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SimoNE CaRRE
PuBLIC SeRVANT

3 MONTHS LEFT
TO ENSURE YOUR
PATIENTS COMPLETE
THEIR COURSE
OF FREE CERVICAL
CANCER VACCINE
H
COMURRY.
P
B LETE
DEC Y 31 ST
EMB
ER *
*The Government funded HPV catch-up program is about to end.
To be eligible for free vaccine females 18 to 26 years must have
commenced their course before 30th June and complete dose
2 and 3 by 31st December 20091.
REFERENCES 1. Department of Health and Ageing 2009 National Immunisation Program Schedule, available at www.immunise.health.gov.au,
accessed 30 July 2009.
guard against cervical cancer is a registered trademark of CSL Biotherapies.
Sponsored by CSL Biotherapies 45 Poplar Rd, Parkville 3052.

WELCOME LET TER
Welcome to Brisbane for the Australasian Sexual Health Conference from Monday 7 to Wednesday 9 September
2009. The conference theme is “Topical & Tropical”.
The conference opens on Monday with Professor Ian Frazer (Australia) delivering the Gollow Lecture on Human
Papilloma Virus infections & vaccination, followed by Dr Sjoerd van der Burg (Netherlands) presenting on HPV
immunobiology. In Tuesday morning’s plenary, Drs Simon Barton & Claudia Estcourt (United Kingdom, UK)
present on point of care testing and urethritis respectively. Other international highlights include the entertaining
Dr Colm O’Mahony (United Kingdom) speaking at the women’s health symposium on Tuesday afternoon and Dr
Graham Neilsen (Thailand) focusing on regional perspectives on Wednesday afternoon. There are also symposia
on sex work, sexual assault, sexual dysfunction, HPV/HSV, medical education, anal cancer screening, indigenous
sexual health and contact tracing. There are two sessions specifically for trainees of the Chapter of Sexual Health
Medicine plus nine proffered paper & oral poster sessions for researchers and clinicians.
The Australasian Sexual Health Conference ends on Wednesday with the great debate & prize giving followed in
the evening with the gala dinner at Brisbane City Hall on a “Tropical Nights” theme.
Brisbane Convention & Exhibition Centre (the conference venue) is on the south side of the Brisbane River, across
from the City Centre. South Bank Parklands is nearby and offers an open public space overlooking the river with
museums, theatres, art galleries, and the Wheel of Brisbane, as well as hotels, restaurants, and a beach in the
middle of the city! A short walk over the Goodwill Bridge takes you to the Botanic Gardens, or over Victoria Bridge
to Queen St Mall and the City Centre.
We hope you enjoy Brisbane and the 2009 Australasian Sexual Health Conference.

Dr David Jardine
Princess Alexandra Sexual Health

Scientific & Advisory Organising Committee
Convenor: David Jardine

Princess Alexandra Sexual Health Brisbane

Stuart Aitken

Gold Coast Sexual Health Service

Sara Bell

Queensland Health

Gary Boddy

Queensland Department of Health

Fraser Drummond

National Centre in HIV Epidemiology
& Clinical Research

Brenda Henry

Gold Coast Sexual Health Service

Jane Hocking

Key Centre for Women’s Health in Society

Stephen Lambert

HIV/HCV Education Project - University of
Queensland

Suzanne Marks

Australasian Chapter of Sexual Health
Medicine

Sarah Martin

Canberra Sexual Health Centre

Jenny McCloskey
Royal Perth Hospital

Arun Menon

Queensland Health

Cheryn Palmer

Princess Alexandra, Sexual Health Brisbane

Darren Russell

Cairns Sexual Health Service

Mekala Srirajalingam

Gold Coast Sexual Health Service

Kuong Taing

Nambour General Hospital

Heather Young

Christchurch Sexual Health Clinic

Professional Conference
Organisers: Nadine Giatras,
Nicole Robertson, Pollyanna Strauss
Australasian Society for HIV Medicine
LMB 5057, Darlinghurst NSW 1300
Phone: 61 2 8204 0770
Fax: 61 2 9212 4670

