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Risk Indicators and Factors
Sex and Age
International population-based studies report that the rates of CT and NG infection in males and females may not differ substantially.[1-5] Reported cases of CT in Canada, however, are much more common in females which in part reflects the higher testing rate in this sex. In Canada, in 2014 the number of reported cases of CT among females was 1.7 times that of males.[6] This pattern is most apparent among females in the 15-19 (3.8 times male rates) and 20-24 (1.9 times male rate) year age groups, although it reverses once females reach 40 years of age (0.8 times male rate in 40-59 years). The rates of reported cases per 100,000 in persons of both sexes aged 15 to 29 years (females: 4,898; males: 2,360) comprised nearly 80% of all CT cases reported in 2014. Importantly, however, reported infections with CT have approximately doubled since 2005 in persons aged 30-39 (increased from 171 to 354 in females and from 168 to 321 in males, both per 100,000) and among those aged 40-59 years (increased from 23 to 57 in females and 36 to 73 in males, both per 100,000). Rates per 100,000 among those aged 10-14 (females: 58.7; males: 3.4) and aged 40-59 (females: 57.2; males: 72.8) are similar, with the exception of adolescent males. Reported cases in the 10-14 age category may underestimate prevalence due to low rates of testing in this age group. Among persons aged 60 and older, rates of reported cases of CT are low (females: 3; males: 9, both per 100,000) but increasing.[6]   

Overall reported cases of NG in 2014 were about one-tenth of those for CT, and rates of reported cases per 100,000 were highest in the 20-24 age group (females: 161; males 198), followed by the 25-29 age group for males (190 per 100,000) and 15-19 age group for females (135 per 100,000).[6] In people less than 20 years of age, rates of NG cases were higher among females than males (1.9 times in 15-19 years), whereas among adults aged 20 and older, rates were higher for males (e.g., 1.2 times for 20-24 years, 2.1 times for 25-29 years, 2.8 times for 30-39 years). Case reporting of NG is increasing in most age groups, although the highest relative increase between 2005 and 2014 was among females aged 40-59 years (increase in rate from 2.6 to 8.3 per 100,000), followed by those aged 30-39 (from 15.2 to 38.1 per 100,000). In males, the highest relative increase between 2005 and 2014 was among those aged 25-29 years (99.7 to 190.5 per 100,000). Large rate increases were seen for people of both sexes in the 30-39 year (females: 15 to 38; males: 63 to 106) and 40-59 year (females: 2.6 to 8.3; males: 23 to 39) age groups. Rates are low (under 6 per 100,000) among those aged 10-14 and 60 and above.   
Geography
The distribution of reported cases of CT varies geographically across Canada, with the highest rates (per 100,000) in Nunavut (3,510) and the Northwest Territories (1,894), followed by the Yukon (575), Saskatchewan (516), and Alberta (403), with the remainder of provinces being under 300 cases.[6] In 2014, the rate of reported cases of NG was significantly higher in Nunavut (891.1 per 100,000) than in other jurisdictions. Rates exceeding the national average of 45.8 per 100,000 were also observed in Alberta (46.2 per 100,000), Saskatchewan (110.2 per 100,000), Manitoba (86.4 per 100,000), Yukon (134.2 per 100,000) and the Northwest Territories (561.6 per 100,000).[6] Variation across Canada likely  reflects differential risks for infection in relation to geography, in addition to other social determinants of health such as socioeconomic status, ethnicity, and other points of social vulnerability.
