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SEXUAL ABUSE IN PERIPUBERTAL AND
PREPUBERTAL CHILDREN

Background

Canadian Law regarding Age of Consent to Sexual Activity (at the time of
publication)

Canadian law is fairly nuanced in respect to defining the points at which sexual activities involving
persons under the age of 18 become criminal offences.! Depending on the circumstances,

any form of touching for a sexual purpose can constitute an offence. Consent is the key factor
in determining whether any form of sexual activity is a criminal offence. The law recognizes
some minors as having the ability to consent, in some situations. Generally speaking, persons
over 14 are recognized as being able to give consent to participate in sexual activities, unless
the activities are taking place in a relationship where one participant has some authority over

or is in a position of trust in relation to the other person, where there is dependency, or where
there is exploitation of one participant by the other. The Criminal Code provides a “close in age”
exception: a 12 or 13 year old can consent to engage in sexual activity with another person
who is less than two years older and with whom there is no relationship of trust, authority,
dependency, or exploitation. Children under 12 do not have the legal capacity to consent to any
form of sexual activity.

Definition

The definition of sexual abuse varies, but involves all sexual acts that the child cannot
comprehend, for which the child is not developmentally prepared and/or cannot give consent to,
and/or that violates the law.? Activities may range from fondling to penetration. For the purpose
of these guidelines, as is relevant to the potential transmission of sexually transmitted infections
(STls), the definition will include complete or partial penetration by a penis of the mouth, anus
and/or vagina, although it is noted that contact of the mouth with the external genitalia or anus
could potentially transmit herpes simplex virus (HSV) infections.

In addition, for the purpose of these guidelines, peripubertal refers to individuals aged 11-13 and
prepubertal to individuals less than 11 years of age.

Epidemiology

It is difficult to accurately estimate the prevalence of sexual abuse due to underreporting. The
reported prevalence varies from study to study, depending on a number of factors. This form
of abuse affects children of all ages, socioeconomic classes and geographic locations.®> Some
studies estimate that approximately 1% of children experience some form of sexual abuse each
year, resulting in sexual victimization of 12-25% of girls and 8-10% of boys by age 18.* The
perpetrator may be a member of a child’s family or a complete stranger, but in either case the
abuser is often an adult male (adolescents may be the perpetrators in as many as 20% of all
cases). Boys may be abused as often as girls, but they are less likely to report the abuse.

The Canadian Incidence Study of Reported Child Abuse and Neglect® estimated that 135,573
child maltreatment investigations were carried out in Canada in 1998, an annual incidence rate
of 21.52 investigations per 1,000 children. Ten percent (15,614 or 2.48 investigations per 1,000
children) of these investigations involved sexual abuse as the primary reason for investigation.



Of these, an estimated 2,742 child investigations involved allegations of oral, vaginal or anal
sexual activities. Non-parental figures were most often investigated in sexual abuse cases, with
non-parental relatives representing 28%, biological fathers 15% and stepfathers 9% of all cases.
Seven percent of sexual abuse investigations involved mothers as alleged perpetrators (5%
biological mothers and 2% stepmothers). Sixty-eight percent (~9,813 cases) involved female
children, with adolescent females aged 12-15 accounting for 21% of investigations and girls 4-7
years accounting for 23%.

Multiple factors affect the risk of transmission of infection with sexual abuse, including
the following:®-°

» Prevalence of STls within the local population.

» Type of sexual activity: the risk of STI transmission with penile-rectal penetration is greater than
penile-vaginal penetration, which is greater than penile-oral penetration etc.

» Degree of trauma: injuries to the genital tract are more common in children.

» Sexual maturity of the child: altered susceptibility to STls due to maturational differences in the
genital tract.

o Lack of use of barrier contraception.
» Multiple episodes of abuse.

Prevention

Children should be screened throughout childhood, during routine visits to health care
providers’ offices, for evidence of sexual abuse. Children who may be at higher risk include
those with developmental, behavioural and medical problems.'®'" Health care providers should
also be aware that recognizing and reporting child sexual abuse is the most effective means of
preventing further abuse, reactive abuse and pedophilia.'’>®

Evaluation

Sexually abused children may present in many ways. They may present alone or with their
parents for evaluation of alleged sexual abuse. They may present at a health care provider’s
office with an unrelated complaint and then disclose abuse. The health care provider may even
suspect abuse during a routine visit, highlighting the need for vigilance, because abuse may
present in ways that may be so non-specific that the problem may not be considered.'®-'® Rectal
or genital bleeding, the presence of STls and developmentally unusual sexual behaviour are
some of the more specific signs of sexual abuse.’®

Victims of sexual assault may be reluctant to disclose that they have been sexually assaulted for
a variety of reasons, including being coerced into secrecy, fear of not being believed or fear of
retribution. In some instances, children may not recognize that abuse has taken place.

Assessment and follow-up of children who are victims of sexual abuse should be carried
out with great sensitivity and ideally with the direct involvement of experienced teams or
services (see Appendix G). When direct referral cannot be made (e.g., in remote areas),
every effort should be made to consult with the nearest referral centre.

Health care providers who suspect the occurrence or possibility of sexual abuse should inform
the parents/guardians in a calm, non-accusatory manner.?2 Health care providers need to be
aware of local reporting requirements (see Reporting and Partner Notification, below).



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:?°

Take a pertinent medical history.

Ensure the physical and emotional well-being of the patient.

Treat or prevent illness or injury.

Accurately record spontaneous disclosure or volunteered information.

Obtain and document physical findings consistent with abuse or suspicions of abuse.
Inform the child and caregivers about the medical outcome of the investigation.
Assist child protection and law enforcement agencies in their investigation.
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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.?' 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.? 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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Specimen Collection and Laboratory Diagnosis

For prepubertal children, the decision to perform testing should be done on an individual basis.
The following situations put the child at higher risk for STls and are indications for testing:??

» The child has symptoms or signs of an STl (e.g., vaginal discharge or pain, genital itching or
odour, urinary symptoms, genital ulcers or lesions).

o The suspected assailant is known to have an STl or to be at risk for an STI.
» Another child or adult in the household is known to have an STI.

» The prevalence of STls in the community is high.

» There is evidence of genital, oral or anal penetration.

If testing is warranted, an experienced clinician (ideally one involved with a referral
centre) should be consulted; the testing procedures described below are intended as a guide
and for information only.

Minimal investigation should include testing for Neisseria gonorrhoeae and Chlamydia
trachomatis, and if genital ulcers are present, for herpes simplex virus and syphilis. The genital
organs of female infants, children and adolescents vary significantly from those of adults,
influencing the microbiological flora of the genital tract and sampling sites for screening.
Sampling sites need to be specific for the sexual maturity of the young person. Speculum
examinations should not be performed on prepubertal children.

The health care provider may elect to use several techniques, including the use of small swabs
(such as urethral or ear, nose and throat swabs) moistened with sterile saline for transhymenal
vaginal sampling. Placing the child in the prone knee-chest position allows cultures to be taken
without touching the hymen and causing pain and without the child being alarmed by the sight
of the swab.?® Vulvar or vaginal washings are also suitable (see Table 7).

All specimens for forensic evidence should be collected by professionals experienced
in these procedures and should follow established regional/local protocols (see
Appendix F).

It should be noted that most forensic kits do not contain tests for STIs or blood-borne
pathogens. They are useful in the identification of semen or other body fluids, forensic DNA
analysis, microscopic hair examination, textile damage assessment and examinations involving
fibres and other types of trace evidence. These, in turn, may be used to establish that some
form of association occurred between the victim and the accused, that sexual contact occurred
and/or that the assault was violent or forceful, thereby indicating lack of consent. All isolates and
specimens should be retained in case additional or repeated testing is required.
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Table 1. Initial visit: prepubertal children

Specimen type by gender Condition or organism to be detected

Boys and Girls e A molecular diagnostic test, preferably a NAAT, should be

Urine

e First-catch urine (10—20 mL)
after not voiding for 2 hours

collected for gonorrhea and chlamydia. This test is generally
more sensitive than genital culture and may be acceptable
for medico-legal purposes if confirmed by a second set of
primers or, in some cases, a second test sent to another
laboratory

Postexposure NAAT testing can be taken at the time of
presentation, without needing to wait for 48 hours after
exposure; this is based on expert opinion, which assumes
that NAATs are able to detect inoculum (DNA or RNA).

