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Symposium- Long Term Impact of HIV 



Why do PLHIV have lower life expectancy 
and experience greater comorbidity? 

Is HIV a model for Accelerated (Premature) 
or Accentuated Ageing? 



Frailty in PLHIV

Implications of managing HIV in the setting 
of multiple chronic health conditions

• PAART Study – Impact of socioeconomic factors and polypharmacy 

• 522 Australian PLHIV, on ARV and virologically suppressed, mean age 51 years ▪ Recruited into a 
national prospective 2 year study (2013-2015), at 17 sites, 6 states ▪ Participants completed a 
comprehensive questionnaire (204 questions) 





• Demographic Shifts:
– the total number of diagnosed PLHIV in Australia would

increase by 38% from 24,646 in 2017 to 34,095 in 2027
• In 2027, the high proportion of PLHIV will be in the 55 – 59 age

group, average age of 52

• Multi-morbidities and Polypharmacy:
– Multimorbidity leads to polypharmacy.

– Polypharmacy can lead to declines in neurocognitive
performance, which can contribute to fall and fragility
fractures causing pain, additional psychoactive
medication, and increased polypharmacy







LIVING POSITIVE QUEENSLAND (LPQ)

• Invisibility due to social isolation in
regional/rural settings exacerbated by
stigma/precarity/poor health. Invisibility of
complexities of managing chronicity-
everyday work of aging with
comorbidities, social precarity

• Uncertainty about social determinants of
‘successful ageing’ including income,
housing and access to care.

• Loss of agency and control: Older
participants with the most complex health
issues, fragile social networks and limited
support, feared loss of agency and
control.

• Apprehensions Of Aged Care: Many
anxious about their capacity to live
independently in the future. Having
experienced stigma and discrimination in
healthcare settings, concerned about
stigma and discrimination in aged care
settings and fear that the aged care
sector not ready to respond to the needs
of PLHIV

• Epidemiology and screening for HIV related
cancer

• ART and Cancer Therapy

A/Prof Mark Polizzotto

Program Head ,The Kirby Institute - UNSW 

















Take home messages



Feedback
Rebecca Houghton

Nurse Unit Manager
Sydney Sexual Health Centre

Reproductive and Sexual Health : Taking an 
integrated approach

• Evidence to show that integration leads to health system efficiencies, improved access to

essential services, increased satisfaction with care and improved health outcomes

• Challenges in Australia with several different but connected systems can lead to fragmented

care and missed opportunities can be particularly challenging for marginalised adolescents

(ACCESS 3 study)



Key issues 

Contraception:  1) LARC scale up  2) Access 3) Tackling reduced condom use with LARC (ECHO)

Medical and surgical abortion 1) Access 2)Provider stigma/shame, 3) Support for 
pharmacists 

STIs/BBV 1)  increase opportunistic screening 2) PID detection. 3) antenatal screening 4) 
Reproductive health needs for women living with or at risk of HIV

Prevention of cervical cancer 1) Closing the gap 2) increase update of HPV vaccinations, 3) 
self collection

Fertility 1) ’One key question’ 2) contraceptive information 3)equity of access for fertility options

Integrated models of care



Summary
• Does not have to mean offering all services in one place
• Ensure referrals and linkages work well
• Use technology to enhance health system navigation 

Where to from here?

• Improve routine data collection to highlight reproductive sexual health needs and service gaps (ASHR 3
study)

• Funded research to provide the evidence base for integrations (SPHERE) but there is a need for more cross
discipline data collection

• National women’s health strategy 2020-2030 
• Integrated workforce training
• Aspirational goals – an integrated faculty??

Routine treatment of chlamydia and gonorrhoea sexual contacts attending sexual health 
services: Is immediate treatment necessary?

BACKGROUND
• Treating contacts immediately is recommended in the guidelines
• Lead to some unnecessary treatments
• Increasing resistance to antibiotics

STUDY AIM
• To assess CT/GC positive among sexual contacts to see if treatment is still warranted

• Observational cohort study
• Data extracted from ACCESS
• 1st Jan 2013 – 31st Dec 2017
• 9 PFSHS included
• 83% clinics from urban settings
• Inclusion criteria – sexual contact recorded as reason for attendance and treatment data collected 

electronically



RESULTS
• 16836 episodes of care where contact was recorded

as reason for attendance
• Median age

• Females - 23 years (IQR 20-28)
• Males – 28 years (IQR 23-35)

