�dilutions  
can vary)

Reactive/Positive Syphilis, any stage 
(Note that more likely to be 
infectious if RPR titre  
� 32 dilutions)
OR
Previously treated syphilis 
OR
Follow-up of treated syphilis
OR
In persons from endemic 
countries, yaws (e.g., Caribbean), 
pinta (e.g., Central America)  
or bejel
OR 
Lyme Disease

EIA = enzyme immunoassay
FTA-ABS = �uorescent treponemal antibody absorbed
INNO-LIATM = line immunoassay; RPR = rapid plasma reagin; TP-PA = T. pallidum particle agglutination 
� Con�rmatory tests are not done in all jurisdictions. Syphilis testing algorithms vary across Canada and it is 

therefore recommended that you check with your laboratory regarding local testing protocols.
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Table 8(a): Summary of medical management of immunocompetent women found 
to have reactive syphilis serology during pregnancy 

DIAGNOSIS RISK OF 
TRANSMISSION 
(ROT) OF SYPHILIS 
TO FETUS

TREATMENT (see 
Table 3)

FURTHER ASSESSMENT 
AND MONITORING during 

PREGNANcy AND POST-
PARTUM

Untreated 
infectious 
syphilis 
(primary, 
secondary, 
early latent)

By stage of syphilis:
Primary: 100%
Secondary: 70%
Early latent: 40% 

By stage of 
pregnancy:
Risk of transmission 
increases as 
pregnancy  
progresses 
Transmission occurs 
as early as 9 weeks 
gestation, but is 
uncommon before  
20 weeks gestation

Benzathine 
penicillin G 
2.4 million units 
weekly x 1-2 doses

Serologic follow up (NTT) at:
1, 3, 6 and 12 months post 
treatment 
AND 
Monthly until delivery if at high risk 
of re-infection (see Risk Factors 
under Diagnosis section in the 
current chapter) 
AND
If diagnosed with infectious syphilis  
at � 20 weeks gestation, 
detailed fetal ultrasound should 
be performed and if fetal 
abnormalities consistent with 
congenital syphilis present, mother 
should be treated with fetal 
monitoring in place (see Pregnancy 
under the Special Considerations 
section in the current chapter)

Untreated late 
latent syphilis

< 10% Benzathine 
penicillin G 
2.4 million units IM 
weekly x 3 doses

Serologic follow up (NTT) at time 
of delivery and 12 and 24 months 
post treatment

Previously 
treated

Negligible if:
No clinical evidence of 
treatment failure 
and 
Documentation of 
adequate serologic 
response to previous 
treatment 
and 
No concern about 
re-infection

Retreatment during 
pregnancy is not 
necessary unless 
there is clinical or 
serologic evidence 
of new infection or 
history of recent 
sexual contact with 
a known case of 
infectious syphilis

Based on stage and time of 
previous  
treatment; additional testing 
may be warranted if uncertainty 
regarding stage of diagnosis or 
concerns regarding re-infection
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Table 8(b): Management of infants born to women with reactive treponemal tests (TTs) 
during pregnancy* 28

Scenario Baseline 
and monthly 
assessment 
for signs or  
symptoms 
of congenital 
syphilis for 
the first 
three months

Syphilis 
serological 
tests (RPR 
and TT) 
with clinical 
assessment 
each time†

Long-bone 
radiographs, 
complete blood 
cell count and 
differential, and 
sampling of CSF 
for cell count 
and differential, 
glucose, protein and 
VDRL, with a low 
threshold for doing 
ophthalmologic 
and audiologic 
assessments

Treatment 
for 
congenital 
syphilis

Mother has a well 
documented history of 
adequate treatment of 
any stage of syphilis 
before pregnancy, with 
no rise in her RPR titre 
during the pregnancy 
and no known risk 
factors for re-infection

No No No No

Mother was treated 
for primary, secondary 
or early latent syphilis 
during pregnancy more 
than four weeks before 
delivery, with adequate 
fall in her RPR titres and 
no evidence of relapse 
or re-infection.

Yes 0, 3, 6 and 18 
months

No No

Mother was treated 
for late latent syphilis 
anytime during or 
following pregnancy �

No 0, 6, and 18 
months of age

No No

Source: Canadian Paediatric Society (Infectious Diseases and Immunization Committee, 2009). Congenital 
syphilis no longer just of historic interest. Please visit www.cps.ca/english/publications/InfectiousDiseases.
htm. With permission.
CSF Cerebrospinal �uid; RPR Rapid plasma reagin; VDRL Venereal disease research laboratory
* The table assumes the maternal reactive TT result was known at or near the time of delivery. Follow-up 

should be performed at comparable intervals if the problem is recognized several months later; 
� Rapid plasma reagin (RPR) and TTs should be repeated at recommended intervals until at least six months 

of age, because false-negative results could occur at zero months from transmission at delivery or at three 
months from partial treatment. Testing at 12 months of age or 18 months of age can be omitted if RPR and 
TT are both non-reactive at six months of age; 

� Late latent syphilis implies the mother was infected more than one year before pregnancy. If there is 
any doubt about the stage of maternal infection, it should be assumed she may have infectious syphilis 
(primary, secondary, or early latent), which leads to more aggressive infant follow-up.
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Table 8(b): Management of infants born to women with reactive treponemal tests (TTs) 
during pregnancy* 28 (continued) 

Scenario Baseline 
and monthly 
assessment 
for signs or  
symptoms 
of congenital 
syphilis 
for the 
first three 
months

Syphilis 
serological 
tests (RPR 
and TT) 
with clinical 
assessment 
each time†

Long-bone  
radiographs, complete 
blood cell count 
and differential, and 
sampling of CSF 
for cell count and 
differential, glucose, 
protein and VDRL, with 
a low threshold for 
doing ophthalmologic 
and audiologic 
assessments

Treatment 
for 
congenital 
syphilis

Mother had untreated 
primary or secondary 
syphilis during pregnancy, 
treponemes are detected 
on direct examination 
of specimens from 
infant, infant�s RPR titre 
is four-fold or greater 
(higher than the mother�s 
at birth), or there is a 
four-fold rise in the infant 
titre, OR child has any 
�ndings compatible with 
congenital syphilis at 
any age, OR infant has 
a reactive RPR (and TT) 
at 12 months of age or 
a reactive TT (con�rmed 
with a second type of TT) 
at 18 months of age

Yes 0, 3, 6, and 
18 months of 
age

Yes Yes

Source: Canadian Paediatric Society (Infectious Diseases and Immunization Committee, 2009). Congenital 
syphilis no longer just of historic interest. Please visit www.cps.ca/english/publications/InfectiousDiseases.
htm. With permission.
CSF Cerebrospinal �uid; RPR Rapid plasma reagin; VDRL Venereal disease research laboratory
* The table assumes the maternal reactive TT result was known at or near the time of delivery. Follow-up 

should be performed at comparable intervals if the problem is recognized several months later; 
� Rapid plasma reagin (RPR) and TTs should be repeated at recommended intervals until at least six months 

of age, because false-negative results could occur at zero months from transmission at delivery or at three 
months from partial treatment. Testing at 12 months of age or 18 months of age can be omitted if RPR and 
TT are both non-reactive at six months of age; 
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Table 8(b): Management of infants born to women with reactive treponemal tests (TTs) 
during pregnancy* 28 (continued) 

Scenario Baseline 
and monthly 
assessment 
for signs or  
symptoms 
of congenital 
syphilis 
for the 
first three 
months

Syphilis 
serological 
tests (RPR 
and TT) 
with clinical 
assessment 
each time†

Long-bone 
radiographs, complete 
blood cell count 
and differential, and 
sampling of CSF 
for cell count and 
differential, glucose, 
protein and VDRL, with 
a low threshold for 
doing ophthalmologic 
and audiologic 
assessments