Girls

Vagina, vestibule or discharge

(if present)

e 1 urethral swab,
premoistened with
sterile water (to minimize
discomfort)*

e \/aginal wash' technique
preferred to multiple vaginal
swabs if NAAT used for
Chlamydia trachomatis and
Neisseria gonorrhoeae

Gram stain, if available, for abnormal bacterial flora, bacterial
vaginosis, candidiasis, gonorrhea should be taken

Molecular diagnostic tests, especially NAATs, are more
sensitive than culture for C. trachomatis and
N. gonorrhoeae

Cultures have been the preferred method for medico-legal
purposes, but NAATs may be acceptable if positive results
are confirmed by a second set of primers or, in some cases,
a second test sent to another laboratory

If available, both tests (culture and NAAT) should be taken

If available, wet mount and/or culture for T. vaginalis should
be taken

Since culture tests collected <48 hours after exposure may
be falsely negative, they should be repeated 1-2 weeks
after exposure if prophylaxis is not offered; a postexposure
NAAT can be taken at the time of presentation without
waiting for 48 hours; this is based on expert opinion, which
assumes that NAATs are able to detect inoculum (DNA or
RNA).

*Vaginal specimens can be taken without a speculum in a relaxed child as long as the hymenal ring is not
touched. A small swab, (e.g., urethral swab) is preferred. Speculum examination is only rarely required, and in
prepubertal females requires consultation with a specialist or may require a general anesthetic.

TVaginal washes are performed by instilling 1.5-2 mL of sterile, preservative-free normal saline at room
temperature into the vagina via a modification of the method described by Pokorny and Stormer.?#2° The
tubing from a 25 mm butterfly needle, with the needle and butterfly wings removed, is inserted into the
distal end of a No. 8 bladder catheter. This assembly is then attached to a 3 mL syringe by the end of the
butterfly tubing. This system allows for aspiration of the vaginal contents without the end of the butterfly tube
becoming occluded by the vaginal walls. The normal saline and vaginal discharge fluid are then aspirated

from the vagina.




Table 1. Initial visit: prepubertal children (continued)

Specimen type by gender Condition or organism to be detected

Boys e Gram stain for gonococcal urethritis should be taken
Meatus e Molecular diagnostic tests, especially NAATs, are more
e 1 urethral swab sensitive than culture for C. trachomatis and
premoistened in sterile N. gonorrhoeae
water for meatal specimen; e Cultures have been the preferred method for medico-legal
intraurethral specimen not purposes, but NAATs may be acceptable if positive results
recommended are confirmed by a second set of primers or, in some cases,

a second test sent to another laboratory
e [f available, both tests (culture and NAAT) should be taken

e |f available, wet mount and/or culture for T. vaginalis should
be taken

Since culture tests collected <48 hours after exposure may
be falsely negative, they should be repeated 1-2 weeks
after exposure if prophylaxis is not offered; a postexposure
NAAT can be taken at the time of presentation without
waiting for 48 hours; this is based on expert opinion, which
assumes that NAATs are able to detect inoculum (DNA or

RNA).
Pharynx e N. gonorrhoeae culture should be taken
e 1 swab e Test for C. trachomatis by culture if available; note that

organisms can be detected in oropharynx from perinatal
transmission for up to 6 months following birth

e No approved NAAT for throat specimens

Rectum e N. gonorrhoeae and C. trachomatis culture should be taken;
e 1-2 swabs no approved NAATs at present

e HSV culture should be taken (if inflammmation present)

Genital ulcers e HSV culture should be taken

e 1 swab e Treponema pallidum direct test should be taken (see
Syphilis chapter)

HSV=herpes simplex virus



Table 1. Initial visit: prepubertal children (continued)

Specimen type by gender Condition or organism to be detected

Serologic specimens Syphilis
e Consider screening test(s) for syphilis*

e Syphilis tests should be repeated at 12 and 24 weeks after
exposure. In some instances (e.g., high-risk assailant; see
the Syphilis chapter) and in areas experiencing outbreaks
of syphilis, it may be appropriate to repeat tests 2—4 weeks
post-assault

Hepatitis B
e |f the child is known to be immune to hepatitis B (HBsAb
=10 IU/L) or HBsAg-positive, then no testing is required

¢ Baseline antibodies to HBsAg should be collected when
hepatitis B immune status is unknown

HIV
e Baseline HIV antibody testing should be collected

e HIV antibody testing should be repeated at 6, 12 and 24
weeks following significant exposures

Hepatitis C

e Baseline HCV antibody is optional, since transmission of
HCV is low via sexual contact. It may be considered if the
(alleged) perpetrator(s) is/are at high risk for hepatitis C (e.g.,
known injection drug user[s]) and significant trauma has
occurred with the assault

e |f baseline testing has been performed and is negative, HCV
antibody testing should be repeated at 12 and 24 weeks
following significant exposures

HBsAb=hepatitis B surface antibody

HBsAg=hepatitis B surface antigen

HCV=hepatitis C virus

FBaseline screening for syphilis should be considered in areas with high prevalence or regional outbreaks
of syphilis, foreign-born children, parents/family members/perpetrators diagnosed with syphilis and children
diagnosed with another ST1.2°
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Table 2. Implications of a diagnosis of STIs for a diagnosis of sexual abuse?°

Incubation period of Probability of Mother-to-child transmission
infection abuse
Gonorrhea: 2—7 days Strong; probable if Can be seen in children from
child >1 year 0-6 months of age
Chlamydia: 1-3 weeks, but up | Probable; strong if Can be seen in children up to 3 years
to 6 weeks child >3 years of age
HSV: 2-14 days Probable Can be seen in children up to
3 months of age
Trichomoniasis: 1-4 weeks Strong if child >6 Can be seen in children 0-6 months
months of age
HPV: =1 month Possible; probable if Can be seen in children from
>2 years 0-2 years of age
Syphilis: up to 90 days Strong Must be excluded
HIV: up to 6 months, but the Possible Must be excluded
majority seroconvert within
4-12 weeks
Hepatitis B: up to 3 months Possible Must be excluded

HSV=herpes simplex virus
HPV=human papillomavirus

Management and Treatment

Considerations for prophylaxis

» Offer prophylaxis if:
- The patient presents within 48 hours after an assault.
- Itis requested by a parent/patient/guardian.

- The patient is at high risk for an STl (see Specimen Collection and Laboratory Diagnosis,
above).

« |t should be noted that the efficacy of antibiotic prophylaxis has not been studied in sexual
assault; prophylaxis should be as recommended for treatment of specific infections. See
chapters on specific infections for more information.
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Table 3. Recommended prophylaxis for uncomplicated urogenital infections
See chapters on specific infections for alternate treatment choices and non-genital infections

Sexually Recommended prophylaxis

transmitted
infection

Gonorrhea e <45 kg: cefixime 8 mg/kg PO in a single dose (max 400 mg PO)*t [A-/]
e >45 kg: cefixime 400 mg PO in a single dose*" [A-/l]

Chlamydia e <45 kg: azithromycin 15 mg/kg PO in a single dose (max 1 g) [A-/]
e >45 kg: azithromycin 1 g PO in a single dose [A-/]

Trichomoniasis e Treat only if positive for trichomonas

e <45 kg: metronidazole 30 mg/kg/day PO divided every 6-12 hours for
1 week [B-ll]

e >45 kg: metronidazole 2 g PO as a single dose®’ [A-I]

Syphilis ¢ Prophylaxis with azithromycin (given for prophylaxis against chlamydia) is
no longer considered to be effective against incubating syphilis in light of
the recent emergence of syphilis resistant to azithromycin. Prophylaxis
with other agents may be considered if the patient is unlikely to return

or there is a potentially high-risk source in an area experiencing an
outbreak of infectious syphilis (see Syphilis chapter for more information)

e |f the child subsequently has reactive syphilis serology, he/she should be
retreated with a recommmended treatment for syphilis

* Cefixime should not be given to persons with cephalosporin allergy or a history of immediate and/or
anaphylactic reactions to penicillins.

TTreatment for gonorrhea should be accompanied by treatment for chlamydia unless a NAAT is negative for
chlamydia.
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Table 3. Recommended prophylaxis for uncomplicated urogenital infections

(continued)

Sexually

transmitted
infection

Hepatitis B

Recommended prophylaxis

e Prophylaxis for hepatitis B should be considered in all cases of sexual
assault/abuse where the sexual acts have included anal or vaginal
penetration or oral-anal contact without a condom, or if condom status
is unknown and the source is not immune to hepatitis B (see Table 7).
Oral-genital and oral-oral contact do not appear to be significant modes
of transmission?®

e Recommended prophylaxis as outlined in the Canadian Immunization
Guide, 2002,%° includes the following:
— HBIG 0.06 mL/kg IM up to 14 days after exposure
— A 3-dose course of hepatitis B vaccine at 0, 1 and 6 months following
exposure or on an accelerated schedule

Hepatitis C

e No PEP available

HIV

e HIV PEP is recommended when the assailant is known to be HIV-
infected and significant exposure has occurred (e.g., oral, anal and/or
vaginal penetration without a condom or condom status unknown/
broken)=°

* PEP may also be available on a case-by-case basis for other high-risk
exposures (e.g., source a known injection drug user, multiple assailants
and/or significant injury) and vaginal, anal or oral penetration has
occurred

e Recommendations vary by province, and the decision to offer PEP
should be made in conjunction with a pediatric HIV specialist

e |[f HIV PEP is used, it should be started as soon as possible — no later
than 72 hours after the assault — and continued for 28 days®°

HBIG = hepatitis B immune globulin; PEP = postexposure prophylaxis

Pregnancy

» See the Pregnancy section in the Sexual Assault in Postpubertal Adolescents and Adults

chapter.