• Overall CT positivity in contacts: 34.4% (n=2820)
• Overall NG positivity in contacts: 37.3% (n=1376)

Characteristics





Conclusion

• More than 60% of contacts were negative for CT and NG
• Some differences in positivity by gender, age and sexual preference
• GBM overall positivity for CT or NG <40%
• Strongest association for both infections was being aged less than 25 years

Limitations
• Several large clinics excluded from the study (no treatment data available)
• Regional breakdown was modified and therefore several clinics excluded (Further analysis to come)
• Some risk factors not included (e.g condom use, IDU.. Data not available)
• Unable to identify if symptoms were related to diagnosis

Final thoughts
• Findings support a test-and-wait approach for contacts
• Some services have already introduced the model in the urban settings
• Operational research warranted in different settings and populations to confirm all the contacts will return 

for treatment and rapid return of results
• Challenges in regional and remote settings

Viral Hepatitis in 2019 – opportunities and 
challenges   

• Viral Hepatitis elimination targets set by WHO to be achieved by 2030

• Ambitious targets that provide a framework to work towards

• Include a mortality reduction of 65% and reduction of incidence of new cases by 90%

• Relates to a 95% decline in HBV infections and 80% decline in HCV infections to be aimed for

• Treatment targets = 80% of eligible people on treatment and 90% of HCV treated patients cured.

Associate Professor Gail Mathews – The Kirby Institute



HCV – Australian response

• Australia is on track
• Universal access to DAA’s

on PBS (2016)

• Uptake of treatment in 
Australia – estimated 75’000
people living with Hep C in 
Australia are now on 
treatment

• 1/3 of chronic Hep C patients
on treatment 

• Important aspect of the Australian 
response is the prescribing outside of
the specialist sphere

• 70% of prescriptions are written by
non specialist physicians

• 17% of GP’s across Australia have 
now prescribed DAA therapy

Outcomes of DAA’s

• DAA’s highly effective across
different patient types in 
Australia

• 96% of people (who were able 
to be followed up) are reaching 
SVR

• Outcomes similar regardless of
service type supporting the
universal access across different 
care models



A closer look at high risk transmission 
populations

Annual Needle Syringe 
Program Survey results 
(Kirby 2019)

Mortality targets 
• Demonstrated effect on end stage liver disease and liver related

deaths (NSW data linkage project)



The challenges
• DAA initiations are reducing
• What about those not engaged

in care?
• Different model of care projects

underway (test + treat, inpatient
initiation etc)

• How to reach the ‘others’??

Hepatitis B: a different challenge?

• Cheap effective
prevention –
vaccination

• Australian born indigenous
women shows 80% reduction in
notifications through universal
testing of women after the
targeted vaccination campaigns in
late 90’s

• Estimated prevalence
of CHB in Australia in
younger populations
(<19yrs) is declining
(overseas vaccination
policies)



• Cheap effective therapy
achieving viral
suppression

• HBsAG loss is infrequent
(functional cure)

• Pipeline – new therapeutic options
are coming for HBV cure

• Phase 3 studies coming soon
• Different ways of measuring ’cure’

HBV Care Cascade in Australia 2017 – some issues… 

• 32% remain undiagnosed
• 77% not in care
• Treatment target is 20% and 

currently on 9% on 
treatment

• Progress towards goals : 2022 targets
• Increase number of people in care and 

on treatment



Challenges and unanswered questions

• Need to address inequities in access to care across different settings
• Barriers to access – CALD communities and issues related to stigma and

discrimination as well as those experienced by indigenous communities

• Should we be treating ALL patients with HBV
• If so when should treatment be started?
• How long will treatment duration need to be?
• How will we measure cure?
• What is the effect on HCC reduction (end point)
• What is the ‘cost effectiveness’ of cure?