Treatment 
for 
congenital 
syphilis

Mother was treated for 
primary, secondary, or  
early latent syphilis within  
four weeks before 
delivery, or was treated 
with an antibiotic other 
than penicillin, OR 
mother was treated for 
primary, secondary or 
early latent syphilis before 
or during the pregnancy 
and her RPR titre did 
not show the expected 
decline or inadequate 
time has passed to 
assess the decline

Yes If treated for 
congenital 
syphilis, do 
at 0, 3, 6 and 
18 months 
of age; if 
not treated, 
also do at 
1, 2 and 12 
months of 
age

Yes Usually§

Source: Canadian Paediatric Society (Infectious Diseases and Immunization Committee, 2009). Congenital 
syphilis no longer just of historic interest. Please visit www.cps.ca/english/publications/InfectiousDiseases.
htm. With permission.
CSF Cerebrospinal �uid; RPR Rapid plasma reagin; VDRL Venereal disease research laboratory
* The table assumes the maternal reactive TT result was known at or near the time of delivery. Follow-up 

should be performed at comparable intervals if the problem is recognized several months later; 
� Rapid plasma reagin (RPR) and TTs should be repeated at recommended intervals until at least six months 

of age, because false-negative results could occur at zero months from transmission at delivery or at three 
months from partial treatment. Testing at 12 months of age or 18 months of age can be omitted if RPR and 
TT are both non-reactive at six months of age; 

§ May choose to follow closely if all investigations are normal and infant follow-up can be assured, but 
treatment for congenital syphilis would be the preferred option as the risk is signi�cant.
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Table 8(b): Management of infants born to women with reactive treponemal tests (TTs) 
during pregnancy* 28 (continued)

Scenario Baseline 
and monthly 
assessment 
for signs or  
symptoms 
of congenital 
syphilis 
for the 
first three 
months

Syphilis 
serological 
tests (RPR 
and TT) 
with clinical 
assessment 
each time†

Long-bone 
radiographs, complete 
blood cell count 
and differential, and 
sampling of CSF  
for cell count and  
differential, glucose, 
protein, and VDRL,  
with a low threshold  
for doing ophthalmo-
logic and audiologic 
assessments

Treatment 
for 
congenital 
syphilis

Mother was treated 
for primary, secondary 
or early latent syphilis 
before pregnancy, but 
there are doubts about 
the adequacy of therapy 
or the possibility of 
re-infection OR mother 
was treated for primary, 
secondary or early 
latent syphilis during 
pregnancy and her 
follow-up RPR was not 
obtained OR mother 
was treated for any 
type of syphilis during 
pregnancy but long-term 
infant follow-up cannot 
be assured 

Yes If treated for 
congenital 
syphilis, do at 
0, 3, 6, and 
18 months 
of age; if not 
treated, also 
do at 1, 2, and 
12 months of 
age

Depends on risk, 
but mandatory if 
mother had primary, 
secondary, or early 
latent syphilis and 
follow-up is not likely 
to occur, or if clinical or 
serologic �ndings are 
abnormal 

Depends on  
risk and on 
results of 
assessments¶

Infant has a reactive 
RPR (and TT) at six 
months of age 

NA Depends on 
timing of last 
serology

Yes Usually**

Source: Canadian Paediatric Society (Infectious Diseases and Immunization Committee, 2009). Congenital 
syphilis no longer just of historic interest. Please visit www.cps.ca/english/publications/InfectiousDiseases.
htm. With permission.
CSF Cerebrospinal �uid; NA Not applicable; RPR Rapid plasma reagin; VDRL Venereal disease research 
laboratory
* The table assumes the maternal reactive TT result was known at or near the time of delivery. Follow-up 

should be performed at comparable intervals if the problem is recognized several months later; 
� Rapid plasma reagin (RPR) and TTs should be repeated at recommended intervals until at least six months 

of age because false-negative results could occur at zero months from transmission at delivery or at three 
months from partial treatment. Testing at 12 months of age or 18 months of age can be omitted if RPR and 
TT are both non-reactive at six months of age; 

¶ If it seems likely the mother was adequately treated, the risk of maternal reinfection is low, and infant 
follow-up can be assured, or if the mother had late latent syphilis, serologic follow-up is suf�cient. If any of 
these criteria are not met, full evaluation and treatment should be considered; 

** Assuming all assessments are normal, this infant may not have congenital syphilis. It is possible the   
 reactive RPR is passive, but treatment would be the preferred option because of the signi�cant chance  
 the infant has congenital syphilis. 
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1

Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

A
abdominal pain 2 3
Aboriginal 1 1,5
abstinence 3, 4,6 2
abuse

sexual 9 10 3,4,12 5 23,24
aceto-whitening or  
aceto-acid testing 6,9

acyclovir 6,7,8,10
adefovir 7
allergy 17,23

cephalosporin 8,9
penicillin 8,9 14-19

alopecia 4
amoxicillin 7
anemia 10 4
anogenital 1 1-4,6,9
antibody 6

antiHBc 4
antiHBe 4
antiHBs 1,3-5
anti-HIV 3,11

anti-HSV 1,3,5,10
homologous 4,9

IgG 4 4 12 7
IgM 4,5 4 7

undetectable 4 14
anti-emetics 8
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

Argyll Robertson 
pupil 4

arthralgia 3 9,17 2
arthritis 2,6,9,10 2
aspirate

bubo 3 3,5,6
epididymal 5

nasopharyngeal 4
assault, sexual 3 5,17
asymptomatic 1,2,3,8 1,2,4-6,8-

10
3,9,10 3,11 3 8-10,12,14,16 2,4,23

ataxia 4
atovaquone 15
azithromycin 3 5-7 8-10 15 6 15
B
bacterial  
vaginosis (BV)

2

bartholinitis 2
benzathine  
penicillin G

14-17,22,24

bichloroacetic acid 8
biopsy 6 17

endometrial 4
blood 5,10,11 1,2,4,5 2-8,12,13,16 2,7-12,14,25-28

donors 1 2,4,5
blood culture 5,6
bowenoid papulosis 4
breastfeeding 7 2
buboes 2,3
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

burrow ink test 3
C
Canadian Adverse 
Drug Reaction  
Monitoring Program

5

cancer
cervical 1-5 11,17

candidiasis 9-11,15
oroesophageal 9-11

vulvovaginal
carcinoma 3,5

hepatocellular 
carcinoma

3

CD4 1,6,9-15 13
ce�xime 8,9
ceftriaxone 3 8-10 15,16
cervical  
dysplasia

2,3 10,12

atypicall squamous  
cells of undeter-

mined signi�cance 
(ASCUS)

5

cervicalintra-
epithelial  

neoplasia (CIN)

3

high-grade 
squamous 

intra-epithelial 
neoplasia (HSIL)

3

low-grade squamous 
intra-epithelial  
lesions (LSIL)

3
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

cesarean section 8-10
chancre 2 4-6
chancroid 1-3 6 13,19
chlamydia 
(Chlamydia  
trachomatis)

5-11 2,12,16 1,5,7 19

cipro�oxacine 3 7,8
circumcision 1
cirrhosis 3
clarithromycin 5 15
clindamycin 7
CO2 laser ablation 8
colposcopy 5,6 17
complement �xation 4,5
condoms 1 2,3,5,6 4-6,8 1
condylomata lata 4,9 4,6
condylomata 
acuminata

1,4,9

conjunctivitis 2,5,6,9 2,3
constipation 2
contraception 7
corticosteroids 1,4
counselling 5,8,9 2,3,9 3-7,9,11,13,17 2

harm reduction 2 7
post-test 3-6,11
pre-test 3,4,11

crotamiton 4
cryotherapy 8
cryptosporidium 11
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

crystalline penicillin 17
Cytomegalovirus 
(CMV)