Other management issues

Appropriate referral should be made as necessary and available (e.g., to child protection
authorities, sexual assault teams, local police/Royal Canadian Mounted Police, psychological
support, local victim support organizations etc.).

Consideration should be given to assessing other children in the family or setting where the
abuse is thought to have occurred, as it is not unusual to find other children who have also been
sexually abused.®

If the patient is sexually active, advise of the need to practice safer-sex or abstain from sexual
intercourse until infection has been ruled out and/or prophylaxis is complete.

Offer tetanus toxoid if relevant (e.g., dirty wounds/abrasions sustained outdoors) and the child’s
immunization schedule is not up to date.

Reporting and Partner Notification

Every province and territory has statutes in place that require the reporting of child
abuse. Although the exact requirements may differ by province/territory, health care
professionals should be aware of local reporting requirements and procedures with respect to
child abuse and other acts of maltreatment. If reasonable cause to suspect child abuse exists,
local child protection services and/or law enforcement agencies must be contacted promptly.

All persons named as suspects in child sexual abuse cases should be located and
clinically evaluated; prophylactic treatment may or may not be offered and the decision
to treat or not should be based on history, clinical findings and test results (See Sexual
abuse in Peripubertal and Prepubertal Children chapter).

An individual with a confirmed notifiable STI should be reported to provincial/territorial authorities
as appropriate.

Partner notification of individuals found to be infected with an STl should follow the
recommendations in the relevant chapter.

Follow-up

Follow-up tests of cure are recommended for all curable STls identified in peripubertal
and prepubertal children. Follow-up will vary depending on the type of test performed and
the type and duration of treatment given. In general, nucleic acid amplification tests should be
repeated 3—4 weeks after completion of treatment and culture tests 4-5 days after completion
of treatment.

If no prophylaxis was taken, follow-up should be arranged for 7-14 days after the original visit to
review available laboratory test results and repeat an STl screen to detect infections acquired at
the time of the assault that were not detected at the initial examination.

If empiric prophylactic therapy was given, follow-up should be arranged at 3—4 weeks.

Arrange follow-up serologic testing for HIV, hepatitis B and C, and syphilis as required (see Table 7).
Review mental state and arrange appropriate referral to mental health services if necessary.
Psychological and social support should also be offered to affected family members.
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SEXUAL ASSAULT IN POSTPUBERTAL
ADOLESCENTS AND ADULTS

Definition

The definition of sexual assault varies but involves all non-consensual sexual acts, ranging

from fondling to penetration. For the purpose of these guidelines, as is relevant to the potential
transmission of sexually transmitted infections (STls), the definition will include complete or partial
penetration by a penis of the mouth, anus and/or vagina, although it is noted that contact of the
mouth with the external genitalia or anus could potentially transmit herpes simplex virus (HSV)
infections.

Epidemiology

Both females and males of any age may be affected by sexual assault. Incidence varies by
geographic location and appears, in some studies, to have a seasonal distribution, with peaks
occurring in the summer.? In the majority of assaults, the victims are young females, but 5-6%
of assaults are reported among males.® Assaults by acquaintances have been estimated to
occur at least as often as assaults by strangers and may be underreported.

Canadian data show that 16% of all women (1.7 million) have been involved in at least one
incident of sexual or physical assault by a date or boyfriend by the age of 16, and 24% of women
18-24 years had been sexually and/or physically assaulted by a date or boyfriend.® According to
Canadian crime statistics, male-against-female violence was the most common type of overall
violence but the least likely to involve a stranger.® In 76.8% of reported cases, the woman knew
her assailant. In 28.9% of reports, the woman was assaulted by her spouse/ex-spouse.

Gonorrhea, chlamydia and trichomoniasis are the most frequent infections identified in women
who give a history of sexual assault.”° The peak age incidence of sexual assault victims
corresponds with the peak age incidence of many STls, so their presence does not necessarily
indicate acquisition as a result of the assault.?

Prevention

Most sexual assaults cannot be prevented, but becoming aware of situations that can make
sexual assault more likely and taking preventative steps is of primary importance. Such steps
can include measures to remain safe (i.e., at home or while driving), and the avoidance of
situations whereby a perpetrator may use alcohol or drugs to impair the victim’s ability to resist
the assault.

Sexual Assault in Postpubertal Adolescents and Adults 1



Evaluation

Victims may be reluctant to disclose that they have been sexually assaulted for a variety of
reasons, including fear of becoming involved in the criminal system; fear of not being believed or
fear of retribution; feelings of guilt, shame or self-blame; or a desire to forget the event. Despite
this reluctance to disclose events surrounding the assault, these victims may present for medical
attention because of concerns about pregnancy, STls or injury.'® In addition, they may present
with post-traumatic stress, depressive symptoms, alcohol or substance abuse, or self-harm."

Assessment and follow-up of sexual assault victims should be carried out with
great sensitivity and in conjunction with local teams or services experienced in the
management of victims of sexual assault.

Documentation

Clear and complete documentation of history, physical examination findings and specimen
collections should be made.

History

History taking should include the date, location and time(s) of the assault(s); what is known about
the (alleged) perpetrator(s) (e.g., relationship to the victim, known injection drug use etc.); orifice(s)
that have been penetrated and condom use; sexual history before and after the assault; past
medical history (e.g., gynecological, menstrual and contraceptive history); current medications;
immunization history; if a shower or bath was taken after the assault; if clothing was changed;
and available support systems for the patient. Extensive interviewing about the details of the
assault should be left to law-enforcement agencies, as this may adversely affect the forensic
interview.

Physical exam

Injuries requiring immediate attention should take precedence over any other examination.
|deally, the patient should be asked to disrobe completely, and if forensic specimens are to be
collected, this should be done while standing on an open sheet (to collect evidence that may fall
off). All clothing worn during the assault should be collected in separate labelled plastic bags.
The patient should put on a gown so that a complete examination for bruises and other injuries
can be performed. All injuries (including those seen on genital examination) should be accurately
documented on body-map diagrams. It is important to look for petechial hemorrhages on the
palate if there was a history of forced oral penetration. Colposcopy and photography rarely
provide any useful information and may produce unnecessary distress.”'?
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Specimen Collection and Laboratory Diagnosis

The decision to obtain genital or other specimens for the diagnosis of STls or blood-borne
pathogens (BBPs) should be made on a case-by-case basis. Since baseline diagnostic testing
for STls and BBPs facilitates optimum medical management of the victim, this is strongly
recommended whenever possible. It may be appropriate, however, to inform the individual that
the results of any test for an STI will become part of his/her medical record, and in the case of a
sexual assault could be brought into evidence in a court proceeding.

Wherever possible, baseline screening for common STls should be performed due to the
significant incidence of pre-existing STls among women who present after sexual assault

and the smaller but significant incidence of acquisition of STls resulting from rape. Baseline
testing also facilitates recommended follow-up (e.g., test of cure in pregnant women) if an STI
is identified. When it is not possible to screen for all STls, a minimal investigation should include
testing for Neisseria gonorrhoeae and Chlamydia trachomatis.

Speculum examination should be performed in females, including postpubertal females,
whenever possible. If it is not possible to pass a speculum, blind vaginal sampling, together with
urethral and/or urine nucleic acid amplification tests (NAATSs), are advised.

Wherever possible, the (alleged) perpetrator(s) should also be screened.