Challenges and opportunities



Updates in management for women living 
with HIV and pregnancy – Dr Moira Wilson

- Drug prevention of mother to child transmission
- Guidelines
- Updates from IAS – Tsepamo study (Botswana)
- What does this mean for women living with HIV in Australia

Main goal should be optimal adherence during pregnancy and variation from guidelines 
is on occasion required to achieve this

Breastfeeding and HIV
CNS Rachael Dunn

- ASHM guidelines for women living with HIV and Breastfeeding in
development

• Aim: To provide guidance in the Australian setting
• Counselling and management of women who desire to breastfeed
• Review of current evidence and international/local guidelines



WHO – Infant feeding recommendations

• In resource limited settings
• Maternal life long ART
• Exclusive breast feeding for first 6/12 (No mixed feeding)
• Introduce solids from 6/12 onwards
• Continue BF until other safe and adequate foods are available
• Continue BF up to 12-24 months of age

Rationale
• High risk of infant morbidity and mortality: diarrhoea, pneumonia and

infections associated with lack of access to clean safe drinking water
and accessing formula

High resource countries
• BHIVA (2019) guidelines

• In the UK and other high-income settings, the safest way to feed infants born
to women with HIV is with formula milk as there is an ongoing risk of HIV
exposure after birth.

Rationale
• Access to safe drinking water to make up formula
• Suppressive maternal cART significantly reduces but does not eliminate the risk

of vertical transmission of HIV through breastfeeding
• The U=U statement only applies to sexual transmission
• Lack of data to apply this to breastfeeding and maternal to child transmission.
• Undetectable viral load in the blood does not equate to undetectable viral load

in the breast milk
• Sub-optimal drug levels of ARV’s in breast milk may contribute to drug

resistance in the infant



Challenges for women living with HIV and 
infant feeding
• Cultural, family and personal pressures
• Fear that not breastfeeding will lead to a disclosure of their status
• Shame/guilt
• Financial pressures
• Breastfed previous children
• Promotion of bonding with infant
• Preference for breast feeding due to well known benefits

BHIVA Guidelines 2019
“Women who are virologically suppressed on cART with good 
adherence and who chose to breastfeed should be supported to do so, 
but should be informed about the low risk of transmission of HIV 
through breastfeeding in this situation and the requirement for extra 
maternal and infant clinical monitoring”

US Department of Health and Human Services Guidelines
“Women who have questions about breastfeeding or who desire to 
breastfeed should receive patient centred, evidence based counselling 
on infant feeding options.
When women chose to breastfeed despite intensive counselling they 
should be counselled to use harm reduction measures to minimise the 
risk of HIV transmission to their infants



Counselling women on infant feeding

• Start discussion early in the pregnancy
• Non judgemental approach
• “We recommend exclusive formular feeding for women with HIV is

that an issue for you?”
• Give the evidence and discuss the risks
• Collaborative approach to decision
• A hard-line approach can result in a women breast feeding/mixed

feeding without being given an appropriate harm minimisation
strategy

Harm minimisation strategies
• Exclusive breast feeding (EBF) for as short a period as

possible, an no longer than 6 months
• Maintain maternal undetectable viral load on cART
• Neonate ART prophylaxis
• Monthly HIV VL for mother and testing for infant
• Link in with lactation consultant
• Link in with peer support
• Start extracting breast milk early to store for when 

unable to BF
• Have formula equipment ready when need to stop BF



Summary

• The safest mode of feeding in high resourced countries is exclusive
formula feeding

• Use of cART significantly reduces risk of MTCT of HIV via exclusive
breast feeding, however it does not eradicate it completely

• Complex and sensitive issues surround some womens decision to
breast feed

• Women should be supported in their choice to BF where harm
minimisation strategies can be put in place

• Development of ASHM guidelines will provide a conisistent approach
to managing and counselling women on breast feeding



Joint Conference Report 
Back
DR DAVID ATEFI
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STIGMA Guidelines Launch

 Dr Chris Bourne on history of STIGMA
 Annual  3 monthly

 Culture  PCR

 HSV serology(!)

 Dr V Cornelisse / Dr N Medland
 3/12 regardless of risk level

 3 site PCR regardless of RAI

 HCV if on PrEP

 Hep B serology



Doxy PrEP / Syphilaxis

Prof Basil Donovan - For
 Doxy-PEP HR 0.27 (IPERGAY)

 Use in acne and malaria prophylaxis

 Resistance already exists in NG and
won’t develop in CT/syphilis

Prof Kit Fairley – Against
 No evidence for doxycycline as PrEP

 High NNT based on model data

 Unknown effects on gut microbiome

Other interesting talks

 Prof Jake Estes, Oregon Health & Science University
 Finding HIV’s Hiding Places: DNAScope, active vs total reservoirs

 Prof Tony Kelleher, Kirby Institute
 Cure: “shock and kill” vs “block and lock”

 Prof Martyn French, Professor UWA Medical School
 IRIS: incidence, mortality, predictors

