
GetaKit is a University of Ottawa study to evaluate an online assessment and
mail-out system for sexual health services. Here's what we found.

Should we still treat asymptomatic Neisseria gonorrhoeae
and Chlamydia trachomatis contacts in the era of NAATs?
Reviewing data from the GetaKit study to inform practice.
Evaluating current guidelines and analyzing data from the GetaKit study from June 2023 to June
2025, GetaKit aimed to assess positivity rates for asymptomatic contacts of Neisseria
gonorrhoeae (NG) and Chlamydia trachomatis (CT) to inform treatment practices. ​The analysis
included positivity rates, numbers needed to treat (NNT), and correlations with risk factors. ​

Results from this study confirm a total of 12,775 NG/CT testing orders were made, with 6.5%
identifying as contacts. ​Overall positivity rates were 1.2% for NG and 4.3% for CT, with significant
variability among asymptomatic contacts. ​Positivity rates among asymptomatic NG contacts
were 0% in heterosexual males and 7.9% overall, while for CT contacts, rates reached 30.6% in
females aged ≤24 years. 

We strongly support open access, which is why you can read the full
article here.
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What does this tell us?
Canadian and US guidelines recommend blanket empiric treatment for all NG and CT contacts,
while BASHH, European, and Australian guidelines suggest a test-and-wait approach. For
asymptomatic females aged ≤24 years, the higher positivity rate suggests that treatment may be
warranted, emphasizing the need for tailored approaches rather than blanket
recommendations. ​

Research findings also highlight the risk of antibiotic overuse if all contacts are treated without
testing, particularly given the low positivity rates observed. Further, treating all asymptomatic
contacts may not be justified, especially for groups with low positivity rates (e.g., heterosexual
males). ​

The study concludes that in the era of nucleic acid amplification tests (NAATs), empiric treatment
for all asymptomatic NG and CT contacts is not advisable. ​A nuanced approach is
recommended, allowing for targeted treatment based on individual risk factors and testing
access, while advocating for updates to Canadian and US guidelines to reflect these findings.

GetaKit suggests that further research is needed to explore the replicability of these findings in
different contexts and to refine guidelines based on emerging data. 

https://sti.bmj.com/content/sextrans/early/2025/10/15/sextrans-2025-056697.full.pdf
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ABSTRACT
Objectives  We sought to determine positivity rates 
for participants in the GetaKit study who identified as 
asymptomatic contacts of Neisseria gonorrhoeae (NG) 
and/or Chlamydia trachomatis (CT). Our goal was to 
shed light on current discrepancies between international 
sexually transmitted infection (STI) guidelines, some 
of which recommend blanket empiric treatment for all 
NG and CT contacts (eg, Canadian and United States 
guidelines) versus others which recommend waiting for 
positive results (BASHH, Australian, and European).
Methods  We extracted data for the period of 1 June 
2023 to 30 June 2025 from GetaKit, which is a research 
website through which persons in Ontario, Canada can 
complete an online risk assessment and obtain access to 
laboratory-based testing for STIs, including NG, CT, HIV, 
syphilis and hepatitis C. From these data, we calculated 
positivity rates for NG and CT and the numbers needed 
to treat. We also evaluated for correlations of risk factors 
for testing positive.
Results  During our 25-month study period, participants 
ordered NG/CT testing 12 775 times. In a total of 6.7% 
of these orders, participants identified as an NG and/
or CT contact. Positivity rates, for all completed testing, 
were 1.2% (n=115 diagnoses) for NG and 4.3% (n=395 
diagnoses) for CT. Positivity among asymptomatic 
contacts ranged from 0% for NG in heterosexual 
males to 30.6% for CT in females who were ≤24 years 
old, with most positivity rates being <20% for both 
infections.
Conclusions  Our results suggest that blanket 
recommendations to treat or defer treatment seems 
inappropriate. More nuance is required. Empiric 
treatment of all NG and CT contacts will likely result 
in mass overuse of antibiotics. In contrast, deferring 
treatment seems inappropriate for asymptomatic females 
who are ≤24 years old and for anyone who cannot 
immediately obtain testing and treatment.