All specimens for forensic evidence should be collected by professionals experienced in
these procedures and should follow established regional/local protocols (see

Appendix F). It should be noted that most forensic kits do not contain tests for STls or BBPs.
They are useful in the identification of semen or other body fluids, forensic DNA analysis,
microscopic hair examination, textile damage assessment and examinations involving fibres

and other types of trace evidence. These, in turn, may be used to establish that some form

of association occurred between the victim and the accused, that sexual contact occurred
and/or that the assault was violent or forceful, thereby indicating lack of consent. All isolates and
specimens should be retained in case additional or repeated testing is required.
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Table 1. Initial visit: postpubertal children/adolescents/adults

Sexually Recommended specimen type

transmitted

infection

Gonorrhea e Gram stain (for Gram-negative intracellular diplococci) if available,
(see Gonococcal should be taken

Infections chapter) e Culture from all penetrated (partially or fully) orifice(s) and urethra in

males and females should be taken

e A molecular diagnostic test, preferably a NAAT, should also be
performed on specimens collected from the urethra (males),
endocervix/urethra (females), urine (males and females), as
appropriate. This test is generally more sensitive than genital culture
and may be acceptable for medico-legal purposes if confirmed by
a second set of primers or, in some cases, a second test sent to
another laboratory. Note that a NAAT should not be performed on
pharyngeal specimens, and referral to the manufacturer’s guidelines
is recommended for testing of rectal specimens

Since culture tests collected <48 hours after exposure may be falsely
negative, they should be repeated in 1-2 weeks after exposure if
prophylaxis is not offered; a postexposure NAAT can be taken at

the time of presentation without waiting for 48 hours; this is based
on expert opinion, which assumes that NAATs are able to detect
inoculum (DNA or RNA).

Chlamydia e Molecular diagnostic tests, especially NAATs, are more sensitive than
culture and should be performed whenever possible on urine (males

(see Chlamydial and females), urethral (males) or cervical (females) specimens. Urine

Infections chapter) testing may make testing more acceptable to some individuals

Cultures have been the preferred method for medico-legal purposes,
but NAATs may be acceptable if the positive results are confirmed
by a second set of primers or, in some cases, a second test sent to
another laboratory. NAATs have not been adequately evaluated for
throat and rectal specimens

If available, both tests (culture and NAAT) should be performed

Since culture tests collected <48 hours after exposure may be
falsely negative, they should be repeated 1-2 weeks after exposure
if prophylaxis is not offered; a postexposure NAAT can be taken at
the time of presentation without waiting for 48 hours; this is based
on expert opinion, which assumes that NAATs are able to detect
inoculum (DNA or RNA).

NAAT = nucleic acid amplification test



Table 1. Initial visit: postpubertal children/adolescents/adults (continued)

Sexually Recommended specimen type

transmitted

infection

Trichomoniasis e |f available, wet mount and/or culture for Trichomonas vaginalis
Syphilis e A non-treponemal test (e.g., RPR, VDRL) and a treponemal test (e.g.,

(see Syph///s Chapter) TP-PA) should be performed

e Both the treponemal and non-treponemal tests should be repeated
at 12 and 24 weeks after exposure. In some instances (e.g., a high-risk
assailant; see Syphilis chapter) and in areas experiencing outbreaks of
syphilis, it may be appropriate to repeat tests 2-4 weeks post-assault

Hepatitis B e [f the individual is known to be immune to hepatitis B (anti-HBSs[IP10
IU/L) or HBsAg-positive, then no testing is required

® Baseline antibodies to HBsAg should be collected when hepatitis B
immune status is unknown

HIV e Baseline HIV antibody testing should be performed

e HIV antibody testing should be repeated at 6, 12 and 24 weeks
following significant exposures

Hepatitis C ¢ Baseline HCV antibody is optional, since transmission of HCV is
low via sexual contact. Testing may be considered if the (alleged)
perpetrator(s) is/are at high risk for hepatitis C (e.g., known injection
drug user[s]) and significant trauma has occurred with the assault

e |f baseline testing is performed and is negative, HCV antibody
testing should be repeated at 12 and 24 weeks following significant
exposures

anti-HBs = hepatitis B surface antibody

HBsAQ = hepatitis B surface antigen

HCV = hepatitis C virus

RPR = rapid plasma reagin

TP-PA = Treponema pallidum particle agglutination
VDRL = Venereal Disease Research Laboratory



Management and Treatment

Considerations for prophylaxis

» Offer prophylaxis if:

Unsure that the patient will be returning for follow-up.

It is known that the assailant is infected with a specific STI.
It is requested by the patient/parent/guardian.

- The patient has signs or symptoms of an STI.

 |n addition, it may be appropriate to routinely offer prophylaxis in situations where vaginal, oral or
anal penetration has occurred, because most sexual assault victims do not return for follow-up
visits, 81814

« |t should be noted that the efficacy of antibiotic prophylaxis has not been studied in sexual
assault; prophylaxis should be as recommended for treatment of specific infections (see
chapters on specific infections for more information).

Table 2. Recommended prophylaxis for uncomplicated urogenital infections
(See chapters on specific infections for alternative treatment choices and non-genital infections.)

Sexually Recommended prophylaxis
transmitted
infection
Gonorrhea ® Non-pregnant adults
— Cefixime 400 mg PO in a single dose* [A-/]
OR

— Ciprofloxacin 500 mg PO in a single dose' [A-I]

e Pregnant adults
— Cefixime 400 mg PO in a single dose* [A-/]

Chlamydia e Non-pregnant adults

— Azithromycin 1 g PO in a single dose if poor compliance is expected [A-/]
OR
— Doxycycline 100 mg PO bid for 7 days [A-I]

e Pregnant adults

— Amoxicillin 500 mg PO tid for 7 days [B-/]
OR
— Azithromycin 1 g PO in a single dose if poor compliance is expected

[B-1]

*Cefixime should not be given to persons with cephalosporin allergy or a history of immediate and/or
anaphylactic reactions to penicillins.

TQuinolones may be considered as an alternative treatment option ONLY IF:

e antimicrobial susceptibility testing is available and quinolone susceptibility is demonstrated;
OR

e where antimicrobial testing is not available, a test of cure is essential.




Table 2. Recommended prophylaxis for uncomplicated urogenital infections
(continued)

Sexually Recommended prophylaxis

transmitted
infection

Trichomoniasis e Treat only if positive test for trichomoniasis
e All adults: metronidazole 2 g PO in a single dose' [A-/]

Syphilis e Prophylaxis with azithromycin (given for prophylaxis against chlamydia)
is no longer considered to be effective against incubating syphilis in
light of the recent emergence of syphilis resistant to azithromycin.
Prophylaxis with other agents may be considered if the patient is
unlikely to return or there is a potentially high-risk source in an area
experiencing an outbreak of infectious syphilis (see Syphilis chapter for
more information)

e |f the recipient subsequently has reactive syphilis serology, he/she
should be retreated with a recommended treatment agent for syphilis

Hepatitis B e Prophylaxis for hepatitis B should be considered in all cases of sexual
assault/abuse where the sexual acts have included anal or vaginal
penetration or oral-anal contact without a condom or condom status

is unknown and the source is not immune to hepatitis B (see Table 7).
Oral-genital and oral-oral contact do not appear to be significant modes
of transmission'®

e Recommended prophylaxis as outlined in the Canadian Immunization
Guide, 2002 includes the following:
— HBIG up to 14 days after exposure
— A 3-dose course of hepatitis B vaccine at O, 1 and 6 months
following exposure or accelerated schedule as appropriate

Hepatitis C e No PEP available

HIV ¢ HIV PEP is recommended when the assailant is known to be HIV-
infected and significant exposure has occurred (e.g., oral, anal, and/or
vaginal penetration without a condom or condom status unknown/
broken)'®

° PEP may also be available on a case-by-case basis for other high-risk
exposures (e.g., source a known injection drug user, multiple assailants
and/or significant injury) and vaginal, anal or oral penetration has
occurred

¢ Recommendations vary by province, and the decision to offer PEP
should be made in conjunction with an HIV specialist and/or provincial/
territorial/regional protocols

e |[f HIV PEP is used, it should be started as soon as possible — no later
than 72 hours after exposure — and continued for 28 days'®

HBIG=hepatitis B immunoglobulin
PEP=post-exposure prophylaxis



Pregnancy

« If pregnancy is a possible result of the assault, the emergency contraceptive pill (ECP)
should be considered™:

Preferred Alternative
¢ Plan B: levonorgestrel 1.5 mg PO as a ¢ Levonorgestrel 0.75 mg PO bid x 2 doses if
single dose a single dose is not likely to be tolerated

» Treatment should be taken as soon as possible, up to 72 hours after exposure (efficacy declines
after this, but some benefit may be achieved up to 120 hours after exposure).

« The ECP is more effective and better tolerated than the Yupze method.?

» The ECP is contraindicated if there is evidence of an established pregnancy as
confirmed by a positive pregnancy test.

» For the two-dose regimen, Gravol 50 mg given 30 minutes before the second dose of
levonorgestrel may prevent vomiting.