11,15

D
dapsone 15
dark-�eld  
microscopy

6,13,14

dermatitis 2,4 2
diarrhea 9,10
diplococci 5,7
direct �uorescent 
antibody (DFA)

2 3,4 6,13,14

discharge 4
anal/rectal 3 2

eye 10
nasal 14

urethral 2 3,7
vaginal 2 3

doxycycline 5-7 9 6 15
dyspareunia 2 3
dysphagia 10
dysuria 2 3
E
Ectoparasitic 
infestations
pubic lice (Phtirus 
pubis)/ pediculosis 

pubis

1,4

scabies (Sarcoptes 
scabiei)

3,5
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

efavirenz 14
electro-fulguration 8
endocarditis 2,10
enfuvirtide/ T20 14
enzyme  
immunoassay (EIA)

5 12 6-12

epididymitis 2,3,5,6
epididymo-orchitis 2 3
erythema 1 8
erythromycin 3 5-7 10 6,7 16
excision 8,9 6
extragenital 
inoculation

1

F
famciclovir 6,7 7
fever 1 2-4 9,10,17 2 3
�sting 1
�uorescent 
treponemal anti-
body absorption 
(FTA-ABS) test

7-13

G
gonorrhea  
(Neisseria  
gonorrhoeae)

1,3,4,7 1-12 2,12,16 19

gram negative 1,2 5,7
gram stain 2 5-7
granuloma 
inguinale (Klebsiella 
granulomatis)

6

groove sign 2
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

H
haemorrhagic 
proctitis

2

Health Canada 
Special Access 
Program (SAP)

8-10 14

hemodialysis 2,3
hepatitis A virus 
(HAV)

6

hepatitis B immune 
globulin (HBIG)

3,5

hepatitis B virus 
(HBV)

1-8 6,12,16

hepatitis C virus 
(HCV)

1 6 1,6

hepatosplenom-
egaly

4

Herpes Simplex 
Virus (HSV)

1 1-11 2 2,6,10,11,16 13,19

heterosexual 1,3 1 1,5
highly active anti-
retroviral therapy 
(HAART)

2,3,14,17

HIV/AIDS 1-3 7 3,5 6,8 2,5,6,9,10 1,2,7 1-17 2,5,13,15,16, 
19,21,22

human papilloma  
virus (HPV) 

7 1-10 12,13,16,17 19

warts (anal,  
genital, oral)

1-10 12

Hutchinson�s teeth 4
hydroxyzine 1
I
imiquimod 7
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

immigrants 1 4
incarceration 1 2
infantile hyper-
trophic pyloric 
stenosis (IHPS)

5 10

infertility 2 3
inguinal nodes 2
injection drug use 
(IDU)

1,2 1,3-8,12,16 5,7,9-12

interferon
alpha 7
beta 9

Internet 1
interstitial

keratitis 4
intradermal nevi 4
J
Jarisch-Herx-
heimer reaction

22,23

K
Kaposi sarcoma 1,10,11
L
lactating/nursing 5,7 2,4 8
lamivudine (3TC) 7 14
laparoscopy 4 4
lidocaine 8 8-10
Lindane 2,4
lymph node 2 2

inguinal 2
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

lymphadenopathy 9,10,17 4
femoral 2,7
inguinal 2,7

lymphogranuloma 
venereum (LGV)

1-7 13,19

M
macrolides 3 5 10
malaise 1 2 4
medico-legal 3 5,17
men who have sex  
with men (MSM)

2,4 1,2 1,2,6,12,13,16,17 1 1,5,15

meningitis 2,9,10 4
aseptic 1,3 9 2

uncommon 3
metronidazole
microhemag-
glutination for 
Treponema  
pallidum (MHA-TP)

7

microimmuno�uo-
rescence (MIF)

4,5

micropapilloma-
tosis labialis / 
vestibular papillae

4

molluscum  
contagiosum

4

mucopurulent
discharge, cervical 7
discharge, urethral 3,7
Mueller Hinton agar 2
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

mutliplex poly-
merase chain 
reaction (M-PCR)

2

myalgia 3 9,17 2 23
Mycobacterium 
avium complex 
(MAC)

1,11,15,17

N
National Microbi-
ology Laboratory 
(NML)

10 3-5 5

nausea 3 9
needle-exchange 7 2
neoplasia 3,4,6
nevirapine 14
newborn/neonate 2,6,8,9 8,10 2 2,3,10-12 1 2,5,14,15,23
non-treponemal 
test (NTT)

5-14,20-23

notification
partner 3 8 5 9 10 1,11 7 4,5,16 7 20

nucleic acid 
amplification 
test (NAAT)

2 1,3,4,8 1,3-7,11,12 3-5,7

polymerase chain 
reaction (PCR)

2 3 2,4 6,14

O
ocular in�ammatory 
disease

2

o�oxacin 5 7,8
ophtalmia  
neonatorum

10
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

oral  
contraception

2

oral sex 2,4 1,2 2
oral-genital 3

osteochondritis 4
P
p24 antigen testing 3,11
papanicoulau (pap 
smear, pap test)

4-6,9,10 17

anal 6 12,17
pearly penile 
papules

4

pediculocide 2
pelvic in�ammatory 
disease (PID)

2,4 2,3

pentamidine 15
perihepatitis 2 2
perinatal 9 2 6,7 20
permethrin 2,4
pharynx 4,6
Pneumocystis 
Jiroveci 
pneumonia (PCP)

1,9,11,15

pneumonia 2,3 1,9,11,15
pneumonitis 6,9 11 2
podo�lox/  
podophyllotoxin

7

podophyllin 8
point of care tests 
(POC)

11
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

polymorphonuclear 
leukocytes (PMN)

7

portal hypertension 3
pregnancy 5-7 2,6,8,9 3,7,8,10 2,3,12 8 4 2,3,5,7-12, 

16,22-28
ectopic 2 3

prenatal visit 2 8
prevention 1 1 1,3 2 2,5 2 2,3 3,6,15 1 2,3

primary 2
secondary 3

procaine penicillin 14
proctitis 2 2,3 2,3,7
proctocolitis 2
proctoscopy 3
prodrome/al 2,4,6,7
prophylaxis 6,9 2,3,8 4,8,15
postexposure (PEP) 3,8 8

pre-exposure 2
pyoderma 3
pyrethrin-piperonyl 
butoxide

2

Q
quinolones 3 6,7 1,7,8,12
R
rapid HIV testing 7
rapid plasma 
reagin (RPR)

6-13,20,22,25-
28

reinfection 2,8 6,21,28
Reiter syndrome 2 3
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

reportable STIs 8 9 11 7 16 1
resistance 5,8 9 14

antimicrobial 1,3,4,11
azithromycin 15

metronidazole
penicillin 1

quinolone 1,7
restriction fragment 
length polymorphism 
(RFLP)

3,4,7

retinitis 11,15 3
rifabutin 13,15
ritonavir 14
S
saquinavir 14
sebaceous glands 4
sepsis 3
seroconversion 1,3,5 9
serology 3,7 4 11,16 3-5,7 5,6,8-14, 

19-21,24,28
serovar 1 1,3-5
sex toys 1
sex workers 1 5
sigmoidoscopy 3
skin tags 4
spectinomycin 8,9
stavudine (d4T) 14
strand displacement 
ampli�cation (SDA)