 Dr Vincent Cornellisse, KRC
 HCV diagnoses in PrEPX: 8



• g

ASHM Journal 
Club Feedback
October 2019

Victoria 
Hounsfield

Overview:

• M.Gen symposium
• Prep symposium: 2019 Prep guidelines launch
• HIV treatments symposium: - INSTIs and

weight gain, 2 drug regimens
• FAMSACA breakfast session - Non-fatal

strangulation, Sexual assault and pornography
• PASHNET: lessons from the booth



M Genitalium Symposium
Prof David Lewis









Prep symposium: 
Andrew Grulich



• Incidence of HIV greatly
decreased

• Greatest effect seen in 
Australian born MSM,
living in Inner city “gay
suburbs”

• 30 sero-converters in 
EPIC: none were taking 
daily Prep, most had 
only picked up meds
once or twice, and 
stopped taking it 
months-years before.

Prep symposium: 
Andrew Grulich

• 8th National HIV strategy: target is 75% of
those eligible to take Prep:

• Aim for greater equity in CALD/ non-”gay
community attached”, young

• Offer “2+1+1” – event driven Prep.



• Improve coverage >75%
• Address stop-start Prep
• 2+1+1 may help
• Long-acting options

• Non-medicare eligible
• Asian MSM

ASHM Prep Guidelines
Presented by Vincent Cornelisse



• Eg discusses Prep in context of trans MSM
having both anal and vaginal sex





• Caution in adolescent MSM (low adherence)
• On-demand contra-indicated in Chronic Hep B
• Continue with advise to daily Prep users that 7

daily doses are required to attain high level
protection



• Roving mic for poster 
presentations:

• Casey Lee



HIV treatments 
symposium

Jenny Hoy:



Mark Boyd



FAMSACA Breakfast

NON-FATAL STRANGULATION- THE HIDDEN DANGERS 
Dr Maire Kelly 
• included a “typical” case presentation
• discussed the definition and patho-physiology of non-fatal

strangulation, prevalence, signs, and symptoms and recent
research on the subject from SARC.

• concludes by mentioning how non-fatal strangulation may
differ from the consensual paraphilia “erotic asphyxiation”
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PASHNET: Lessons from 
the Booth

• Shameless plugging can be fun (although not for me)
• Talk to everyone – go global!
• Have an iPhone charging station
• And gummi bears
• And condoms
• Next time: PASHNET brings you the “Nap Pod”



FREE MEMBERSHIP
(CMOs, registrars and GPs with an interest in HIV/sexual health without access 

to employer-provided funding (e.g. TESL) or hospital-provided training)

PAST SCHOLARSHIP 
OPPORTUNITIES



OUR NEXT EVENT......12TH

OCTOBER
CAREERS AND CONFERENCES! 

Saturday 12th October 1pm - 5.30pm
QT Hotel Sydney

INGNITE PASSION WITH YOUR MEDICAL PRESENTATION SKILLS

SPRUCE YOUR RESUME AND INTERVIEW SKILLS

FEEDBACK FROM IUSTI WORLD CONGRESS IN VANCOUVER

FOLLOWED BY INFORMAL DRINKS AND STANDING DINNER

www.pashnet.org.au

Facebook: pashnet
australia

Any questions?





Australasian Sexual Health 
Conference, September 2019: 

ASHM feedback   
Linda Garton CNC, RPA

Syphilis: An outbreak in Aboriginal 
and Torres Strait Islander 
communities symposium



Outbreak Epidemiology – Dr Nathan Ryder

• Syphilis outbreak initially began in North West
QLD – Jan 2011

• Cluster of cases in NT (central region) in July
2013

• Increase in NT cases diagnosed in early 2014
firstly in central region

• Spreading to Barkly and Katherine regions mid
2014

Outbreak epidemiology

• Cases linked to outbreak in June 2014 in the
Kimberley region of WA

• 2017: SA declared outbreak in Western, Eyre
and Far North regions from Nov 2016











MJSO 

• April 2015: Formation of multijurisdictional
syphilis outbreak committee (MJSO)

• Representatives from Commonwealth, QLD,
NT, WA, SA + experts in the field and
Aboriginal key stakeholders

• Met monthly to address outbreak response
https://www1.health.gov.au/internet/main/publishing.nsf/
Content/ohp-infectious-syphilis-outbreak.htm



Outbreak case definition 

• Meets national surveillance definition of
infectious syphilis AND

• Aboriginal or Torres Strait Islander person
residing in declared outbreak area

OR
• Sexual contact of outbreak case (living outside

outbreak area)

Epicurve
July 2019: 2863 
cases



Case breakdown 

• Male and female evenly spread
• Predominately heterosexual
• Predominately 15-29 year olds
• Congenital syphilis cases both confirmed and probable
• Until outbreak under control more cases will be

detected
• Very few category 2 cases (contacts outside outbreak

areas) – contact tracing not working?
• Continuing to expand
• Global outbreaks: none above 1500 cases – is this the

biggest outbreak in the world??