INTRODUCTION
The clinical management of Neisseria gonorrhoeae 
(NG) and Chlamydia trachomatis (CT) has histor-
ically focused on detection and treatment. Detec-
tion involves testing patients with risk factors or 
symptoms. Treatment includes antibiotic admin-
istration to (1) symptomatic patients before test 
results are available, (2) patients who test positive 
for NG or CT and (3) the sexual partners (hence-
forth ‘contacts’) of anyone diagnosed with NG or 

CT. The Public Health Agency of Canada’s Sexually 
Transmitted and Blood-Borne Infections: Guides 
for Health Professionals (Public Health Agency 
of Canada, p5)1 2 states that for NG/CT, ‘empiric 
treatment is indicated regardless of clinical findings 
and without waiting for results’. The United States 
Centres for Disease Control (CDC) has matching 
recommendations in its 2021 guidelines3 for imme-
diate empiric treatment.

In contrast, the updated 2025 British (BASHH) 
NG guideline (Fifer et al, p10)4 states that, ‘treat-
ment is not needed for all sexual contacts and 
ideally treatment should only be given to those 
who test positive’. The 2025 European CT guide-
line (White et al, p7)5 similarly states that, ‘treating 
all sexual contacts empirically risks overuse of 
antibiotics’, as only 12%–64% of contacts test 
positive. Both BASHH4 and European guidelines5 
do, however, recommend empiric treatment for 
contacts if patients are pregnant and/or there are 
concerns about follow-up, including geographic or 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ The positivity rates of patients who report that 
a sexual partner was diagnosed with Neisseria 
gonorrhoeae (NG) or Chlamydia trachomatis 
(CT) range from 12% to 64%. Empirically 
treating all sexual contacts of these infections 
risks overusing antibiotics.

WHAT THIS STUDY ADDS
	⇒ Subgroup analysis of sexual contacts of NG 
or CT shows variability in positivity rates 
and specific groups may be able to be more 
precisely targeted for empiric treatment.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Blanket recommendations to treat or not treat 
all sexual contacts of NG or CT may not be 
ideal. Further research is needed to determine 
the replicability of the groups we identified 
with higher and lower positivity rates. If the 
between-group variability we identified can 
be reproduced, guidelines should be updated 
to remove blanket recommendations and to, 
instead, tailor recommendations for empiric 
treatment to those with the highest pretest 
probabilities.
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psychosocial barriers to care. The Australian guidelines6 from 
2024 similarly only recommend a ‘consider(ation of) presump-
tive treatment if there has been sexual contact within the past 
2 weeks’ or if there are concerns about follow-up. More recent 
guidelines (from the UK,4 Europe5 and Australia6) thus recom-
mend a test-and-wait approach, instead of immediate empiric 
treatment (as found in the older Canadian1 2 and US3 guidelines).

These recent changes to international guidelines regarding 
treatment for contacts relate to global concerns about antibiotic-
resistant strains of NG4 7 and antibiotic overuse,1 5 when contacts 
receive unnecessary or inadequate treatment based on exposure 
type, particularly when they are asymptomatic. These changes 
also acknowledge that nucleic acid amplification testing (NAAT) 
has near-perfect sensitivity for NG and CT and fast turnaround 
times8 for results.

Considering these modifications to international recom-
mendations,4–6 we sought to use data from a study in Ontario, 
Canada to discuss if Canadian guidelines should still blanket 
recommend empiric treatment for all NG and CT contacts, or 
if there are scenarios when treatment for asymptomatic contacts 
could be deferred until test results return from the laboratory. 
The main question we had was, Should we still treat all asymp-
tomatic NG and CT contacts in the era of NAATs? To inform our 
analysis, we extracted data from ​GetaKit.​ca—a study through 
which persons in Ontario can obtain testing for NG, CT, HIV, 
syphilis and hepatitis C by completing an online risk assessment 
and then visiting a laboratory for specimen collection. Using data 
from this platform, we analysed the number of participants who 
(1) indicated they were an NG and/or CT contact, (2) reported 
symptoms, (3) completed testing and (4) tested positive. While 
we have reported on GetaKit previously,9 this is our first publi-
cation focusing on data about NG and CT contacts, diagnosis 
and treatment.