Other management issues

« If the patient consents, appropriate referral should be made as necessary and as available (e.g.,
to sexual assault teams, local police/Royal Canadian Mounted Police, psychological support,
local victim support organizations etc.). Advise of the need to practice safer sex or abstain from
sexual intercourse until infection has been ruled out and/or prophylaxis is complete.

» Offer tetanus toxoid if relevant (e.g., dirty wounds/abrasions sustained outdoors).

Reporting and Partner Notification

« Every province and territory has statutes in place that require the reporting of child
abuse. Although the exact requirements may differ by province/territory, health professionals
should be aware of local reporting requirements and procedures with respect to child abuse
and other acts of maltreatment. If reasonable cause to suspect child abuse exists, local child
protection services and/or law enforcement agencies should be contacted.

» An individual with a confirmed notifiable STI should be reported to provincial/territorial authorities
as appropriate.

o Partner notification of individuals found to be infected with an STl should follow the
recommendations in the relevant chapter.
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Follow-up

« If no prophylaxis was taken, follow-up should be arranged for 7-14 days after the original visit to
review available laboratory test results and to repeat an STl screen to detect infections acquired
at the time of the assault that were not detected at the initial examination.

» Test of cure for specific infections should follow recommendations outlined in the relevant
chapters.

« If empiric prophylactic therapy was given, follow-up should be arranged at 3-4 weeks.

» Arrange follow-up serologic testing as required (see Table 7).

» Review mental state and arrange appropriate referral to mental health services if necessary.
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SEX WORKERS

Definition

Sex workers are female, male or transgendered adults or young people who receive money,
shelter or goods in exchange for sexual services, either regularly or occasionally, and who may
or may not consciously define those activities as income-generating.! There are no reliable verbal
or visual clues as to whether a patient is a sex worker or not. Where appropriate, patients should
be asked whether they ever receive money, shelter or goods in exchange for sexual services.

Epidemiology

Sex workers are vulnerable to sexually transmitted infections (STls), including HIV, because of the
following factors:

« Lack of control (e.g., condom use, refusing clients).

« Lifestyle risks, such as violence, substance use and mobility.’

» Stigmatization and marginalization.

o Limited economic options.

» Limited access to health, social and legal services.

» Limited access to information about and the means of prevention.

» Gender-related differences and inequalities.

» Sexual abuse and exploitation, including trafficking and child prostitution.
» Legislation and policies affecting the rights of sex workers.

» Mental health problems.

« Incarceration.

o | ack of family and social support.

Because of high rates of partner change, sex workers play an important role in the transmission
of STls, especially of those with short periods of infectiousness, such as syphilis and gonorrhea.?
Studies from developed and developing countries have shown increased STl and HIV incidence
and prevalence among sex workers.?'° Sex workers tend to use condoms less often with regular
partners, even though these individuals are often at high risk for STls and HIV themselves.
Adolescents and children who work in the sex trade are especially vulnerable to STls due to the
cellular immaturity of the female vagina and cervix, as well as an inferior ability to negotiate for
safer sex and higher risk of violence and abuse."



Prevention

Successful STI/HIV prevention focuses on the promotion of safer sexual behaviour through
female and male condom availability and correct usage; improved negotiating skills; and
supportive policies and laws."-® Peer education, outreach work, accessible services, advocacy,
community development, program coordination and sex worker involvement are all important
prevention principles and strategies.!-312-1

Lubricants have been associated with a reduced risk for STls.'® Spermicides such as nonoxynol-
9 have been linked to enhanced susceptibility to infection and have not been shown to enhance
the protective effect of condoms.!” Hepatitis B vaccination should be available to sex workers,
since they are at increased risk for infection.'® Hepatitis A vaccination should be available to

sex workers at high risk, such as male sex workers who engage in oral-anal contact with male
customers.

Evaluation

Sex workers presenting for STl care or a routine medical examination should have an STI/HIV
history taken and undergo a physical examination focusing on the genital area, including a
speculum exam for women and a throat and rectal exam if indicated.'® Privacy and confidentiality
must be assured. STI/HIV evaluation of sex workers cannot always be performed in ideal clinic
conditions; it may need to be adapted to less structured settings, such as mobile clinics. In
addition to the standard STI/HIV evaluation, it is important to ask about current or past drug use,
whether there is a regular partner and whether there is condom use with both customers and
partners.'®

Specimen Collection and Laboratory Diagnosis

History, examination and setting should determine specimen collection. With counselling and
informed consent, sex workers should receive regular laboratory screening for syphilis, HIV
infection (unless known to be HIV-positive), gonorrhea, chlamydia, vaginitis/vaginosis and HPV
infection (if available).”® Regular cervical screening for dysplasia and/or HPV infection is important.
Persons at risk for hepatitis C should be counselled and tested.

Because of the nature of sex work and the social situation of many sex workers, urine-based
laboratory testing, rapid point-of-care testing and self-collected specimens are especially
relevant.

Management and Treatment

Sex workers should be able to access standard STl and HIV/AIDS management and
treatment recommendations.?° Curing a single sex worker of gonorrhea can result in
fewer secondary cases and reduce the risk of HIV, thereby saving 120 disability-adjusted
life years (DALYs) at a cost below US$1 per DALY.?' Single-dose, oral therapies for STIs
should be available to sex workers who are unable to complete a longer course of
treatment. Epidemiological or syndromic treatment without a full evaluation or laboratory
testing may sometimes be necessary."



Education and counselling is a vital component of STI/HIV management for sex
workers, as well as for other patients."”” It is especially important that sex workers
know how to use condoms, how to negotiate for safer-sex and why they should
use condoms with regular partners. Clinicians need to understand the specific
circumstances of risk for each patient and develop an individualized risk reduction
plan for him/her.

Reporting and Partner Notification

STI/HIV surveillance is important, and accurate and prompt reporting is the basis of effective
STl surveillance and case management. Sex workers and other marginalized populations often
rely on publicly funded STI/HIV services, so to facilitate case management and cooperation with
patient reporting, trust, respect and confidentiality should be emphasized in these situations.

Sex worker partners (both regular and commercial) need to be notified in a confidential manner
and offered treatment in the same manner as non—-sex workers. The possibility that partner
notification may result in violence toward the index sex worker should be explored and mitigated
where possible. In this instance, notification by the health department or a health care worker
(keeping the identity of the sex worker anonymous) is often preferable.

Follow-up

Sex workers should be encouraged to have a regular monthly STI evaluation.'

Children and youth who may have been exploited should be reported to the relevant
youth protection agency (see Sexual Abuse in Peripubertal and Prepubertal Children
chapter). Sex workers with mental health, social service, housing or legal issues need
to be referred to appropriate agencies or practitioners.
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SUBSTANCE USE

The objective of this chapter is to provide an overview of substance use issues as they pertain to
the prevention, management and treatment of sexually transmitted infections (STIs). Additional
sources of information'? can provide a more comprehensive overview of substance use
prevention and treatment in general.

Definition

Substance use may be for medicinal or non-medicinal purposes and may be done legally or
illegally. It occurs along a continuum from experimental use to harmful use and dependence?:

* No use: the person does not use alcohol or other drugs.

» Experimental use: the person tries a substance out of curiosity and may or may not use the drug
again.

» Social or occasional use: the person uses the drug in an amount or frequency that is not harmful
(e.g., to health, family, school or work).

« Harmful use: the person experiences negative consequences of drug use (e.g., health, family,
school, work or legal problems).

» Dependence: the person is psychologically and/or physically dependent on a drug, which is
used excessively, and continues use despite experiencing serious problems.

Epidemiology

e The 2002 Canadian Community Epidemiology Network on Drug Use national report on drug
trends in Canada indicates that self-reported alcohol use is rising for both males and females,
with an average of 20.2% of Canadians (29.0% male and 11.4% female) reporting frequent heavy
alcohol use (five or more drinks on one occasion, 12 or more times a year).*

» Cannabis is the most frequently used illicit drug among Canadian youth and adults, with 18.6%
of respondents reporting lifetime use; 3.6% report ever using LSD, speed or heroin; and 2.7%
report cocaine use.*

There are approximately 50,000 to 100,000 injection drug users in Canada, with concentration in
Vancouver, Montreal and Toronto.> In 2002, 24% of positive HIV tests reported to the Centre for
Infectious Disease Prevention and Control were attributable to injection drug use (IDU).