Di Rowling

Brisbane Sexual Health and HIV Service
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A FOCUS ON SEXUAL HEALTH

NEW

I DOVA L

®

metronidazole 0.75% vaginal gel

iNova is proud to support

The Australasian Sexual
Health 2009 Conference
and

The Australasian HIV/
AIDS Conference 2009

Please visit us at our conference stand
and enter the iNova Challenge.
Full Product Information is available at the iNova stand.
iNova Pharmaceuticals (Aust) Pty Ltd. ABN 88 000 222 408. 9-15 Chilvers Road, Thornleigh NSW 2120. www.inovapharma.com ICOR 3901 BBK 07/09

Australasian Chapter of Sexual Health Medicine

THE GOLLOW LECTURE
During his triennium (1988-1991) as inaugural President of the
Australasian College of Venereologists Dr Morris Gollow and his wife
Suzette endowed funds for an honorarium to be given to the invited
presenter of the Gollow Lecture, delivered at the annual scientific
meeting of the College.
DR MORRIS M GOLLOW
AM, MRCS (Engl.), LRCP (Lond.), DepVen (Lond.), PPACSHP
Dr Gollow was born in London in 1925 and trained there, graduating
in 1949.
He emigrated to WA in July 1956 and after two years in a remote area
moved to Perth. In 1974 he left general practice and joined the Health Department of WA as a
venereologist in the Royal Perth Hospital.
One of the organisers of the First National Conference on STDs in Australia, held in Perth in August
1978, he was also President of the WA Venereal Diseases Society from 1980 until his retirement in
1986.
In 1981 he became a Foundation Member of the National Venereology Council of Australia and in
1987 a Founding Fellow of the Australasian College of Venereologists.
He was awarded the Member of the Order of Australia for services to Medicine, particularly in the
field of venereology.
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Treating r
2 easy with 2 -day Fam vir
2-day Famvir cuts the treatment time of recurrent genital herpes by a whole three days,
without compromising on relief.1 It’s just two 250 mg tablets taken as a STAT dose,
followed by one 250 mg tablet every 12 hours for the next three doses. So give your
patients a break. Help them get genital herpes symptoms out of their lives the easy way.