4

street youth 1
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

stricture 2
sulfamethoxazole 6
sulphur 4
synovial �uid 5,6
syphilis 2,3 1-28

congenital 1,2,4,5,13-15, 
17,20,22-28

early latent 1,2,15,16,20-
22,24,25,27,28

late latent 2,6-16,20, 
21,24,25,28

neurosyphilis 17 4,13-15,20,21
primary syphilis 2 1,2,4-13,15, 

16,20-22,24-28
secondary syphilis 4 1,2,4,6,13,15, 

16,20-28
tertiary syphilis 4,7-16,20,21

T
tattoo 2,4
test of cure 5-9 4,7-9,12 7 20
testicular 2 3

torsion
tenofovir 14
tetracycline 1
thioglycolate 
hemin-based 
transport media

2

topical therapy 5 1,2,4 8
Toxoplasma gondii 15
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

transcription medi-
ated ampli�cation 
(TMA)

3 4

travel 1 2 2 6
Treponema  
pallidum particle 
agglutination (TP-PA)

7-12

treponemal test 5-14,25-28
trichloroacetic acid 8,9
trichomoniasis 
(Trichomonas 
vaginalis)

2

trimethoprim - 
sulfamethoxazole 
(TMP-SMX)

15

tuberculosis 6,11,13
Mycobacterium 

tuberculosis
11,13

Tzanck smear 4
U
ulcer 1,2 4,8 9,11,16 1 13-19
urethral 2-5,7 6,9 3-5,7-9 5
urethritis 2 1 2
urine 1,3,4 2 3,4,6 3 5
uveitis 4
V
vaccine

hepatitis A virus 6,12,16
hepatitis B virus 2-6 6,12,16 19

herpes simplex virus 3
human papilloma 

virus 
3 7 8 2 11 16
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Chancroid Chlamydial 
Infections

Ectoparasitic 
Infestations

Genital  
Herpes

Genital  
Human  

Papillomavirus 
(HPV)

Gonococcal 
Infections

Hepatitis 
B

Human  
Immunode�ciency  

Virus 
(HIV)

Lymphogran-
uloma 

Venereum
(LGV)

Syphilis

vaginal 2-4 2,9,10 7-9 3,4,9 1,3 2,4,6,8,10 1,5 2
vaginal bleeding 2 3
valacyclovir 3,6-8
Venereal Disease 
Research  
Laboratory (VDRL)

6,13,21,25-28

vesicle 3,4
viral load 2,6,11-14
viral shedding

asymptomatic 1,2,4-
6,8,9,10

mucosal 9,16
viremia 3 9,10
vomiting 5,7 3 9
vulvar 
intra-epithelial  
neoplasia (VIN )

4

W
western blot 5 11,12
window period 3 5
Z
zidovudine 14
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Inmates and Offenders	    1

INMATES AND OFFENDERS 

Background 
The responsibility for corrections in Canada is shared by the federal, provincial and territorial 
governments.1 In 2001, the average count of adult offenders incarcerated in federal, provincial 
and territorial facilities was 32,073 (133/100,000). A further 122,870 adult offenders were under 
community supervision, including probation, conditional sentence and conditional release.2 
Statistics on juvenile corrections are not routinely collected at the national level,1 but in 
1994-95, 1,095 female young offenders were sentenced to secure custody, 1,795 were placed 
in open custody and another 6,952 were placed on probation;3 in 1996-97, 10,396 male young 
offenders were sentenced to secure custody, 11,541 were placed in open custody and 28,395 
were placed on probation.4 

Although Aboriginal people constitute about 3% of the general population in Canada, they 
represent approximately 15% of the federal offender population.1 Women made up approximately 
3% of the total incarcerated population in Correctional Service Canada (CSC) facilities in 2000�
2001.5 Canada�s incarceration rate is higher than that of many Western European countries, but 
is much lower than that of the United States.1

Epidemiology
Inmates in correctional facilities around the world bear a disproportionate burden of illness 
related to infectious disease compared to the general population. As a result, rates of sexually 
transmitted infections (STIs), hepatitis B virus (HBV), hepatitis C virus (HCV) and HIV/AIDS are 
signi�cantly higher among prison inmates. Often inmates belong to vulnerable populations in 
which high-risk behaviours for STI infection are present, such as injection drug use (IDU) and 
unprotected sexual intercourse.5 Although many inmates enter correctional facilities already 
infected, any inmate who engages in risky behaviours in prison is at risk of becoming infected 
with or re-infected with an STI.5 As of 2002, CSC estimated that 70% of the inmates who 
entered prison had self-identi�ed drug- or alcohol-abuse problems.6 Although penetrative sexual 
activity is known to occur in correctional settings,7 it is likely underreported because it is often 
prohibited and may carry stigma.6 Non-consensual sexual activity may also be an issue.8 Other 
practices within the prison setting, such as IDU, tattooing and/or piercing, may contribute to the 
transmission of infectious diseases as well.6

In January 2000, CSC, in collaboration with Health Canada (now the Public Health Agency 
of Canada), introduced a comprehensive surveillance system to provide more accurate and 
extensive information about infectious diseases within federal correctional settings � the CSC 
Infectious Diseases Surveillance System (CSC-IDSS).5 The CSC-IDSS is based on aggregate 
data on testing and test results for blood-borne and sexually transmitted pathogens, and it 
allows CSC to monitor trends in prevalence among newly admitted and general-population 
inmates. According to CSC, a revised system, which includes line-listed risk behaviour and test-
outcome data, is currently being implemented to better target harm-reduction programs.
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It is important to include the issues of alcohol and drug use in educational efforts, 
acknowledging their contribution to heightened risk for STIs and other infections.13 Harm-
reduction education to minimize the negative consequences of risky behaviours and provide 
alternatives can impact favourably on the transmission of STIs and other infections.5 CSC 
currently has a number of health-education and peer-counselling support programs to 
disseminate information and encourage behaviour modi�cation.

As part of the Canadian Strategy on HIV/AIDS and in partnership with the Public Health Agency 
of Canada, CSC has implemented several initiatives aimed at preventing and controlling 
the transmission of infectious diseases (including STIs, HIV, HBV and HCV) within federal 
correctional facilities.14 These include con�dential, voluntary testing for inmates on admission and 
throughout their incarceration, as well as pre- and post-test counselling.14 Serological testing and 
immunization for hepatitis A (HAV) and HBV are offered. Educational programs and materials are 
provided for offenders and staff.14 

In 1992, condoms, dental dams and water-based lubricants were introduced into federal 
penitentiaries.5 CSC has also initiated a national drug strategy aimed at controlling the supply of 
drugs in federal institutions. Its goal is to reduce the demand for drugs among federal offenders 
by implementing prevention and treatment programs,6 such as methadone maintenance 
treatment and substance-use programs.14 CSC currently provides bleach kits to inmates for 
cleaning needles and most recently has instituted a pilot project of tattoo parlours in six federal 
prisons. Currently, CSC does not provide needle-exchange services to inmates, citing its zero-
tolerance policy toward drug use and traf�cking in prison, as well as concerns about the health 
of inmates and the security of the institution. Discussions between CSC and the Public Health 
Agency of Canada about possible collaborative projects in federal correctional facilities are 
underway.

Evaluation
Health care professionals may be reluctant to ask and offenders may be reluctant to disclose 
information about their health, especially when issues such as sexual activity, substance use and 
possible illegal activities are involved. It is essential that the con�dential nature of the interaction 
be stressed so that a true understanding of a patient�s risk for STIs and other infections can be 
gained.

History

A complete sexual history should be taken (see Primary Care and Sexually Transmitted Infections 
chapter).