Aboriginal Canadians and street youth are at greater risk for and have higher rates of alcohol and
illicit substance abuse than other Canadians.®

Although there are few data available on the abuse of solvents in Canada, there is particular
concern about solvent abuse among Aboriginal youth.*

The use of alcohol and illicit drugs is associated with risky sexual behaviour. Alcohol and illicit
drug use, especially the use of crack cocaine®'® and methamphetamine,®'® are associated
with poor and inconsistent condom use,®"1371° sex with multiple partners,®'913-21 early sexual
debut,?>?? trading sex,'*"14151819 hyying sex,?® sex with known injection drug users,'® lower
condom-use self-efficacy or perceived ability to use condoms,'® and lower HIV-related
knowledge.'®
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Substance use has also been linked to elevated hepatitis C**2° and STl transmission,'#-2
including herpes simplex virus type 2,2 hepatitis B,?* trichomoniasis,?*#° syphilis,?*2" HIV192427
chlamydia?®?4262” and gonorrhea, 20242627

Users of more stigmatized substances, such as injection drugs and crack, are at higher
behavioural risk for STls than users of less stigmatized drugs, such as marijuana.?®

Youth who abuse substances are more likely to engage in risky sexual behaviour and continue
these risky behaviours and drug use into adulthood.'29

The use of recreational drugs among men who have sex with men (MSM) has risen in recent
years and has been linked to increases in risky sexual behaviour and rising STl rates (see Men
Who Have Sex with Men/Women Who Have Sex with Women chapter).3°-%¢ Sildenafil citrate
(Viagra), vardenafil (Levitra) or tadalafil (Cialis) can be used to counteract the erectile-dysfunction
side effect of some of these drugs, a practice that has been linked to multiple sex partners and
STl acquisition.®"28

Prevention

While the elimination of harmful substance use is the ideal approach to preventing substance use
reducing the associated STl risk, this can be a difficult if not unattainable goal, especially when
substance dependence has already developed. For substance users, substance abstinence
should not be used as the exclusive focus of substance use or STl-prevention efforts and

should not be a requirement for using STl treatment services. Two prevention strategies are
recommended, depending on the patient’s placement on the risk continuum:*°

Risk avoidance: to avoid or prevent the adoption of risk behaviours among non-users and
low-risk users (e.g., people of legal drinking age who drink at low or moderate levels).

Harm or risk reduction: to encourage the adoption of acceptable behavioural change, no matter
how small, to reduce, if not eliminate, risk (e.g., using clean needles from a needle exchange,
cessation of needle sharing).

A harm reduction approach is non-judgmental and takes into account individual needs and a
number of potential approaches when discussing realistic personal risk reduction goals.

Some potential harm reduction strategies related to substance use include the following:

Abstaining from one or more drugs for a limited or open time period.

Decreasing the frequency and/or amount of a substance used.

Switching to lower-risk substances and delivery methods (e.g., methadone, cannabis).
Separating substance use from driving, working and other tasks.

Creating a safer drug-use environment (where, when and with whom; safer purchases/
possession; use of needle-exchange programs; and safer injection sites).

Considering treatment, rehabilitation, detoxification, counselling or support programs.

Developing a trusting relationship with a health care professional to help monitor physical and
mental health.

Learning about overdose prevention and response.
Addressing nutritional needs and ways to improve nutrition.
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Harm reduction strategies specific to injection drug users include safer injection
practices:*°

» Use a new needle and syringe for each injection.
« If sharing cannot be avoided, clean the syringe properly before use*:

- Fill syringe completely with clean water, and shake vigorously for 30 seconds. Squirt
water out.

- Fill syringe with full-strength (undiluted) bleach, leave in for at least 30 seconds, and shake
vigorously. Squirt bleach out. Do this at least twice, using fresh bleach each time.

- Rinse bleach from syringe by repeating the first step at least twice, using clean water each
time.

» Avoid sharing vials, cotton and spoons, as well as recapping the needles of others.

» Before shooting up, always clean the injection site with a sterile alcohol swab, rubbing alcohol,
aftershave lotion (which contains alcohol) or soap and water.

« Sterilize spoons with an alcohol swab or bleach and water before each use.

» Mix drugs using sterile water or, if this is not available, water that has been recently boiled. To
remove impurities from the mix, it is best to fill the syringe by drawing the liquid through a cotton
filter (or a piece torn from an alcohol swab).

STl prevention should be discussed within the context of potential influences on sexual
behaviour, including substance use, and should also focus on harm reduction (see Primary Care
and Sexually Transmitted Infections chapter). For substance users with poor condom practices,
skill-building around condom use and negotiation may help to improve condom use.*' A
motivational-interviewing approach for prevention counselling can help promote harm reduction
behaviours (see Primary Care and Sexually Transmitted Infections chapter).

Because involvement in illicit drug use is a risk factor for hepatitis A virus (HAV) and hepatitis

B virus (HBV) infection, and because vaccination coverage for this population is poor, HAV

and HBV vaccination is recommended for injection drug users. HAV vaccination is also
recommended for those involved in oral drug use in unsanitary conditions*? (see Hepatitis B Virus
Infections chapter).

o As self-reported HBV infection and immunization status among both injection and non-injection
drug users may not be accurate,*® vaccination should be offered to all in these groups.

» To maximize reach in high-risk populations beyond primary-care settings, immunization for HBV
and HAV can be successfully delivered in non-traditional settings (e.g., public health nursing
outreach to geographic areas with high rates of substance use).*

Note:

According to the Canadian Immunization Guide,* pre-immunization testing for immunity against
HAV should be considered for populations with the potential for higher levels of pre-existing
immunity. Routine pre-immunization serologic screening for HBsAg, anti-HBs or anti-HBc is
recommended for people at high risk of infection, but is not practical for universal immunization
programs.

Substance Use 3



Evaluation

» Evaluation of current and past substance use is an important component of STl risk assessment
(see Primary Care and Sexually Transmitted Infections chapter). Table 1 outlines the six main
elements of a substance use history, including sexual risk associated with substance use and
possible questions for each element.

» The word use carries no value judgment, but abuse does. Asking about substance use is more
likely to lead to an open, honest answer.

« Elicit information on legal drug use, illegal drug use and harmful use of drugs sold for medicinal
pUrposes.

» When assessing substance use as part of the STl risk assessment, use language that will
be easily understood. Becoming familiar with the terms used in your region can help you to
effectively communicate. Table 2 provides a quick reference for frequently used substances,
street names and possible modes of delivery.

Table 1. Main elements of taking a substance use history*

Main element Possible questions

Substance/alcohol use Do you or have you ever used drugs? What drugs do you use?
How often do you use drugs? Do you drink alcohol? How often?

Injection drug use and Have you ever injected drugs? Do you have your own injection
equipment equipment? Do you prepare your own drug for injection? Do you
use a needle-exchange program? Have you ever shared a needle,
syringe, cooker, cotton or water — even once?

Other drug-use risks Do you ever snort drugs? Have you ever shared a snorting straw?
Are others present when you inject so that help can be summoned if
needed?

Sex under the influence Have you ever had sex under the influence of alcohol or drugs? If

S0, have you been more likely to have risky sexual encounters when
under the influence, such as having unprotected sex or multiple

partners?

Consequences What effect has drug or alcohol use had on your life? Has your drug
or alcohol use caused problems with work? With family? With your
health?

Other percutaneous risks Do you have any body piercings? Any tattoos? Where did you have

your piercings or tattoos done?
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Table 2. Reference to frequently used substances and their modes of delivery*®

Sniff/
snort

Street name Free-
base*

Alcohol

Booze, brew,
hooch, grog

Amphetamines

Speed,

ice, glass,
crystal, crank,
bennies,
uppers

Barbiturates

Downers,
barbs, blue
heavens,
yellow jackets,
red devils

Cannabis

Marijuana,
ot, grass,
ashish, hash
oil, weed

Cocaine

Crack, coke,
C, blow, flake,
snow

LSD/
hallucinogens

Derived from
mushrooms
(psilocybin),
cactus
(mescaline),
glory seeds,
Jjimson
weed. Other
examples
include LSD
ﬁacid), PCP
angel dust),
hog

Narcotic
analgesic

Derived from
Asian poppy;
opium,
codeine,
morphine,
heroin

Ritalin, talwin

Tand R

Solvents/
aerosols

Glue, gas,
sniff 9

Steroids

Juice, white,
stuff, roids

X

X

* Freebase: to use purified cocaine by burning it and inhaling the fumes. Cocaine is “purified” by dissolving it in

a heated solvent and separating and drying the precipitate.
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Specimen Collection and Laboratory Diagnosis

» Same as for all patients.

» Given the circumstances often surrounding substance use, urine-based testing, rapid point-of-
care testing, self-collected specimens and use of locally based clinics should be considered to
improve access to STl testing for this population.