* PBS listed – 20 x 250 mg tablets with 1 repeat – enough to treat 8 episodes
PBS Information: Authority Required. Refer to PBS Schedule for full information.
PLEASE REVIEW FULL PRODUCT INFORMATION BEFORE PRESCRIBING. Reference. 1. Famvir Approved Product Information. Famvir ® (famciclovir) Indications:
(Immunocompetent) treatment of herpes zoster, treatment of recurrent genital herpes, suppression of genital herpes. Famvir is also indicated for the treatment of recurrent herpes
labialis (cold sores) in immunocompetent adult patients. (Immunocompromised) treatment of uncomplicated herpes zoster, treatment of recurrent herpes simplex, suppression
of recurrent herpes simplex. Dosage for adults and children >12 years: (Immunocompetent) herpes zoster: 250 mg tds for 7 days. Treatment should be initiated within 72
hours of rash onset. Treatment of recurrent genital herpes requires a total dose of 1250 mg famciclovir administered as either: (i) 500 mg statim then 250 mg bd for 3 doses,
or (ii) 125 mg bd for 5 days. Suppression of recurrent genital herpes: 250 mg bd. Review therapy after 12 months. Recurrent herpes labialis (cold sores): The recommended
adult dosage is 1500 mg as a single dose or 750 mg twice daily at 12 hourly intervals. Initiate therapy at the earliest sign or symptom of a cold sore (treatment was initiated
≤1 hour of symptom onset in the clinical study). Special attention should be given to dosages in patient with renal impairment – see full Approved Product Information for
details. (Immunocompromised) herpes zoster: 500 mg tds for 10 days. Treatment should be initiated within 72 hours of rash onset. Treatment of recurrent herpes simplex:
500 mg bd for 7 days. Suppression of recurrent genital herpes in HIV: 500 mg bd. Contraindications: known hypersensitivity to famciclovir or other Famvir constituents,
patients who have shown hypersensitivity to penciclovir. Precautions: renal impairment, pregnancy, lactation, children<12 years. Patients who experience dizziness, somnolence,
confusion or other central nervous system disturbances while taking Famvir should refrain from driving or operating machinery. Side Effects: headache, URTI, infection (viral),
sinusitis, back pain, nasopharyngitis, pharyngitis, UTI, dyspepsia, nausea, dizziness, diarrhoea, fatigue, abdominal pain, vomiting, somnolence (predominantly in the elderly),
cholestatic jaundice, abnormal liver function tests, rash, very rare cases of pruritus, urticaria, thrombocytopaenia and serious skin reactions (e.g. Stevens-Johnson syndrome,
toxic epidermal necrolysis, erythema multiforme), arthralgia, and myalgia. Refer to full PI for list of other reported adverse events. Famvir 125 mg, 250 mg tablets contain
lactose. Patients with rare hereditary problems of galactose intolerance, a severe lactase deficiency or glucose-galactose malabsorption should not take Famvir tablets. PBS
dispensed price: Immunocompetent (Genital Herpes Episodic Treatment $136.63, 20 x 250 mg tablets + 1 repeat; Genital Herpes Suppressive Therapy, $356.50, 56 x 250 mg
tablets + 5 repeats; Herpes Zoster, $143.15, 21 x 250 mg tablets no repeats); Immunocompromised (Genital Herpes Episodic Treatment and Suppressive Therapy, $356.50,
56 x 500 mg tablets + 5 repeats; Herpes Zoster, $201.92, 30 x 500 mg tablets no repeats). Please note changes in Product Information which have been italicised.
Approved Product Information is available on request or from Novartis. Sponsor: Novartis Pharmaceuticals Australia Pty Ltd. ABN 18 004 244 160.
54 Waterloo Road, North Ryde NSW 2113. ® Registered Trademark (fam230108a.doc based on PI fam230108i.doc). FAM239045. 08/09. NOV00315

NOV0000315 2 day_check 210x297.FA.indd 1

4/8/09 10:31:42 AM

PROGRAM
AT A GLANCE

PROGRAM AT A GLANCE
MONDAY 7 SEPTEMBER
8.30am - 9.30am
9.30am - 11.00am
11.00am - 11.30am
11.30am - 12.30pm
12.30pm - 1.30pm

1.30pm - 2.30pm

Registration opens
Opening Ceremony and Gollow Lecture
Great Hall 2, Door 8
Morning Tea in Exhibition and Poster Area Opening in Great Hall 3 & 4; Entry from Mezzanine Level,
Door 9
Plenary
Great Hall 2, Door 8
Lunch in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
Poster Themes: Prevention and Epidemiology
Trainee Session (Jan Edwards Prize)
Great Hall 2, Door 8

Oral Posters
1.30pm 3.00pm

Great Hall 1, Door 6

2.30pm - 3.00pm

Proffered Papers

3.00pm - 3.30pm

Afternoon Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9

3.30pm - 5.00pm

Sex Work Symposium
Great Hall 2, Door 8

3.30pm 5.00pm

HPV Proffered Paper Session
Great Hall 1, Door 6

5.00pm - 6.30pm

Welcome Reception & Poster Viewing Evening in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
Launch of the STIPU Guidelines

7.00pm

AChSHM Trainee Dinner Sponsored by GSK
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PR O G R
AM AT A GLANCE
TUESDAY 8 SEPTEMBER
7.30am

7.30am 9.00am

9.00am 10.30am

Registration
Forensic & Medical Sexual Assault Clinicians Australia (FAMSACA) Breakfast Session: Sexual Assault Peer
Support
Meeting Room M1
Plenary
Great Hall 2, Door 8