METHODS
GetaKit is a prospective observational open cohort study through 
which persons in the Canadian province of Ontario who are 
≥17 years old and sexually active can complete an online risk 
assessment and, when eligible, obtain STI testing at no cost. 
This testing includes urine samples and pharyngeal and rectal 
swabs for NG and CT, serology for HIV, syphilis and hepatitis C, 
and self-tests for HIV. Testing through GetaKit follows Ontario 
guidelines,10 such that, for NG and CT, genital testing is offered 
to all sexually active persons and extragenital (ie, pharyngeal 
and rectal) testing is only offered to sexually active persons who 
engage in sex work or identify as men who have sex with men 
(MSM) or transwomen. Clinician-developed computer algo-
rithms11 process participants’ risk information in real-time to 
immediately offer individualised test lists to eligible participants. 
Recruitment occurred through posters, social media and public 
health unit websites.

Before participants can complete testing through GetaKit, a 
nurse reviews each request. When participants decline recom-
mended testing but self-report being a contact or having symp-
toms, nurses contact the participant to review and add relevant 
tests if consent is obtained. Once nurses approve the order, 
participants receive requisitions that are mailed with swabs, 
available for download in the participant’s online account, or 
faxed to a laboratory. Participants then complete self-swabs and/
or provide a urine sample at the laboratory, where serology is 
also drawn when clinically indicated and consented to. Requisi-
tions are valid for 8 weeks from the order date and laboratories 
are open 6 days per week on a walk-in basis with fees covered 

under all health plans. Persons without insurance can visit an STI 
clinic in Ottawa for free specimen collection and testing. Within 
<24 hours to 2 days, laboratories report results to GetaKit, and 
participants are sent a message to view their results in their 
GetaKit accounts. Participants with positive results receive free 
treatment from their public health units within two business 
days, with >90% of treatment being administered within 24 
hours of receipt of a positive test result.

Pharyngeal and rectal specimens are tested for NG/CT using 
the Roche Cobas assay,8 with sensitivities of 100% for pharyn-
geal NG/CT, 95.1% for rectal CT and 99.0% for rectal NG. 
Specificities are 98.9% for pharyngeal NG and 99.8% for phar-
yngeal CT. For rectal infections, specificities are 99.3% for NG 
and 99.2% for CT. Urine samples are analysed using the Hologic 
Aptima NAAT,12 with sensitivities of 100% for NG and 99.7% 
for CT. Both the Roche Cobas and Hologic Aptima NAAT 
concurrently analyse for NG and CT. To reduce the risk of false 
positive results, all positive results are reflexively retested imme-
diately. Results that are concordantly positive on both analyses 
are reported by the laboratory as positive. Those that are posi-
tive on a first test and negative on the second test are reported as 
inconclusive, with the recommendation for submission of a new 
sample for retesting.

Data collection occurred via the GetaKit website, with regis-
tration, risk factor and diagnostic outcomes being logged online. 
See table 1 for full details. For this analysis, we extracted data 
from 1 June 2023 (date of launching NG/CT testing via GetaKit) 
to 30 June 2025. Data analysis involved descriptive analysis of 
variables (counts, frequencies and means) and χ2 calculations 
using a p value of 0.05 to determine significance. We calculated 
a number-needed-to-treat (NNT) for contacts by dividing the 
total number of contacts in a group by the number of diagnoses 
within that group; we rounded these numbers up to the closest 
whole number because we cannot treat partial patients.