Vulnerable Groups
Prevalence of CT in young people in North America, Europe and Australia may be higher in those with lower socioeconomic status, particularly when using duration of education as the indicator, although results are inconsistent.[3, 4] Country of origin may play a role in Canadian prevalence data, with reviews of global prevalence finding highest rates of CT in those living in countries classified by the WHO as being in the Region of the Americas and Western Pacific Region, and for NG in Africa and the Western Pacific Region.[5] Migrant status may place one at higher risk due to an association with sexual abuse, abuse at work, language barriers and lack of social support networks.[7] In terms of subgroups of migrants, three studies of sex workers in high-income countries did not find increases in CT and NG infections in migrant versus non-migrant sex workers, as hypothesized and found for those in low-income countries; the weighted averages for CT was actually lower for migrants versus non-migrants (5% vs. 7%; OR 0.7, 95% CI 0.4-0.9).[8] Indigenous populations are also disproportionally affected due to multiple factors including but not limited to social context, including geography, history/colonialism, and demographics (young median age). A systematic review[9] on CT prevalence included two Canadian population-based studies in remote communities where Inuit participants had CT rates of 12% (Iqaluit, Nunavut)[10] and 3.7% (Nunavik, northern Quebec).[11] A systematic review of three studies in Australia found high prevalence rates of CT in Indigenous females (all ages 11% vs. <25 years 22%) and males (all ages 9% vs <25 years 15%).[12] 
Sexual Behaviours and Related Risk Factors 
Sexual behaviours considered to place one at high risk for infection include, but may not be limited to, inconsistent condom use, multiple sexual partners, partner(s) having concurrent partners, having new sexual partners, engaging in transactional sex, having sexual intercourse while under the influence of illicit drugs, and having recent sex with an infected person. The 2013/2014 Canadian Community Health Survey showed that 57.5% of sexually active Canadians aged 15 to 49, with two or more partners in the past year, reported using a condom the last time they had sex, but that use decreased with age.[13] While 70.8% of 15- to 19-year-olds used condoms, that number dropped to 58% for those 20 to 29. Findings from a large cross-sectional study [14] using a population representative sample in Quebec suggest condom use may not be that high; 70% and almost 20% of sexually active women aged 17-29 reported hormonal contraception or coitus interruptus, respectively, as their primary method of birth control, with less than a quarter using dual contraception (“pill” and condom) and many abandoning condoms when with a “partner”.  Moreover, one in twenty young adults had their first consenting oral, vaginal or anal sex before the age of 14; before the age of 17, 50% of young women and 40% of young men had their first sexual encounter. Other studies have shown some concern about people on pre-exposure prophylaxis (PrEP) showing risk compensation, whereby they exhibit greater sexual risk after adoption of the safety measure.[15] 

Risk factors related to sexual behaviours are often reported indirectly based on group membership rather than actual behaviours. For example, incarcerated people have a relatively high prevalence of CT and NG infections (CT: females 12%, males 6%; NG: females 6%, males 1.4%).[16] Prevalence rates of CT in correctional facilities in the United States are high in males (adults 3-8%; adolescents 3-9%) and females (adults 6-15%; adolescents 5-25%); rates were low (<2%) for NG in adult and adolescent males but higher in females (adults 2.5-3.4%; adolescents 3-7%).[17] MSM are disproportionally affected, particularly for NG and extragenital infection. Population groups considered at high-risk due to behavioural factors may also be disproportionally exposed to social factors. For example, as recognized by the World Health Organization, MSM and transgender people experience significant barriers to quality health care because of stigma against homosexuality and ignorance about gender variance in mainstream society.35 While underlying correlates of STI risk, as well as specific sexual health needs of transgender people are distinct from those of MSM, both groups may delay or avoid seeking STI-related information, care and services as a result of anticipated homophobia, transphobia, ignorance and insensitivity.[18]
Biological and Epidemiological Factors
Individuals infected with NG may be (possibly up to 20-40%) co-infected with CT, although fewer people with CT also have NG.[19, 20] Having a concurrent human immunodeficiency virus (HIV) infection or other STI is also seen as a risk factor due to epidemiological and biological factors. Higher risk for STIs in younger age groups can be attributed to behavioural (e.g., condomless sex) but also biological factors (e.g., cervical ectopy in adolescent females [i.e., glandular/columnar epithelial cells are present on outer surface rather than only inside of cervical canal]).[21] 
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