10.30am Morning Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
11.00am
Sexual Assault
11.00am - Symposium
12.30pm

11.00am 12.30pm

HPV and HSV
Symposium

Sexual Health
Proffered
11.00am - Papers
12.30pm

Great Hall 1,
Door 6

Great Hall 2, Door 8

11.00am 12.30pm

Meeting Room
M2

General Practice
Proffered
Papers
Meeting Room
M1

Lunch in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
12.30pm Poster Themes: Laboratory/Diagnostics, Social Research
1.30pm
Book Launch by Colm O’Mahony

1.30pm 3.00pm

Sexual Dysfunction
Symposium
1.30pm 3.00pm

3.30pm 5.00pm

Womens Health
Proffered
1.30pm Papers
3.00pm
Meeting Room
M2

Regional
Perspectives
Proffered
Papers
Meeting Room
M1

Afternoon Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
Women’s Health
Symposium

Great Hall 2, Door 8

12

1.30pm 3.00pm

Great Hall 1,
Door 6

Great Hall 2, Door 8
3.00pm 3.30pm

Chlamydia
Proffered
Papers

3.30pm 5.00pm

Medical
Education
Symposium
Great Hall 1,
Door 6

3.30pm 5.00pm

MSM Proffered
Papers
Meeting Room
M2

3.30pm 5.00pm

Indigenous
Health Proffered
Papers
Meeting Room
M1

5.00pm 6.00pm

AChSHM Annual Meeting. Drinks and snacks will be served on entry. Open to members of the Chapter only.

6.00pm 8.00pm

How far can we go with antiviral therapy for HSV?: Satellite Symposium Sponsored by Novartis
Meeting Room M3

Meeting Room M1
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PROGRAM AT A GLANCE
WEDNESDAY 9 SEPTEMBER
7.30am

Registration

7.30am 9.00am

Trainee Update Breakfast Sponsored by The Sexual Health Society of Queensland

9.00am 10.30am

Meeting Room M1&M2
Sexual Health Plenary: How to Set Up an Anal Cancer
8.30am Screening Program
10.30am
Great Hall 1, Door 6

HIV/AIDS Conference Opening Ceremony
Great Hall 2, Door 8

10.30am Morning Tea in Exhibition and Poster Area Opening in Great Hall 3 & 4; Entry from Ground Level
11.00am

11.00am - HPV Symposium
12.30pm

Indigenous Health Symposium
11.00am - supported by Queensland
12.30pm Health

Great Hall 1, Door 6

11.00am 12.30pm

Great Hall 2, Door 8

HIV/AIDS
Conference
Concurrent Session
Theme A:
Prevention - But
How?
Meeting Room M2

Lunch in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Ground Level, Door 1
Poster Themes: Clinical and HIV
12.30pm Contact Tracing Exhibition in Meeting Room M1
1.30pm
ASHHNA Lunch Meeting in P4
Annual Surveillance, Indigenous and Behavioural Reports Launch in Meeting Room 2

1.30pm 3.00pm

Regional Perspectives
Forum

Great Hall 1, Door 6
3.00pm 3.30pm

3.30pm 5.00pm

1.30pm 3.00pm

Contact Tracing Workshop
supported by the Government
of Western Australia,
Department of Health
Great Hall 2, Door 8

Meeting Room M2

Afternoon Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Ground Leve, Door 1
Contact Tracing Exhibition in Meeting Room M1
The Great Debate and Sexual Health Conference
Closing
Great Hall 1, Door 6

7.00pm 11.00pm

1.30pm 3.00pm

HIV/AIDS
Conference
Concurrent Session
Theme B: Clinical
Trials

3.30pm 5.00pm

HIV/AIDS Conference Concurrent Session
Theme A: Immune Reconstitution &
Activation
Meeting Room M2

Joint Conference Dinner at Brisbane City Hall
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Gilead recognizes the
urgent need for access
to healthcare capacity
as well as HIV medications
worldwide, particularly
in developing countries
where the AIDS epidemic
is devastating communities.
We believe that the
medicines we develop
should be accessible to
all patients who need
them worldwide, regardless
of income or location.