We defined ‘contacts’ as any participant who self-identified 
as an NG and/or CT contact in the online risk assessment. See 
table 2 for question wording. We classified ethnicity according 
to Statistics Canada13 and classified sex based on reported geni-
tals (external genitals as ‘male’ and internal genitals as ‘female’). 
Following local public health surveillance practices, we counted 
a participant as an NG or CT case if they tested positive on 
any test; the same infection at multiple sites in the same testing 
episode counted as a single case.

Funding
The Ontario HIV Treatment Network, Public Health Ontario 
and the Public Health Agency of Canada funded this study. The 
funders had no influence on this manuscript.

RESULTS
Overall Uptake
From 1 June 2023 to 30 June 2025, participants ordered NG/
CT testing 12 775 times (including those who reported being a 
contact or not, and who reported being symptomatic or asymp-
tomatic). In 6.5% (n=836/12 775) of these orders, participants 
reported being an NG and/or CT contact: 2.3% (n=292/12 775) 
were an NG contact, 5.4% (n=692/12 775) were a CT contact 
and 1.2% were an NG and CT contact (n=148/12 775).

Test completion rates
Of all orders placed, 72.2% (n=9219/12 775) resulted in 
completed testing. Testing completion was 73.8% (n=617/836) 
for participants who were contacts (n=215 for NG, n=504 for 
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CT). There were no differences for testing completion among 
those who reported being an NG contact (71.0%) or CT contact 
(71.1%), compared to those who did not report being an NG 
contact (71.4%) or CT contact (71.4%). Notably, all orders 
involving participants who reported being an asymptomatic NG 
contact (n=190) or CT contact (n=436) were completed. All 
missed testing among reported NG and CT contacts occurred 

in participants who had symptoms—suggesting they sought care 
for their symptoms elsewhere.

Participant demographics
Orders from participants who reported being an NG and/or 
CT contact were an average of 30 years old, primarily white 

Table 1  Methodological details

Procedure Details

Consent  
(One time)

	► Persons visit the website and select ‘Register’ on the website main page, which would take them to the online consent forms
	► Consent forms have to be reviewed to the end of the documents to allow possible participants to click ‘I consent’
	► Consent forms available at: https://getakit.ca/ontario/register/

Registration 
 (One time)

	► Persons who review and digitally sign the consent form are asked to complete a registration form
	► Persons need to provide the following information:

	– Full name
	– Date of birth
	– Address
	– Contact information (email and cell number or land line), which are verified with two-factor authentication

Data collection  
(With every order)

	► Once registered, participants were given access to the website
	► Upon first entering the website, participants need to complete a one-time demographic survey about:

	– Ethnicity
	– Gender: whether cis or trans
	– Sexual orientation
	– Country of birth

	► Each time participants wish to obtain testing, they have to complete an online STI risk assessment, which has questions about (for any infection):
	– Self-reported contact of an STI (see table 2 for wording)
	– Symptoms of a possible STI
	– Anatomy (external vs internal genitals)
	– Sexual and non-prescribed inhalation and injection drug use practices
	– Previous STI testing histories
	– Prior STI diagnoses

	► STI testing consented to
	► STI testing completed
	► STI test results
	► STI treatment outcomes

Data analysis  
(From every order)

	► Counts and frequencies for:
	– Demographics
	– Risk factors
	– STI testing uptake, completion, positivity (for gonorrhoea and chlamydia only)
	– STI treatment

	► Means for: age
	► χ2 analyses for NG and CT only:

	– Test result (positive compared with negative)
	– Age (≤24 year old compared >24 year old)12

	– Sex (external genitals coded as ‘male’ and internal genitals coded as ‘female’)
	– Sexual orientation (MSM compared with heterosexual)
	– Testing completion (≤24 year old compared with >24 year old, and contact compared with non-contact)

CT, Chlamydia trachomatis; MSM, men who has sex with men; NG, Neisseria gonorrhoeae; STI, Sexually transmitted infections.

Table 2  Wording of question on ‘NG or CT contact’

Question

If a partner was recently diagnosed with an STI or HIV, you should see a healthcare provider. You should also avoid having sex until you complete testing and 
receive your results.
 