It is important to be aware that self-identi�ed sexual identity is not an accurate predictor of 
sexual behaviour.8 Although some inmates may consider themselves heterosexual, they may 
have been involved in sexual activity with members of the same sex (either prior to and/or during 
incarceration). Therefore, it is essential that a basic sexual history include questions about 
opposite-sex and same-sex activity. This can be achieved by asking open-ended questions such 
as: �Do you have sex with men, women or both?� For a more complete discussion of this topic, 
see Men Who Have Sex with Men/ Women Who Have Sex with Women chapter. 
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Specimen Collection and Lab Diagnosis
In the correctional setting, the rapid turnover and transfer of offenders within institutions, 
especially at reception and among temporary detainees (those returning from parole), may limit 
the time available to diagnose and treat an STI. For this reason, rapid point-of-care testing may 
be especially relevant.

Urine-based testing is generally more acceptable than more invasive urethral or cervical swabs, 
but its association with drug testing may make inmates reluctant to provide a sample.  
A discussion of exactly what the urine is being tested for may facilitate acceptance by inmates.

Management and Treatment 

In the correctional setting, the rapid turnover and transfer of offenders within institutions, 
especially at reception and among temporary detainees (those returning from parole), may 
limit the use of longer-term treatment regimens. In these cases, single-dose therapies for the 
treatment of STIs may be more appropriate.

Reporting and Partner Notification
According to a CSC infection control directive, CSC physicians or the Chief of Health Services 
on behalf of a physician must ensure that all diagnosed provincially reportable communicable 
diseases are reported to the local public health unit or the appropriate public health of�ce.

Partner noti�cation is a major component of STI follow-up. However, inmates who test positive 
for an STI may be reluctant to disclose information about contacts or behaviours that may be 
deemed inappropriate, illegal or stigmatized. It is critical to ensure that the partner-noti�cation 
process is voluntary and non-coercive, preserving con�dentiality and trust and respecting the 
dignity and human rights of the individual.8

Follow-up
Inmates who continue to engage in risky behaviour should be encouraged to be screened 
regularly for STIs. Safer sex and harm-reduction education and counselling should continue to 
be emphasized.

If HAV and HBV vaccination have been initiated, the vaccination schedule should be completed 
as recommended.

As for all women, female inmates should have regular cervical screening for dysplasia and/or 
HPV infection as appropriate.

It is important that correctional services work in concert with local public health of�cials to follow 
up when appropriate with offenders who have been released to the community (i.e., referral/
reporting to public health of unmanaged cases and contacts released to or residing in the 
community).
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MEN WHO HAVE SEX WITH MEN (MSM) /  
WOMEN WHO HAVE SEX WITH WOMEN (WSW)

Definition
Men who have sex with men (MSM) may have sex with men exclusively, or with both men and 
women, and may self-identify as gay, bisexual or heterosexual. 

Women who have sex with women (WSW) may have sex with women exclusively, or with both 
women and men, and may self-identify as lesbian, bisexual or heterosexual. 

Epidemiology 
Following a decline in the prevalence of reportable sexually transmitted infections (STIs) among 
MSM beginning in the 1980s, the incidence of syphilis, gonorrhea, chlamydia, genital herpes, 
hepatitis A virus (HAV), hepatitis B virus (HBV) and HIV infections has risen among MSM in 
Canada and internationally since the mid-1990s.1�12 Recent outbreaks of syphilis among MSM 
have been reported,2,3,13,14 with a large proportion of cases co-infected with HIV. Similarly, recent 
outbreaks of lymphogranuloma venereum (LGV) have been reported internationally15�20 and 
in Canada21 among MSM, with a high degree of HIV co-infection. Co-infection is of particular 
concern, given that syphilis and other STIs can increase the likelihood of HIV transmission and 
acquisition.22�25 

Rising rates of STIs among MSM are associated with increases in unsafe sexual practices,26 
including unprotected anal intercourse (otherwise known as bare-backing); 12,27�31an increase in 
the number of sex partners;1,12 partner-�nding on the Internet32�37; other anonymous partnering 
venues (e.g., bathhouses); 1,38 recreational and non-recreational drug use;1,27,39�43 and unprotected 
oral sex.1 Rates of unprotected anal intercourse have increased among MSM of all ages, and 
between HIV serodiscordant partners.28,31,44 

Many explanations have been proposed for the recent increase in risky sexual practices among 
MSM, including fatigue with safer-sex messages and reduced fear of acquiring HIV due to 
optimism about new HIV treatments,45,46 although the correlation with treatment optimism has 
not been shown consistently.47 The increase in unsafe sexual practices among HIV-infected 
MSM has been attributed in part to the increasing proportion of HIV-infected MSM who feel 
healthy, are living longer and are therefore having sex more often and with more partners. Lack 
of knowledge of their own and their partners� STI status, including HIV, is also a concern; for 
example, almost 27% of HIV-positive men in the Ontario Men’s Survey were unaware of their HIV 
status.26

Common recreational drugs used at bathhouses, raves or circuit parties include alcohol, 
methamphetamine (�crystal meth�), methylenedioxymethamphetamine (MDMA or �ecstasy�), 
ketamine (�special K�), gamma hydroxybutyrate (GHB), volatile nitrites (poppers) and cocaine (see 
Substance Use chapter). The reduction in inhibition that accompanies the use of these drugs 
can increase the likelihood of multiple sex partners and unprotected sex, and may be partnered 
with the use of sildena�l citrate (ViagraTM), vardena�l (LevitraTM) or tadala�l (CialisTM) to counteract 
the erectile-dysfunction side effect of some of them. The use of sildena�l among MSM has been 
linked to an increased risk for multiple sexual partners and STI acquisition.48,49 
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6	 Pregnancy

Women treated for syphilis during the second half of pregnancy are at risk for premature 
labour and/or fetal distress if the treatment precipitates the Jarisch-Herxheimer reaction; 
this includes fever, uterine irritability and contractions. It is estimated to occur in 40% of patients 
with primary or secondary syphilis, begins on average within 10 hours of treatment and resolves 
within 24 hours.26 These women should be advised to seek obstetric attention after treatment if 
they notice any contractions or decrease in fetal movements. Some centers admit and conduct 
fetal monitoring at the time of treatment. Although stillbirth is a rare complication of treatment, 
concern about this complication should not delay necessary treatment.

All patients who have syphilis should be offered testing for HIV infection. In the case of 
suspected congenital syphilis, consult a colleague with experience in this area.

Women who are treated for syphilis during pregnancy and babies born to women who were 
treated for syphilis during pregnancy require close monitoring of serologic tests and other 
follow-up. Refer to the syphilis chapter for recommendations on follow-up and monitoring as well 
as indications for treatment of infants born to mothers treated for syphilis during pregnancy. 

Trichomoniasis
Vaginal trichomoniasis has been associated with adverse pregnancy outcomes, 
particularly premature rupture of the membranes, preterm delivery and low birthweight.  
However, data have not indicated that treating asymptomatic trichomoniasis during  
pregnancy lessens the risk of adverse pregnancy outcomes. In fact, treatment of asymptomatic 
trichomoniasis with metronidazole 2 g x 2 doses has been shown to increase preterm birth 
in a placebo-controlled trial.27 For this reason, screening of all pregnant women cannot be 
recommended. Women who are symptomatic with trichomoniasis, however, should be treated 
to ameliorate symptoms and minimize the risk of sexual transmission as described below. 28�30 
Women may be treated with 2 g of metronidazole orally in a single dose. Marginally better cure 
rates have been found with 7 day treatment (as per treatment recommendations, below).30 
Multiple studies and meta-analyses have not demonstrated a consistent association between 
metronidazole use during pregnancy and adverse fetal effects � it is therefore considered safe 
in pregnancy.31�33

Diagnostic considerations

Diagnosis of vaginal trichomoniasis is usually performed by microscopy of vaginal secretions (wet 
mount), but this method has a sensitivity of only about 60�70%. 