Our heart
is in the right place.
We are undertaking the following initiatives locally and globally to help further expand
access to our medicines and build healthcare capacity in resource-limited settings:
Gilead Access Program – to provide Viread® (tenofovir disoproxil fumarate) and Truvada®
(emtricitabine/tenofovir disoproxil fumarate) at substantially reduced prices in many low
and middle income countries. This has been ongoing since 2003.
Partnerships with Generic Manufacturers – Gilead has signed non-exclusive
licenses with multiple Indian generic manufactures to provide low cost high-quality
generic versions of Viread® in 95 resource-limited countries, which are home to
95% of the world’s HIV infected people.
The Gilead Foundation – focused on improving health infrastructure
in the developing world.
A member of the Collaboration for Health in Papua New Guinea (CHPNG)*
– to create sustainability and capacity in HIV management in PNG and meet the
needs identified by our primary stakeholders and partners – ASHM and NAPWA.
*Gilead, Boehringer Ingelheim, Merck Sharpe & Dohme, GSK, Pfizer Australia, Tibotec.

Advancing Therapeutics. Improving Lives.

32543 ASHM HB Ad v1HR.indd 1
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INVITED
SPEAKERS

INVITED SPEAKERS
INTERNATIONAL
DR SIMON BARTON
Supported by The Australian Government, Department
of Health and Ageing
Dr Barton has been a consultant at the Chelsea &
Westminster Hospital since 1990. He has been Clinical
Director of the HIV and Genitourinary Medicine
Directorate since 1996. He was previously registrar
and research fellow at St. Mary’s Hospital, Paddington,
and senior registrar at St. Stephen’s and Westminster
Hospitals. He completed his MD thesis on the subject
of local immunology of the cervix, with particular
relevance to the effects of smoking and viral infection.
Immediate Past President of the British Association for
Sexual Health and HIV (BASHH), having been President
from 2006-08 and Vice President (2003-06).
He chaired the GUM Specialty Committee of the Royal
College of Physicians from 2006-08.
From 2004-06, he was the founding Chair of the North
West London Strategic Health Authority (SHA) sexual
health and HIV network, and since 2006 has been the
Clinical Lead for the London Sexual Health Programme.

DR SJOERD VAN DER BURG
Sjoerd H. van der Burg received his Ph.D. in Immunology
from the University of Leiden, the Netherlands. He is
currently an Associate Professor at the Department
of Clinical Oncology of the Leiden University Medical
Center where he leads the experimental cancer
immunology and therapy group consisting of 1
assistant professor, 3 post-docs, 6 PhD students and 8
technicians.
The main focus of his laboratory is on the translation
of immunological concepts to the clinic. His research
interest is in tumour immunopathology with an
emphasis on the local immune response, T-helper
cells, regulatory T cells and cytotoxic T cells in tumour
immunity, as well as in immunotherapy of cancer, in
particular the development of therapeutic vaccine
strategies and the adoptive transfer of ex-vivo expanded
T cells. Notably, he has dedicated a great deal of his
scientific life (>10 years) to study immunity to Human
Papilloma Virus induced diseases.