In the last 4 weeks, did you have sex with anyone who was newly diagnosed with any of the following:
(Please only select these if someone you had sex with tested positive for one of these infections.)

Answers 	► None of my partners was diagnosed with any infection
	► I'm not sure
	► HIV
	► Gonorrhoea
	► Chlamydia
	► Syphilis
	► Hepatitis C

CT, Chlamydia trachomatis; NG, Neisseria gonorrhoeae.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

b
y g

u
est

 
o

n
 O

cto
b

er 15, 2025
 

h
ttp

://sti.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
15 O

cto
b

er 2025. 
10.1136/sextran

s-2025-056697 o
n

 
S

ex T
ran

sm
 In

fect: first p
u

b
lish

ed
 as 

https://getakit.ca/ontario/register/
https://sexualhealthontario.ca/en/find-clinic
http://sti.bmj.com/


4 O’Byrne P, Orser L. Sex Transm Infect 2025;0:1–6. doi:10.1136/sextrans-2025-056697

Original research

(56.3%), cis male (61%) and heterosexual (64.5%). See table 3 
for full demographic information.

Positivity Rates
Positivity rates for all orders were 1.2% (n=115/9219) for NG 
and 4.3% (n=395/9219) for CT. For orders where participants 
reported being an NG contact, the positivity rate was 8.4% 
(n=18/215), while the positivity rate was 19.4% (n=98/504) 
for orders from those who identified as CT contacts. Of the 
35 participants who were an NG and/or CT contact and who 
reported sex work, all who tested positive for NG or CT iden-
tified as MSM.

Focusing on our question, should we treat asymptomatic NG/
CT contacts, we calculated the positivity rates for orders involving 
participants who reported being contacts and denied symp-
toms: the positivity rate for NG contacts was 7.9% (n=15/190), 
compared with 1.0% (n=81/8151) for non-contacts; the posi-
tivity rate for CT contacts was 18.1% (n=79/436), compared 
with 3.3% (n=262/7905) for non-contacts. See table 4 for all 
positivity rates.

Comparison of positivity rates
χ2 analyses identified that the difference in positivity rates for all 
reported NG contacts (8.4%) compared with all non-contacts 
(1.1%) was significant (χ2=90.71, p<0.001). Significance 
also emerged for positivity rates for all CT contacts (19.4%), 
compared with all non-contacts (3.4%) (χ2=298.77, p<0.001). 
This finding held true for orders involving participants who were 
asymptomatic, where 7.9% of asymptomatic NG contacts tested 
positive compared with 1.0% of asymptomatic non-contacts, 
and 18.1% of asymptomatic CT contacts compared with 3.3% 
of asymptomatic non-contacts (NG: χ2=77.72, p<0.001; CT: 
χ2=230.98, p<0.001).

We also assessed for possible demographic differences in diag-
noses among contacts, looking at age (comparing ≤24 year old 
to >24 year old) and sex (comparing males to females). For age, 
the positivity rate among NG contacts was 11.3% for ≤24 years 
old, compared with 7.4% for >24 years old—which was not 
significant (χ2=0.797, p=0.37). In contrast, age was significant 
for CT. For CT contacts, participants ≤24 years old had a posi-
tivity rate of 27.5%, compared with 14.1% in >24 years old 
(χ2=13.74, p<0.001). Sex did not show significance between 
males and females. For NG contacts, 8.9% of males compared 
with 6.5% of females tested positive (χ2=0.26, p=0.61). For 
CT contacts, 16.8% of males compared with 23.4% of females 
tested positive (χ2=3.3, p=0.069).

Knowing that age correlated for CT contacts, but sex did 
not, we did within-sex analyses stratified by age and symptom 
status. Asymptomatic females ≤24 years old who were CT 
contacts had a positivity rate of 30.6%, compared with 5.4% 
in non-contacts (χ2=74.97, p<0.001). Similarly, asymptomatic 
male CT contacts ≤24 years old had a positivity rate of 22.8%, 
compared with 5.1% for non-contacts (χ2=35.34, p<0.001). 
For asymptomatic female CT contacts, the positivity rate was 
30.6% in participants ≤24 years old, compared with 14.8% in 
>24 years olds (χ2=5.84, p=0.015). For asymptomatic male CT 
contacts, the positivity rate was 23.4% in those ≤24 years old, 
compared with 12.0% in >24 years olds (χ2=5.44, p=0.02).