Microscopy and culture performed rapidly from time of sample collection is the most sensitive 
available method of diagnosis.
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Treatment

Table 4. Treatment for trichomoniasis during pregnancy

Preferred Alternative

Metronidazole 2 g PO in a single dose [A-I] Metronidazole 500 mg PO bid for 7 days [A-I]

Topical therapy is ineffective for cure compared to oral metronidazole (<50% with intravaginal 
treatment34). Treatment of sexual partner(s) is essential for cure. 

Abstinence during treatment is recommended to avoid reinfection. Retesting in pregnancy is 
necessary only for those who remain symptomatic after treatment.

Bacterial Vaginosis
Bacterial vaginosis in pregnancy has been associated with adverse outcomes, including 
premature rupture of membranes, preterm labour, preterm birth and postpartum endometritis. 
There is evidence to support screening and treatment at 12�16 weeks in high-risk pregnancies 
(i.e., previous preterm labour/delivery or preterm premature rupture of membranes). If the 
patient is symptomatic or at high risk, test for BV and treat as below. Treatment of BV in such 
cases may reduce the risk of prematurity, low birthweight and preterm premature rupture of 
membranes.35�38 In low-risk and asymptomatic women, screening is not recommended, as it has 
not been shown to affect adverse outcomes in well-designed randomized, controlled trials.35,36 If 
symptoms suggest BV, testing is appropriate, and positive results warrant treatment for symptom 
resolution.

Treatment

Table 5. Treatment for bacterial vaginosis during pregnancy

Preferred Alternative

Metronidazole 500 mg PO bid for 7 days [A-I] Clindamycin 300 mg PO bid for 7 days [A-I]

Systemic rather than topical treatment is recommended in pregnancy, as vaginal treatment has 
not been shown to decrease the risk of adverse pregnancy outcomes.

Also, clindamycin topical treatment has been associated with adverse outcomes in the 
newborn when used in pregnancy.40�42 

Based on multiple studies, most recently assessed by meta-analysis, the evidence supports the 
safety and lack of teratogenicity of systemic metronidazole use in pregnancy.31-33 Rescreening 
and re-treating may be advisable in women with high-risk pregnancies (i.e., previous preterm 
labour, delivery or preterm premature rupture of membranes). 

It is important to note that clindamycin has been associated with increased risk of 
pseudomembranous colitis and should be used only when alternatives are not possible.
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Hepatitis B Virus Infection
Mothers who are acutely infected with HBV, or are carriers, can transmit the virus to their 
infant. Transmission appears to occur at time of delivery, but not transplacentally. Depending 
on the stage of maternal infection, the vertical transmission risk of hepatitis B can be as high 
as 90% in the absence of intervention at the time of delivery.69 Ninety-�ve percent of cases 
can be prevented with the use of hepatitis B immunoglobulin (HBIG) and hepatitis B vaccine 
administered at birth to the neonate, followed by two additional vaccine doses at 1 and 6 
months.70 The �rst dose of hepatitis B vaccine should be administered within 12 hours of 
birth and HBIG immediately after birth (ef�cacy decreases sharply after 48 hours).71 

If a woman is newly identi�ed to be HBsAg-positive in pregnancy, she warrants further 
investigation. Consideration should be given to testing for HIV, hepatitis B e antigen, hepatitis  
B core antibody (anti-HBc IgM and IgG), HBV DNA, hepatitis A IgM and hepatitis C antibodies.  
If she is found to be positive for any of these, an evaluation of liver transaminases and function  
is warranted (see Hepatitis B Virus Infections chapter). 

If the mother is infectious at time of delivery, document the diagnosis on prenatal forms and plan 
for administering HBIG and the �rst dose of hepatitis B vaccine to the neonate immediately after 
birth. The second and third dose of the vaccine should be given to the infant 1 and 6 months 
after the �rst dose. Special attention is required to complete the three-dose schedule, since long-
term exposure is possible and there may be dif�culty in reaching the family for the third dose. A 
follow-up hepatitis B surface antibody at 1�2 months after completion of HBV vaccine series to 
document adequate immune response is recommended (see Hepatitis B Virus Infections chapter 
and Canadian Immunization Guide71). Breastfeeding is safe if the neonate is treated. 

If the mother is a contact of an infected person or is at risk of acquiring hepatitis B, there is  
no contraindication to HBIG or HBV vaccine in pregnancy [A-I].
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Hepatitis C Virus Infection
Approximately 0.8% of the Canadian population is infected with hepatitis C.72 Persons with 
hepatitis C should be referred to health care professionals with experience in the 
treatment of hepatitis C. Pregnancy does not appear to have an effect on the progression of 
hepatitis C. 

Hepatitis C in pregnancy may be associated with increased rates of cholestasis.73

The risk of vertical transmission is estimated to be 7.9%.74 It is not yet known if cesarean section 
reduces the vertical transmission of HCV, as it has not been adequately studied to date.75 

Breastfeeding is considered to be safe unless nipples are cracked or bleeding. Although HCV 
RNA has been identi�ed in breast milk,76 breastfeeding is still considered safe. Assessment of 
and education to reduce risk behaviour is important in pregnancy. 

Current treatments available for HCV infection are contraindicated in pregnancy (i.e., 
interferon-alpha and ribavirin, combination therapies of pegylated interferon-alpha 2a 
and 2b plus ribavirin). Although not well studied, interferon-alpha does not appear to have 
an adverse affect on the human embryo or fetus, but it is associated with increased rates of 
preterm delivery and intrauterine growth restriction. Animal studies have shown an increased 
rate of fetal loss.77 If interferon is to be used in pregnancy, the potential bene�ts of its use should 
clearly outweigh possible hazards.78-80 Because there are no large studies of ribavirin use during 
human pregnancy and ribavirin is highly teratogenic in animal studies, its use during pregnancy 
is absolutely contraindicated.81 Ribavirin has been given Pregnancy Category X by the U.S. Food 
and Drug Administration. 

It is mandatory that women and/or their male partners who have received ribavirin  
as part of a combination treatment for HCV infection both use a highly effective 
method of birth control to prevent pregnancy during ribavirin therapy and for  
6 months afterward. 

Canadian guidelines for the management of hepatitis C in pregnancy are detailed elsewhere.74
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Women who are diagnosed HIV-positive late in pregnancy or in labour are at very high risk for 
perinatal transmission of infection. Further management should be in cooperation with both adult 
and pediatric HIV specialists, who may recommend one or more of the following: intrapartum 
prophylaxis options with IV zidovudine, cesarean section, single-dose nevirapine to the woman 
in labour and single-dose nevirapine to the infant, and 6 weeks of oral antiretroviral therapy to 
the infant.82 

Note that these guidelines are under constant revision, and each case should be managed with 
an expert in the area. For more detailed information, please see the Canadian guidelines for 
management of HIV-affected pregnancy, labour and delivery, and postpartum period.82 
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CANADIAN GUIDELINES ON SEXUALLY TRANSMITTED INFECTIONS 
(2008 UPDATE)

VI – SPECIFIC POPULATIONS 
 
PREGNANCY (Updated January 2010)
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Sexual Abuse in Peripubertal and Prepubertal Children	    3

The health care provider’s role is not to conduct a legal interview or obtain details of the 
abuse from the child, but rather to do the following:20

1.	 Take a pertinent medical history.
2.	 Ensure the physical and emotional well-being of the patient.
3.	 Treat or prevent illness or injury.
4.	 Accurately record spontaneous disclosure or volunteered information.
5.	 Obtain and document physical �ndings consistent with abuse or suspicions of abuse. 
6.	 Inform the child and caregivers about the medical outcome of the investigation.
7.	 Assist child protection and law enforcement agencies in their investigation.