Management and Treatment

» Where patient compliance is a concern, effective single-dose or short-course treatments for STls
are recommended; epidemiologic or syndromic treatment without full evaluation or laboratory
testing may sometimes be necessary.

« Integrating ST screening, counselling and treatment into substance treatment and outreach
programs has been recommended.?+264-49 Entry into substance treatment has been linked to a
reduction in risky sexual behaviour.%°

» Be aware of substance use treatment programs and community resources (including safer
injection sites, needle-exchange programs and support networks) for referral as needed.

» Substance users who are infected with HIV may be at particular risk for serious outcomes.
For example, methamphetamine use by people infected with HIV can result in hypertension,
hyperthermia, rhabdomyolysis and stroke, and it can produce paranoia, auditory hallucinations
and violent behaviour when the user is intoxicated.®' Fatal interactions between antiretroviral
medications (stavudine, saquinavir and ritonavir) and methamphetamine, as well as between
ritonavir and ecstasy (MDMA), have been reported.®’

Reporting and Partner Notification

» As with all patients, conditions reportable according to provincial and territorial regulations
should be reported to the local public health authority.

» Persons diagnosed with a blood-borne infection such as HIV or infectious syphilis and who
share drug-using equipment should have their sharing partners notified about possible infection
and encouraged to go for testing.

» There are a number of potential reasons substance using patients may not accurately report
their own substance use or their sexual/injection partners, including fear of violence from
partner(s), fear of legal repercussions, stigma, confidentiality concerns, lack of information on
partner(s) and forgetting.

» Repeat prompting and reading back the list of recalled sexual and injection partners can elicit
reports of additional sexual and injection partners.>

Follow-up

Patients with substance use problems participating in sexual and/or injection risk behaviours
should be encouraged to get regularly screened for STls, including HIV. Patients whose
assessment indicates moderate to severe substance use should be encouraged and facilitated
as appropriate to enter a substance treatment/rehabilitation program for follow-up.
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TRAVELLERS

Definition

There has been a long-standing association between travel, sexual behavior and the risk

of acquiring sexually transmitted infections (STls). Travellers are defined as people who are
journeying temporarily, permanently or episodically for recreational or occupational reasons.'
Categories of travellers include but are not limited to: tourists, business travellers, military
personnel, seamen, truckers, diplomats, college and university students on school break and
immigrants visiting their country of origin.?* Sex tourists are a particular category of travellers
whose main intention is to engage in sexual activity when abroad.? They are more likely to
engage in sex with sex workers and to have multiple partners when travelling.? Prostitution
has developed around tourist resorts in some countries, particularly in Southeast Asia and
increasingly in Eastern Europe.25¢

Epidemiology

In 2002, Canadians took 13 million overnight trips to the United States with an average length
of stay of 4 nights and 4.7 million trips overseas with an average length of stay of 15.2 nights.”
The ten most popular destinations in descending order (excluding the USA) were the United
Kingdom, Mexico, France, Cuba, the Dominican Republic, Germany, Italy, the Netherlands,
Spain and China.’

The risk of acquiring STls is increased in travellers because travel affords freedom from the
normal social constraints of daily life at home as well as increased time and opportunity for
casual sex.® Studies have shown that 5-50% of travellers engage in casual sex"*'° and that 1/3
to over 1/2 of travellers do not consistently use condoms.""" Those at higher risk include males,
younger travellers, those who are travelling alone or with friends, those who are single, men who
have sex with men (MSM), those planning a long duration of stay, those travelling on business,
smokers or those using alcohol or illicit drugs.4>81.12

STls are among the most common notifiable infections worldwide, with rates being particularly
high in developing countries." Chlamydia trachomatis is the most prevalent bacterial STI
worldwide."" Gonococcal infections remain common worldwide, with the incidence of antibiotic
resistance increasing. Antimicrobial susceptibility patterns of Neisseria gonorrhoeage vary
worldwide, with a high prevalence of resistance seen in Africa and Asia.®' For further information
on antimicrobial resistance, see Gonococcal Infections chapter.

The World Health Organization estimated that, worldwide, at the end of 2003, there were 38
million adults and children living with HIV — 4.8 million infected in 2003 alone.” In Canada, the
HIV epidemic is largely due to infection with B subtype viruses. However, travellers may be at risk
for transporting non-B subtypes of HIV virus home.?
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Prevention

Evidence of the effectiveness of pre-travel interventions is very limited.'®'* Health care workers
should advise travellers to take condoms with them, alert them to the high rates of STls and
reinforce the message that alcohol or illicit drug use lowers inhibitions.>°""'* Travellers should
be informed that condoms available overseas may be of inferior quality and that hot, humid
conditions can decrease effectiveness of condoms." Collaboration between travel clinics and
STI programs or clinics is helpful in ensuring appropriate prevention and treatment.!

Hepatitis B virus (HBV) vaccine is recommended for travellers to areas of HBV endemnicity.'®1516
Up-to-date information on HBV prevalence can be found on the World Health Organization
website on International Travel and Health at http:/www.who.int/ith/en or by consulting the 2007
International Travel Health Guide." Hepatitis A virus (HAV) vaccination is recommended for MSM,
injection drug users and travellers to countries where HAV is endemic to prevent person-to-
person transmission of HAV.'>'6 Combination vaccines for HAV and HBV are useful for patients
who require protection against both infections. Chemoprophylatic use of antibiotics for the
prevention of STls while travelling is not recommended.®

Prevention efforts should also be targeted at immigrants from HIV-endemic countries who
are at increased risk of acquiring HIV infection during visits to their country of origin following
immigration to Canada.®®

Evaluation

Early diagnosis and treatment is key in preventing further spread of STls, particularly to regular
sexual partners at home. A travel and sexual history should be taken. It is important to be aware
that self-identified sexual identity is not an accurate predictor of sexual behaviour while travelling.
Although some travellers may consider themselves heterosexual, they may have been involved in
sexual activities with members of the same sex (either prior to and/or during travel). Therefore it
is essential that a sexual history include questions regarding 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, see Men Who Have Sex with Men/Women Who Have Sex with
Women and Primary Care and Sexually Transmitted Infections chapters.

Practices while travelling (both sexual and non-sexual) that are associated with an
increased risk for acquiring STls should be assessed. These include the following:

» Unprotected oral, vaginal or anal intercourse (receptive and insertive).

e Oral-anal intercourse (anilingus).

» Receptive manual-anal intercourse (insertion of finger or fist in anus of partner).
» Substance use accompanying sex.

» Tattooing or body piercing.

e |DU and other drug use.

A substance use history should also be taken.



Travellers who have had unprotected sex with a new partner while travelling should be offered
STl screening for chlamydia, gonorrhea, syphilis, HIV and HBV (if unvaccinated).® Hepatitis C
virus (HCV) testing should be offered if the history reveals drug use, tattooing, body piercing, or
other activities where sharing of contaminated equipment may have occurred (see Immigrants
and Refugees chapter for more information). Health care workers should be aware that travellers
may present with STls rarely seen in Canada, such as chancroid, lymphogranuloma venereum
(LGV) (see Chancroid and Lymphogranuloma venereum chapters). HIV testing should be
accompanied by recommended counselling (see Human Immunodeficiency Virus Infections
chapter).

Specimen Collection and Lab Diagnosis

» Same as for all patients. See relevant chapters on specific infections.

Management and Treatment

» Same as for all patients. See relevant chapters on specific infections.

Reporting and Partner Notification

« Same as for all patients. See relevant chapters on specific infections.

» Notification of partners abroad may pose a challenge but should be attempted in conjunction
with local and provincial departments of health and the Public Health Agency of Canada.