Lastly, we reviewed sexual orientation in male participants to 
see if there were significant findings. For asymptomatic male NG 
contacts, the positivity rate was 11.5% (n=13/113) in MSM, 
compared with 0% (n=0/39) in heterosexual males (χ2=4.91, 
p<0.027). No male NG contact, irrespective of sexual orienta-
tion, who was >46 years old (n=24) tested positive for NG. The 
13 infections in MSM were extragenital only (ie, identified in the 
pharynx and/or rectum, but not in urine). For asymptomatic CT 

Table 3  Demographic characteristics of participants who were NG or 
CT contacts

Participant characteristic # %

Ethnicity Arab 56 6.7

Black 129 15.4

Indigenous 17 2.0

Latinx 36 4.3

South Asian 49 5.9

South/East Asian 74 8.9

White 471 56.3

Prefer not to report 4 0.5

Sex Male 510 61.0

Female 291 34.8

Trans/non-binary 35 4.2

Sexual orientation Heterosexual 539 64.5

MSM 244 29.2

Females who have sex with females 53 6.3

Age ≤24 years old 311 37.2

>24 years old 525 62.8

CT, Chlamydia trachomatis; MSM, men who has sex with men; NG, Neisseria 
gonorrhoeae.

Table 4  Positivity rates among asymptomatic NG and CT contacts

Positivity range Infection Sex Age Case numbers Case positivity NNT

<10% NG Male >46 year old 0/24 0% n/a

NG MSW All 0/39 0% n/a

NG Female All 2/38 5.3% 19

NG Male All 13/152 8.6% 12

10%–20% NG MSM All 13/113 11.5% 9

CT Male >24 year old 23/191 12.0% 9

CT Female >24 year old 12/81 14.8% 7

CT MSW All 34/147 18.8% 5

>20% CT Male ≤24 year old 18/79 22.8% 5

CT Female ≤24 year old 26/85 30.6% 4

CT, Chlamydia trachomatis; MSM, gay, bi, and other men who have sex with men; MSW, male who has sex with women; NG, Neisseria gonorrhoeae; NNT, number-needed-to-
treat.
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contacts, we found a higher positivity rate in heterosexual males 
(18.8%), compared with MSM (7.9%) (χ2=5.52, p=0.019). 
Of note, for all asymptomatic MSM (NG/CT contacts or not), 
88.5% (n=69/78) of NG infections were extragenital only, and 
68.1% (n=47/69) of CT infections were extragenital only.

DISCUSSION
In this paper, we reviewed data from the GetaKit study from 1 
June 2023 to 30 June 2025. For this period, we reported data 
on NG/CT testing, including risk factors, if participants were 
self-identified NG or CT contacts or had NG/CT-like symp-
toms, and test completion rates and results. Our goal was to 
determine if being an asymptomatic NG or CT contact should 
warrant empiric treatment, as recommended in Canadian1 2 and 
US3 guidelines, or if it makes more sense to follow the newer 
BASHH,4 European5 and Australian6 guidelines, which recom-
mend waiting for test results before administering treatment 
(barring pregnancy or barriers to follow-up).

In our study, we had 12 775 orders for NG/CT testing, with 
~73% of these orders for testing being completed overall. 
Notably, all orders for testing were completed by partici-
pants who identified as asymptomatic NG and CT contacts 
(n=190 and n=436, respectively). Positivity rates were 1.2% 
for NG and 4.3% for CT overall, increasing to 8.4% for NG 
contacts and 19.4% for CT contacts. Sex did not correlate with 
positive results, but age did for CT contacts who were ≤24 years 
old. Our highest positivity rates were in CT contacts (20%–
30%) who were ≤24 years old and lowest (0%) in asymptomatic 
heterosexual male NG contacts and males >46 years old. As 
well, most infections in MSM were extragenital. These results 
raise a few points for discussion.