History

When a health care provider suspects abuse, it is essential he/she take a pertinent medical 
history to satisfy the medical needs of the child and generate adequate information to assist child 
protection agencies. 

When direct referral to specialist referral centre is not possible (e.g., in remote areas), several 
methods may be used when asking young children about abuse.21 The child may also 
spontaneously provide information. If possible, the child should be interviewed alone, although 
the presence of a non-threatening caregiver may be appropriate. In addition, the parents/
guardians may provide a history of behavioural changes that may be relevant to the situation.

Physical exam

The following information is provided as a guide and may be useful when screening for 
the possibility of sexual abuse. A full evaluation should ideally be performed by a clinician 
experienced in this area.

Injuries requiring immediate attention should take precedence over any other examination. The 
physical examination should be explained to the child before it is performed and should not 
result in additional emotional trauma. 

A complete pediatric examination should be performed, with special attention paid to the growth 
parameters and sexual development of the child using Tanner staging (see Appendix H). Injuries 
and other evidence of abuse should be documented, including bruising, swelling and areas 
of tenderness. If the abuse has occurred within 72 hours, or if there is bleeding or acute 
injury, the examination should be performed immediately so that forensic specimens 
can be collected.2 After 72 hours has passed and when no acute injuries are evident, then the 
evaluation should be performed when convenient for the child and investigative team. 

Careful examination of all areas involved in sexual activity should be performed and notes made 
of any abnormalities. Examination of the genital and rectal areas may be aided by instruments 
that illuminate and/or magnify the area. In both sexes, the anus should be examined, and in 
females the hymenal opening should be examined. Digital and speculum examination is not 
usually necessary and should not be performed in prepubertal children. 
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A
abdominal pain x x x
Aboriginal x x
abortion  x

therapeutic x x
abstinence x x
abuse                        

sexual         x x x x x
substance x

aceto-whitening or 
aceto-acid testing x

acyclovir x x
adefovir x
adolescent x x x
alcohol x x x x
allergy x x                                     

cephalosporin x                      x
latex x

penicillin x x
alopecia x
amine odor whif testing x
amiodarone x
amoxicillin x x
amphotericin B x
ampicillin/sulbactam 
penicillin. x

amsel criteria x
anal x x x
anemia x
anogenital x x
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antibody                                           x x
antiHBc x x x
antiHBe x x x
antiHBs x x
anti-HIV x x x

anti-HSV x
homologous x

IgG x x
IgM x x

reactive in the newborn x
undetectable x x

antiemetics x
antimicrobial resistance 
(AMR) See resistance
appendicitis x
Argyll Robertson pupil x
arthralgia x
arthritis x
arti�cial insemination x
ASCUS. See cervical 
dysplasia
aseptic meningitis.  
See meningitis 
aspirate

bubo x x
epididymal x x

nasopharyngeal x x
vaginal x x

assault, sexual x x x x
asymptomatic x x x
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ataxia x
atovaquone x
azithromycin x x x
B
bacteria

aerobic x
anaerobic x
facultative x

bacterial vaginosis (BV) x x x x
balanitis x
bare-backing x
bartholinitis x
bathhouse x x x
Behçet Disease x
benzathine penicillin G. x x x
bichloroacetic acid x
bimanual exam x x x
biopsy x x

endometrial x x
prostatic x

vulvar x
bisexual x
bleach kits x
blood x x x x x x

donors x
blood culture x

boric acid x x
bowenoid papulosis x
breastfeeding x x x
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bubo see lymphadenop-
athy-inguinal
burrow ink test x
butoconazole x
C
c-reactive protein x
Campylobacter jejuni 
subsp. Jejuni x

Canadian Adverse Drug 
Reaction Monitoring 
Program

x

cancer x x
cervical x

vulvar x
candida x x
candidiasis x x x x

oroesophageal x
vulvovaginal x x x x

cannabis x
carcinoma x x
hepatocellular carcinoma x
CD4 x x x
cephalosporin x x
ce�xime x x x
cefoxitin x
ceftriaxone x x x
cervical discharge.  
See discharge
cervical dysplasia x x

atypical squamous cells 
of undetermined  

signi�cance (ASCUS)
x x x
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cervical intra-epithelial 
neoplasia (CIN) x

high-grade squamous 
intra-epithelial  

neoplasia (HSIL)
x

low-grade squamous  
intra-epithelial lesions (LSIL) x x

cervical motion tenderness x
cervix x x x

strawberry cervix x
cesarean section x x x
chancre x x
chancroid                 
(Haemophilus ducreyi) x x x x x

Child Protection Act x
chlamydia x x x x x
cholestasis x
CialisTM x
cipro�oxacine x x x
circuit parties x x
circumcision x x
cirrhosis x
Citizenship and  
Immigration Canada (CIC) x

clarithromycin x
clindamycin x x x
clotrimazole x x
clue cells x x
CO2 laser ablation x x
cocaine x x x
coliforms x
colposcopy x x x
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complement �xation (CF) x
condoms x x x x x
condyloma x

condylomata acuminata x x
condylomata lata x x

congenital syphilis.  
See syphilis
conjunctivitis x x
constipation x x
contraception x x x x
Correctional Service 
Canada (CSC) x

CSC Infectious Disease 
Surveillance System x

corticosteroids x x
counselling x

condom use x
harm reduction x x x

patient-centered x x
peer x

post-test x x x
counselling (cont’d) x

pre-test x x x
safer sex x x x

crack cocaine x
crotamiton x
cryotherapy x x
cryptosporidium x x
crystalline penicillin x
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Cytomegalovirus (CMV) x
D
dapsone x
dark-�eld microscopy x x x
depo-provera (Depo) x
dermatitis x x
diaphragm x
diarrhea x x
diplococci x x x x
direct �uorescent  
antibody (DFA) x x x

Disability Adjusted Life 
Years (DALY) x

discharge x x
anal/rectal x x

cervical x
eye x

nasal x
urethral x x x x
vaginal x x x x

doxycycline x x x
dyspareunia x x
dysphagia x
dysuria x x x
E
ectoparasitic  
infestations
pubic lice (Phtirus pubis) 

/ pediculosis pubis x x

scabies (Sarcoptes scabiei) x x x
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ectopic pregnancy  
See pregnancy
edema x x
efavirenz x x
electro-fulguration x
emergency contraception x x
endocarditis x
endometrial. See biopsy
endometriosis x
endometritis x x
enfuvirtide/ T20 x
enteritis x x
enuresis x
enzyme immunoassay (EIA) x x x
epididymitis x x x
epididymo-orchitis x x
erythema x x

fallopian tube x
meatal x

multiform x
vulvar x

erythromycin x x x
excision x x
extragenital inoculation x
F
famciclovir x
fever x x x x
�sting x x
Fitz-Hugh-Curtis syndrome x
�uconazole x x
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�ucytosine x
�uorescent treponemal 
antibody absorption 
(FTA-ABS) test

x x x x

forensic x x
four-glass localization test x
G
gamma hydroxybutyrate 
(GHB) x

gammaglobulin x
gastroenteritis x
genital herpes. See 
herpes simplex virus
genital ulcer disease (GUD) x x x
genital warts. See 
Human Papillomavirus
gentamicin x
giardia lamblia x
gonorrhea (Neisseria 
gonorrhoeae) x x x x

gram-negative x x x x
gram-positive x x
gram stain x x x x
granuloma inguinale 
(Klebsiella granulomatis) x x x

groove sign x
H
haemorragic proctitis x
harm-reduction. See 
counselling
Health Canada Special  
Access Program (SAP) x x
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hematochezia x
hematuria x
hemodialysis x x
Henoch-Schönlein purpura x
hepatitis A virus (HAV) x x x x x
hepatitis B immune 
globulin (HBIG) x x x

hepatitis B virus (HBV) x x x x x
hepatitis C virus (HCV) x x x x x
hepatosplenomegaly x
heroin x
Herpes Simplex Virus (HSV) x x x x x
heterosexual x x x
highly active antiretroviral 
therapy (HAART) x x