His main research interest is in the treatment and
prevention of transmission of recurrent viral infections,
including genital herpes and HIV infection in women.
He is an Executive Committee member of the
International Union against Sexually Transmitted
Infections (IUSTI), and Treasurer of its European branch.
He is the UK representative to the Scientific Board of the
EADV. He lectures at both international and UK level
and is involved in educational training within the UK.
He has written over one hundred and fifty papers and
five books.
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INVITED
DR CLAUDIA ESTCOURT
Supported by Queensland Health and The Sexual
Health Society of Queensland
Dr Estcourt’s specialist career has taken her from
a Lectureship in Sexual Health at the University of
Sydney to her current post as Reader in Sexual Health
& HIV at Barts and the London School of Medicine and
Dentistry, and Honorary Consultant at Barts and the
London NHS Trust. She continues to enjoy close links
with colleagues in Australia through both research &
teaching collaborations.
Dr Estcourt’s research is currently focussed on
improving sexual health in young men through a
number of studies which include: improving partner
notification outcomes for bacterial STIs in both sexual
health clinics and primary care; non gonococcal non
chlamydial urethritis; and investigating the potential
for using sport to increase STI screening rates among
young men.
Through Claudia’s role on the British Association for
Sexual Health and HIV (BASHH) Board she is extensively
involved in undergraduate & postgraduate Sexual
Health & HIV medical education. Recent projects
include: development of UK national core learning
outcomes in sexual & reproductive health and HIV for
medical undergraduates; sexual health training for
community pharmacists; and a clinical skills training &
assessment package for primary care providers wishing
to deliver more specialised sexual health care.

SPEAKERS

DR COLM O’MAHONY
Sponsored by Inova Pharmaceuticals
Dr O’Mahony is a Consultant in Genito-Urinary
Medicine at the Countess of Chester Hospital. He deals
with sexually transmitted infections, HIV / AIDS and
psychosexual medicine. He was also the Postgraduate
Tutor. He first qualified in Science (Microbiology) in
1975, and then went on to do Medicine, in the hope
of putting off the day when he would finally have to
work for a living! He did an MD in Immunology but he
was never clever enough to become a “real proper GP
doctor” and he liked talking to patients far too much to
ever consider being a surgeon. Fortuitously, he ended
up in a VD Clinic in Sir Patrick Dunn’s Hospital in Dublin,
doing a session, and there – like St Paul on the road
to Damascus, enlightenment. Here was just the job
for your average repressed Irish Catholic. There was
sex, shame, guilt, anxiety, confession, forgiveness and
penance. He had found his niche!
He came to England in 1986 to explore the sexual
diversity of Liverpool and finally to a Consultant post
in Chester in 1990. As Postgraduate Tutor he infuriated
and delighted; exposing the farce of fund holding, the
idiocy of audit, and the small-minded bureaucracy of
‘cynical’ governance. Mostly however, he showed that
life without sex, love, passion and desire is no life - at
all, at all. He was elected as Chairman of the National
Association of GU Doctors in 2001 and to the BHIVA
executive committee in 2005. He featured in “Sex, warts
and all” shown on BBC Choice 2002. He was the Sex
Doctor on the BBC Choice website. It’s now the clinic
website. He featured in a Channel 4 series “Let’s talk sex”
with Davina McCall, shown March 06 and March 07. In
November 06 he featured in the series “Girls’ Guide to
21st Century Sex” on Channel 5, (Repeated 07, 08 and
09). He featured with Stephen Fry on BBC “HIV and me”
2008. He was the chairman of the BASHH media group.
Dr O’Mahony does after-dinner talks, and wrote a
regular piece in the Journal of Sexually Transmitted
Infections, entitled “Chester Chronicles” and an editorial
“View from the frontline” in the INT J STD AIDS. He is
assistant editor for Int J STD AIDS and was until recently
joint editor on Sexual Health.
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INVITED SPEAKERS
DR GRAHAM NEILSEN
Supported by Queensland Health

AUSTRALIAN

Dr Graham Neilsen is the Technical Advisor, Sexual and
Reproductive Health in the Asia Pacific Regional Office
of the international NGO Family Health International
(FHI). Dr Neilsen oversees FHI’s technical assistance in
these areas in Asia and the Pacific. FHI has 11 country
offices in the region – from Papua New Guinea to
Pakistan.
Dr Neilsen has a Masters of Medicine degree in Sexual
Health from the University of Sydney. He is a Fellow
of both the Australasian Chapter of Sexual Health
Medicine and the Australasian Faculty of Public Health
Medicine, Royal Australasian College of Physicians.
He has worked in Australia, Bangladesh, Botswana,
Burma, Cambodia, China, East Timor, Indonesia,
Laos, Lesotho, Namibia, Nepal, Pakistan, Papua New
Guinea, Philippines, South Africa, Sri Lanka, Swaziland,
Thailand, United Kingdom and Vietnam. His interests
include STI service delivery for HIV prevention, female
condoms and targeted interventions for sex workers,
transgenders and men who have sex with men.