First, our data suggest that a blanket approach to treating all 
asymptomatic NG and CT contacts may not be best-case. While 
Canadian1 2 and US3 guidelines recommend empiric treatment 
of all contacts, our results identified that this would result in 
non-judicious antibiotic administration. In our study, this 
applied more strongly to NG contacts, with the most notable 
situation being asymptomatic heterosexual males and males 
>46 years old, of whom none was diagnosed with NG. Empir-
ically treating both groups would have resulted in the admin-
istration of antibiotics to 63 persons for NG, without having 
treated a single infection. Asymptomatic female NG contacts 
also had low rates of diagnosis (at 5.3%), which meant that, to 
have treated one NG case, we would have had to administer 
antibiotics to 19 persons.

Our results align with international literature. One study14 
from the Netherlands identified a positivity rate of 34.2% for 
CT contacts in their STI clinics. The same findings emerged in 
a study from Seattle,15 which found that the cumulative NG/
CT positivity rate in their STI clinics was 34% between 2014 
and 2018. Another study16 from Australia, involving 100 male 
patients who were NG and/or CT contacts in an STI clinic, 
found that ‘overall, 80% of patients were incorrectly treated 
(5% received the wrong treatment and 75% received unneces-
sary treatment)’.

In the context of globally worsening antimicrobial resistance 
for many organisms,7 our results make us question the appro-
priateness of immediately treating all NG contacts, when almost 
all positivity rates were <10%. Our findings of NG contacts 
instead support the BASHH NG guideline,4 which recommends 
awaiting positive lab results, especially considering that genital 
NG infections are almost always symptomatic for males and 
often symptomatic for females.2

Our findings did, however, identify an important nuance that 
is part of the recommendation to wait for test results: clinicians 
must ensure patients complete all clinically indicated testing. 
Current BASHH,4 European5 and Canadian1 2 guidelines indi-
cate that MSM should collect samples at pharyngeal and rectal 
sites, in addition to via urine, especially when they are NG or CT 
contacts. In asymptomatic MSM who were NG contacts in our 
study, all NG infections were extragenital, as were most (n=5/7) 
CT infections. Aligning with our previous work,17 from all testing 
in our MSM participants (contacts and non-contacts), 88.5% of 
NG and 68.1% of CT infections were exclusively extragenital, 
meaning that urine-only testing would have missed most diag-
noses. To consider deferring treatment for NG contacts, espe-
cially for MSM, clinicians must ensure comprehensive testing is 
completed. Otherwise, empiric treatment should be considered.

Our data similarly make us question if nuance is needed regarding 
the European CT guideline,5 which has adopted a blanket approach 
to withhold treatment for asymptomatic CT contacts unless there 
are reasons suggesting patient follow-up may be compromised. Our 
findings from ≤24 years old asymptomatic female CT contacts, who 
had a positivity rate of 30.6%, suggest that this no-treatment strategy 
might not always be ideal. For these participants, the NNT was 4, 
compared with 19 for asymptomatic female NG contacts, yielding 
a more judicious use of antibiotics. Nevertheless, an NNT of 4 still 
means giving antibiotics to four patients to treat one infection. When 
clinicians are confident that a patient will quickly complete testing 
and promptly return for treatment, deferring antibiotic adminis-
tration can be appropriate. However, if rapid access to testing and 
treatment cannot be guaranteed, more consideration should be 
given to empirically treat ≤24 years old asymptomatic female CT 
contacts, especially considering the lower NNT and risks of non-
treatment, including pelvic inflammatory disease.18 Similar results 
were observed in the UK, where ‘in those aged under 25 years, over 
half of contacts had chlamydia infection’.19 The main point we infer 
from our results is that a nuanced approach is needed, not blanket 
recommendations to treat all contacts or to not treat any contacts.