HIV/AIDS x x x x x x
homophobia x
human papilloma  
virus (HPV) x x x x

warts (anal, genital, oral) x x x
Hutchinson�s teeth x
hydrocele x
hydroxyzine x
I
imiquimod x x
immigrants x x
incarceration x x
infantile hypertrophic 
pyloric stenosis (IHPS) x

infertility x x
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inguinal nodes x x x
injection drug use (IDU) x x x
interferon x

alpha x x
beta x

PEG interferon alpha x
Internet x x x x
interstitial

cystitis x
keratitis x

intradermal nevi x
intrapartum.  
See pregnancy
intrauterine device (IUD) x x
itraconazole x
J
Jarisch-Herxheimer 
reaction x x

K
Kaposi sarcoma x
ketamine x
ketoconazole x
L
laboratory testing methods x
lactating x x x
lactobacilli x x
lamivudine (3TC) x
laparoscopy x x
LevitraTM x
lidocain x
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Lindane( gamma  
benzene hexachloride) x x

LSD x
lymph node x x x
lymphadenopathy x x x

femoral x x
inguinal x x

lymphogranuloma 
venereum (LGV) x x x x x

M
macrolides x
malaise x x
medico-legal x x x
men who have sex with 
men (MSM) x x x x x

meningitis x
aseptic x

uncommon x
methadone x
methamphetamine            
(crystal meth) x x

methylenedioxy- 
methamphetamine 
(MDMA, ecstasy)

x x

metronidazole x x
miconazole x x
microhemagglutination 
for Treponema pallidum         
(MHA-TP)

x x x x

microimmuno�uorescence 
(MIF) x x
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micropapillomatosis la-
bialis / vestibular papillae x x

microsporidium x
minocycline x
miscarriage x
Mobiluncus sp. x
molluscum contagiosum x
monogamy

mutual x
serial x

Motherisk x
motivational interviewing x x
mucopurulent

discharge, cervical x x x
discharge, rectal x

discharge, urethral x x
exudates x

Mueller Hinton agar x
mutliplex polymerase 
chain reaction (M-PCR) x

myalgia x x
Mycobacterium avium 
complex (MAC) x

Mycoplasma
genitalium x

hominis x
N
National Microbiology 
Laboratory (NML) x x

nausea x x
needle-exchange x x
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neoplasia x
neurosyphilis. See syphilis
nevirapine x x
newborn/neonate x x x x
NIH-NIDDK classi�cation 
of prostatitis syndromes x

nocturia x
nonoxynol-9 (N-9) x x x
non-treponemal test (NTT) x x x x
nor�oxacin x
notification

partner x x x x
nucleic acid  
amplification test (NAAT) x x x x

polymerase chain  
reaction (PCR) x x x x

nystatin x x
O
ocular in�ammatory 
disease x

o�oxacin x x
ophtalmia neonatorum x x
oral contraception x x x
oral sex x x x x

oral-anal x x
oral-genital x x x

osteochondritis x
P
p24 antigen testing x
P. aeruginosa x
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papanicoulau (pap 
smear, pap test) x x x x

anal x
pearly penile papules x x
pediatric examination x
pediculocide x
pelvic in�ammatory 
disease (PID) x x x x

pentamidine x
perihepatitis x x
perinatal x x
permethrin x x
pharynx x x x x
Pneumocystis Jiroveci 
pneumonia (PCP) x

pneumonia x x
pneumonitis x x
podo�lox/ podophyllotoxin x x
podophyllin x x
point of care tests (POC) x x x
polymerase chain reaction 
( PCR). See nucleic acid 
ampli�cation test
polymorphonuclear 
leukocytes (PMN) x x x

portal hypertension x
pregnancy x x x x

ectopic x x
intrapartum x

premature rupture of 
membranes (PROM) x x

prenatal visit x x
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preterm labour x x
prevention x x x x

primary x x x
secondary x x

primary care x x
procaine penicillin x
proctitis x x
proctocolitis x x
proctoscopy x x
prodrome x x
prophylaxis x x

postexposure (PEP) x x x
pre-exposure x

prostatitis x
prostatodynia x
pruritus x x
pseudomembranous 
colitis x

pseudomonas x
pyoderma x x
pyrethrin-piperonyl 
butoxide x x

Q
quinolones x x x
R
rape x
rapid HIV testing x
rapid plasma reagin (RPR) x x x x
rave x x x
rectal x x x
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refugee x
reinfection x x x x
Reiter syndrome x
reportable STIs x x x x
resistance x x

antimicrobial x x
resistance (cont’d) x x

azithromycin x
metronidazole x

penicillin x
quinolone x x x x

restriction fragment length 
polymorphism (RFLP) x x x

retinitis x
ribavirin x
rifabutin x
risk assessment x x
ritonavir x
S
sadomasochism (S&M) x
safe injection sites x
SAP. See Health Canada 
Special Access Program
saquinavir x
sebaceous glands x
sepsis x x
seroconversion x
serology x x x x
serovar x x x
sex toys x x x x
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sex workers x x x x
sigmoidoscopy x
skin tags x
spectinomycin x x
speed x
spermicide x x
stavudine (d4T) x x
stigma x
stillbirth x
strand displacement 
ampli�cation (SDA) x

street youth x x x
stricture x x

urethral x
substance abuse x
substance use x x
sulfamethoxazole x x
sulphur x
synovial �uid x
syphilis x x x x x

congenital x x x
early latent and late latent x x x

neurosyphilis x
primary syphilis x x x

secondary  syphilis x x x x
tertiary syphilis x

T
tattoo x x x
tenesmus x
tenofovir x
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terconazole x
test of cure x x x
testicular x x x

torsion x
tetracycline x x x
thioglycolate hemin-
based transport media x

topical therapy x x x
Toxoplasma gondii x
traditional medicine x
transcription-mediated 
ampli�cation (TMA) x

transgendered x
travel x x x x
travellers x
Treponema pallidum 
particle agglutination 
(TP-PA)

x x x x

treponemal test x x x x
trichloroacetic acid x x
trichomoniasis                 
(Trichomonas vaginalis) x x x x x

trimethoprim - sulfame-
thoxazole (TMP-SMX) x x

tubal factor infertility x
tuberculosis x x
Mycobacterium tuberculosis x
two-glass pre and post 
massage screening test x

typhoid fever (Salmonella 
enterica serotype typhi) x

Tzanck smear x x
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U
ulcer x x x x
Ureaplasma urealyticum x
urethral x x x x
urethritis x x x x
urinary tract infection (UTI) x
urine x x x x x
U.S. National Institutes of 
Health-Chronic Prostatitis  
Symptom Index

x

uveitis x
V
vaccine

hepatitis A virus x x x
hepatitis B virus x x x

herpes simplex virus x
human papilloma virus x

vaginal x x x x
vaginal bleeding x
valacyclovir x
Venereal Disease Research 
Laboratory (VDRL) x x x x

vertical transmission x
vesicle x x x
ViagraTM x
viral load x x x x
viral shedding

asymptomatic x x
mucosal x

viremia x
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vomiting x x x x
vulvar intra-epithelial 
neoplasia (VIN) x x

W
western blot x x
wet-mount x x x
white blood cell (WBC) x
window period x x x
women who have sex 
with women (WSW) x

Y
young adults x
youth x
Z
zidovudine (AZT) x x
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