Clinical challenges across North QLD
(key points) - Dr Arun Menon 



Key challenges 

• Only public health response – no government input
• Developed Action Plan in 2016

https://www.health.qld.gov.au/__data/assets/pdf_file/0028/15755
5/sti-action-plan-2016-21.pdf

• Increase in HIV associated with outbreak
• Prior to 2015 only 1 to 2 cases per year diagnosed in Aboriginal &

Torres Strait Is at Cairns SHS
• 2016 – 12 new cases (MSM) epidemiologically linked to syphilis

outbreak
• Risk of congenital syphilis ongoing – no new cases for last 12

months
• Testing falling especially in young men
• 2019- Increase in younger cases 13 to 15 years

Key challenges 

• North West strategies - added syphilis to ED testing
• Sexual health follows up on positive results
• Added to about 30-50% of tests (average 150 per month)
• Reviewing populations lists (very time consuming)
• Testing goes up if dedicated staff on the ground (FIFO

difficult to sustain testing level)
• Hasn’t been addressed at the higher political level – can’t

be done by sexual health alone
• NACCHO stated – ongoing crisis is a result of decades of

neglect
• Ultimately don’t know how to engage the population



Overview – clinical challenges and innovation across 
Australia at ACCHOS - Dr Dawn Casey Deputy CEO NACCHO

• 145 members across Australia – works with ACCHOS and
state and territory governments

• ACCHS – comprehensive primary health care

NACCHO questions
• Why did it take so long for government to respond?
• Why did it take a mounting number of Congenital Syphilis

before governments acted?
• However the response now is excellent –NACCHO key

stakeholder in the development of strategic plan
• Increasing the use of POC – now being implemented

throughout ACCHS

National enhanced response to syphilis outbreak- Dr 
Lucas de Toca - Assistant Secretary, Indigenous Division Dept of Health

• Predominately people aged 15 to 29 years
living in northern, central and southern
Australia

• 16 congenital syphilis cases
– 7 infants are reported to have died (all in QLD –

most recent in Sept 2018)



National response initiatives 

• Development of Strategic Action Plan in 2017:
– Test and Treat model – to be implemented throughout communities
– Data and Surveillance – monitor spread and remediation
– Communication and Education
– Antenatal care – address no of congenital syphilis cases

• 21.2M > roll out T & T model via ACCHS in outbreak
regions + develop ‘train the trainer’ model to upskill
workforce

• Funding for culturally appropriate health communication
& education aimed at target population

Community engagement – Young Deadly Free -
Amanda Sibosado

• Commonwealth funding to South Australian Health
and Medical Research Institute (SAHMRI) to deliver
education and testing campaign

• Targeting 15-29 year olds living in regional &
remote QLD, WA, NT, SA

• Use of social media, TV & radio advertising
• Developed Young Deadly Free website
https://youngdeadlyfree.org.au/resources/health-
messages/talkin-true-videos/



Overview of responses - Prof James Ward

• A lot of work done to address the outbreak –
• Lobbying of key politicians at state and

Commonwealth level  - few initially prepared to
invest any funding or support

• Significant turnover of staff in outbreak areas
(140% RN in 12 months/ average time 4 months)

• Risk of congenital syphilis
– 7th baby died - mother had presented at 12 and 26

weeks for antenatal care – seroconverted in-between

Overview of responses: Prof James Ward

• 2019: Greater buy in from the Commonwealth – increased
NACCHO input and working with community controlled
organisations

• Adverse media attention – misreporting stating that the
outbreak and high STI rates are due to sexual abuse

What's working now: 
• Clinical guidelines have been updated
• Increase in syphilis registers
• More resource development
• Significant input from community controlled sector – roll

out of test and treat model
• Consider genotyping to link samples – is the outbreak

multiple clusters or one cluster?
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