Second, our results highlight that the web-based STI testing 
strategy we implemented and evaluated in Ontario, Canada was 
successful at offering access to testing. Over a 25-month period, 
12 775 orders were placed for NG/CT testing, resulting in the diag-
nosis and treatment of 115 persons with gonorrhoea and 395 persons 
with chlamydia. As noted, on average, laboratory turnaround times 
for NG/CT results were <24 hours to 2 days, and access to treatment 
occurred almost entirely within 1 day. Considering increasing NG and 
CT rates worldwide20 and general restrictions in access to healthcare 
and sexual healthcare, novel assessment, testing and treatment strate-
gies like GetaKit are warranted. Importantly, the rapid access to care 
that GetaKit provided also suggests that interventions like it are an 
important component of the new BASHH4 and European5 NG/CT 
guidelines. Deferring treatment until results are available is feasible, 
if (and likely only if) persons can rapidly obtain accurate testing and 
treatment. We are less certain our results would support deferred 
treatment if less readily available and less sensitive testing was used or 
if timelines for accessing testing and treatment were longer. In such 
instances, clinical decision-making may differ from what we found. 
Further research is needed in different contexts.

Limitations
Our results must be interpreted considering certain limitations. First, 
our study only occurred in Ontario, Canada—with a single payer 
public healthcare system that provides free STI testing and treatment. 
Results may have differed if participants had to pay for care. Second, 
all our participants self-identified as an NG and/or CT contact. While 
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we attempted clarity in the question table 2, it is possible that some 
may have misinterpreted what constituted a ‘contact’ or misrepre-
sented being a contact to obtain testing. Third, we did not provide 
extragenital testing to all participants but followed local guidelines.10 
Although most research shows little yield for extragenital testing in 
other populations,20 21 additional cases may have been identified. 
Whether these infections would have been among contacts or non-
contacts or both requires further research. Fourth, we did not collect 
information on the timing of exposure to testing for NG and CT 
contacts. It is possible that some people tested too soon after an 
exposure, which may have artificially decreased the positivity rates 
we observed. Fifth, there is a possibility of false positive results for 
pharyngeal NG using the Roche Cobas system, which has a speci-
ficity of 98.9%. However, we feel this would have been minimal, 
at only a rate of 1 per 100 and and even less due to our laboratory 
reprocessing all positive test results twice. Sixth, we did not have 
data on whether our participants had used doxycycline postexposure 
prophylaxis (doxyPEP), which may have muted the positivity rates 
and NNTs we calculated for CT22 and supported a test-and-wait 
approach, rather than empiric treatment of contacts. Again, further 
research is required.

CONCLUSIONS
In this paper, we presented data from GetaKit, which included 
12 775 orders for NG/CT testing and identified 115 NG infections 
and 395 CT infections over a 25-month period. Unsurprisingly, NG 
and CT contacts were more likely to test positive, compared with 
non-contacts. Our results suggest it is appropriate to withhold treat-
ment for asymptomatic contacts, but only because we were able to 
ensure rapid access to three free items: (1) highly sensitive NAATs, 
as clinically indicated, for all-sites testing (pharyngeal, rectal, urine), 
(2) laboratory-based testing with walk-in access 6 days per week 
and (3) treatment within 24 hours of a positive test result. We feel 
that future implementations and expansions of systems like GetaKit 
must maintain this level of access to achieve the results we observed. 
If such implementation is possible, then perhaps we can strike a 
balance between identifying and treating many infections and being 
good stewards of antibiotics. In the absence of the rapid access we 
created, we are concerned that the latest guidelines may leave people 
with undiagnosed and untreated infections. Now is the time to test 
novel ways to safely and effectively implement the newer BASHH, 
European and Australian guidelines. It also appears to be time to 
update Canadian and US guidelines to remove recommendations for 
blanket treatment of NG and CT contacts. In short, our answer is, 
in the era of NAATs, we should not empirically treat all NG and CT 
contacts.
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