Follow-up

» Travellers who engage in high-risk sexual activities when travelling should be encouraged to
undergo regular STI screening. Safer-sex and harm reduction counselling should continue to be
emphasized. HIV, HBV and HCV testing should be scheduled following the window period, and
adherence to safer-sex practices until that time may be indicated to prevent infection of current
partners. HAV and HBV vaccination series should be completed if initiated prior to travelling.
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Immigrants | Inmatesand | MSM/ WSW | Pregnancy Sexual Abuse in Sexual Assault in Sex Substance Travellers
and Refugees | Offenders Peripubertal and Peripubertal and Workers Use
Prepubertal Children |  Prepubertal Children
A
aboriginal 1 1
abortion
therapeutic
abstinence 3,7,10 2
abuse
substance 1,2
acyclovir 10
alcohol 1,3 1,3 1,2 1,3,4,5 1,2
allergy
cephalosporin 6
penicillin 35
amoxicillin 2,3
anogenital 3 4 45 11
antibody
antiHBc 3 12 3
antiHBe 12
antiHBs 1,12 3
antiHIV 12
lgG 412
lgM 412
treponemal 4
non treponemal 4
artificial 2
insemination
aspirate 5
vaginal 5
assault, sexual 2,8,10,11 1-9

Specific Populations



Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Prepubertal Children

Sexual Assault in
Peripubertal and

Prepubertal Children

Sex
Workers

Substance
Use

Travellers

azithromycin

2,3

6,7

bacterial
vaginosis

2,7

bare-backing

bathhouse

1,4

benzathine
penicillin G

bimanual exam

biopsy

bisexual

1,2

bleach kits

blood

blood borne
pathogens

boric acid

breastfeeding

4,12-14

C

candidiasis

vulvovaginal

cannabis

12,5

CD4

cephalosporin

cefixime

ceftriaxone

3,5

cervical dysplasia

4,5

3,5,6

cesarean section

2,10,11,13-
15




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Sexual Assault in
Peripubertal and

Sex
Workers

Use

chancroid

Prepubertal Children

Prepubertal Children

Substance

Travellers

chlamydia
(Chlamydia
frachomatis)

2,4

1,2,4,5

1-3

4,589

1,3,4,6,7

1,3

cholestasis

3,13

Cialis

ciprofloxacine

circuit parties

1,4

Citizenship and
Immigration
Canada ( CIC)

clindamycin

GO, laser
ablation

cocaine

1,5

colposcopy

condoms

2,3

2,3

3,10

2,7

1,2,3

1,3

1,2

conjunctivitis

contraception

2,8

Correctional
Service Canada
(CSC)

1,3

CSC Infectious
Disease Surveil-
lance System

counselling

1,5,10,14

2,3

2,3,6

harm reduction

1,2,3,5

3,6

2,3

patient centered
counselling

peer-counselling

crack cocaine

1,2,6

Specific Populations




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Sexual Assault in
Peripubertal and

Sex
Workers

Substance
Use

cryotherapy

11

Prepubertal Children

Prepubertal Children

Travellers

D

diplococi

direct fluorescent
antibody assay
(DFA)

Disability Ad-
justed Life Years
(DALY)

discharge

vaginal

4,5

doxycycline

1-3

E

Ectoparasitic
infestations

pubic lice
(Phtirus pubis)/
pediculosis pubis

scabies
(Sarcoptes
scabiei)

efavirenz

14

emergency
contraception

endometritis

3,7

enteric

2,5

enteritis

enzyme immuno-
assay (EIA)

erythromycin

1-3

excision

11




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Sexual Assault in
Peripubertal and

Sex
Workers

Substance
Use

F

Prepubertal Children

Prepubertal Children

Travellers

fever

fisting

Fluconazole

fluorescent
treponemal
antibody
absorption
(FTA-ABS) test

forensic

3,4

2,3

G

gamma hydroxy-
butyrate (GHB)

gammaglobulin

11

gonorrhea
(Neisseria
gonorrhoeae)

1,2,4,5

1,2,3

4-6,8,9

1,3,4,6

1,2

1,3

gram negative

gram stain

5,6

H

Health Canada
Special Drug
Access Program
(SAP)

3,5

hemodialysis

hepatitis A virus
(HAV) viral
hepatitis

11

hepatitis B
immuno globulin
(HBIG)

12

10

Specific Populations




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and
Prepubertal Children

Sexual Assault in
Peripubertal and
Prepubertal Children

Sex
Workers

Substance
Use

Travellers

hepatitis B
virus (HBV) viral
hepatitis

2,12

7,10,11

5,7

2,3

hepatitis C
virus (HCV) viral
hepatitis

3,4

2,13

7,10,11

5,7

heroin

1,5

Herpes Simplex
Virus (HSV)

10

1,4,6,8

heterosexual

1,2

highly active
antiretroviral
therapy (HAART)

14

HIV/AIDS (Human
Immunodefi-
ciency Virus/
Acquired Im-
munodeficiency
Syndrome)

homophobia

human
papilloma virus

(HPY)

4,5

2-6

1

warts (anal,
genital, oral)

1

imiquimod

1,11

immigrants

1-4

1,2

incarceration

1,2,3

injection drug
use

2,3

1,3,4




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and
Prepubertal Children

Sexual Assault in
Peripubertal and
Prepubertal Children

Sex
Workers

Substance
Use

Travellers

interferon

1,11,13

alpha

13

Internet

1,4

intestinal and
enteric infections

2,5

J

Jarisch-
Herxheimer
reaction

K

ketamine

L

lactating

Levitra

Lindane (gamma
benzene
hexachloride)

1,9

LSD

1,5

lymph node

lymphogranu-
loma venereum

(LGY)

M

medico-legal

5,6

men who have
sex with men
(MSM)

1-6

methadone

Specific Populations




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and
Prepubertal Children

Sexual Assault in
Peripubertal and
Prepubertal Children

Sex
Workers

Substance
Use

Travellers

methamphet-
amine
(crystal meth)

1,5,6

methylenedioxy-
methamphet-
amine (MDMA,
ecstasy)

metronidazole

2,6,7

miconazole

microhemag-
glutination for
Treponema pal-
lidum (MHA-TP)

Motherisk

motivational
interviewing

N

needle-exchange

2,4,6

nevirapine

14,15

nonoxynol-9
(N-9)

non-treponemal
test (NTT)

notification

partner

12,5

2,5

11

nucleic acid
amplification
test (NAAT)

3,4

polymerase chain
reaction (PCR)

3,10




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Sexual Assault in
Peripubertal and

Sex
Workers

Substance
Use

(0

Prepubertal Children

Prepubertal Children

Travellers

ophtalmia
neonatorum

oral sex

1,2,5

oral-anal

2,4

10

oral-genital

10

P

pediatric
examination

pelvic inflamma-
tory disease

perinatal

11,15

permethrin

pharynx

pneumonia

pneumonitis

10

podofilox/ podo-
phyllotoxin

1,11

podophyllin

1,11

point of care
tests

pregnancy

1-15

intrapartum

14-15

premature
rupture

of membranes
(PROM)

6,7

prenatal visit

1,14

preterm labour

Specific Populations



Immigrants
and Refugees

Inmates and

Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Prepubertal Children

Sexual Assault in

Peripubertal and

Prepubertal Children

Sex
Workers

Substance

Use

Travellers

prevention

1,2

2,3

2,3

1,2

2,3

proctoscopy

prodrome/al

1

prophylaxis

2,10,11,15

5,6,8-11

postexposure
(PEP)

10

pruritus

pseudomembra-
nous colitis

pyrethrin-pipero-
nyl butoxide

Q

quinolones

1,3

R

rape

rave

1,4

refugee

1-4

reinfection

reportable STIs

resistance

quinolone

ribavirin

1,13

risk assessment

4,5

S

safe injection
sites

2,3,6

Sepsis

serology

2,410




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Assault in Sex Substance
Peripubertal and Workers Use

Sexual Abuse in
Peripubertal and

sex toys

2,4

Prepubertal Children |  Prepubertal Children

Travellers

sex workers

1-3

shedding

asymptomatic

spectinomycin

speed

1,5

spermicide

stavudine (d4T)

stigma

1,2

1,5

2,6

stillbirth

4,6

street youth

substance abuse

substance use

3,4

1-6

sulfamethoxazole

swab

4-6 3

syphilis

congenital

4-6

latent (early, late)

4,5

secondary
syphilis

4-6

T

tattoo

13,4

2,3

terconazole

tetracycline

topical therapy

traditional
medicine

Specific Populations




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Sexual Assault in
Peripubertal and

Sex
Workers

Substance
Use

transgendered

Prepubertal Children

Prepubertal Children

Travellers

travel

travellers

1-3

Treponema
pallidum particle
agglutination
(TP-PA)

treponemal test

trichloroacetic
acid

trichomoniasis
(Trichomonas
vaginalis)

6,7

8,9

1,5,7

typhoid fever
(Salmonella
enterica serotype

typhi)

U

ulcer

2,4

4,6

urethral

urethritis

urine

4,5

3,4

\'J

vaccine

hepatitis A virus

11

hepatitis B virus

3,5

12

10

herpes simplex
virus

human papilloma
virus




Immigrants
and Refugees

Inmates and
Offenders

MSM/ WSW

Pregnancy

Sexual Abuse in
Peripubertal and

Sexual Assault in
Peripubertal and

Sex
Workers

Substance
Use

Venereal Disease
Research Labo-
ratory (VDRL)

Prepubertal Children

Prepubertal Children

Travellers

vertical
transmission

1,2,10-14

Viagra

viral load

14

vomiting

W

wet-mount

5,6

window period

women who have
sex with women
(WSW)

1-6

y4

zidovudine

14,15

Specific Populations