GOLLOW LECTURER, PROFESSOR IAN FRAZER
Ian Frazer is director of the Diamantina Institute of
Cancer Immunology and Metabolic Medicine, a research
institute of the University of Queensland at the Princess
Alexandra Hospital in Brisbane. He was trained as a
renal physician and clinical immunologist in Edinburgh,
Scotland before emigrating in 1981 to Melbourne,
Australia to continue his clinical training and to pursue
studies in viral immunology and autoimmunity at the
Walter and Eliza Hall Institute of Medical Research
with Prof Ian Mackay. In 1985 he moved to Brisbane
to take up a teaching post with the University of
Queensland, and he now holds a personal chair as
head of the Diamantina Institute. This institute employs
over 200 researchers and trains over 30 postgraduate
students. Dr Frazer's current research interests include
immunoregulation and immunotherapeutic vaccines,
for which he holds research funding from several
Australian and US funding bodies. Dr Frazer teaches
immunology to undergraduate and graduate students
of the University. He is president of the Cancer Council
Australia. He has sat on various committees of the
National Health and Medical Research Council of
Australia continuously over the last 15 years. He advises
the WHO on papillomavirus vaccines. He was chosen
as the 2006 Queenslander of the Year and the 2006
Australian of the Year.
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Find out about Cervarix at our
Sexual Health Conference stand
PBS Information: This product is not listed on the PBS.

Please review Product Information before prescribing.
Full Product Information is available from GlaxoSmithKline. Ph: 1800 033 109. GlaxoSmithKline Australia Pty Ltd. ABN 47 100 162 481. 1061 Mountain
Hwy Boronia Vic 3155. Cervarix is a registered trademark of the GlaxoSmithKline Group of Companies. PC0907048. tmDM GSCE5069
GSCE5069_SexHealthConfPressAd_03.indd 1
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Herpes doesn’t only affect one type of person.
1 in 8 Australians have genital herpes1, and the biggest fear for most of these people
is passing on the virus2. However, tests have shown that suppressive therapy can
help reduce viral activity3. Valtrex® 500mg is a simple once daily treatment clinically
proven to reduce outbreaks and transmission4-7.
PBS Information: Authority required. Refer to PBS schedule for full information.
Before prescribing please review product information. Indications: Genital herpes (GH) treatment and prevention; GH transmission reduction in patients with recurrent genital herpes (safer sex
practices also recommended). Herpes zoster (shingles; duration of rash ≤ 72 hours); ophthalmic zoster. Cytomegalovirus (CMV) prophylaxis following solid organ transplantation. Contraindications:
Hypersensitivity. Precautions: Advanced HIV, allogeneic bone marrow and renal transplant, dehydration; renal impairment; high doses in hepatic impairment, liver transplantation; pregnancy (Category
B3); lactation; children; elderly; GH transmission risk is reduced but not eliminated. Adverse Events: Most common: headache and GI disturbances; Uncommon/rare neurological reactions; for
more details/other ADEs, see full PI. Interactions: No clinically significant interactions have been identified. Caution: coadministration of high dose valaciclovir and other drugs excreted via tubular
secretion (eg cimetidine, probenecid; mycophenolate mofetil) or drugs affecting other aspects of renal physiology (eg cyclosporin, tacrolimus). Dose: Genital Herpes – initial: 500mg BD for 5-10 days.
Recurrent: 500mg BD for 5 days. Prevention of recurrent genital herpes: 500mg OD (immunocompetent <10 recurrences/year), 1000mg OD (immunocompetent ≥ 10 recurrences/year), 500mg
BD (immunocompromised). Reduction of transmission: 500mg OD (taken by infected, immunocompetent, heterosexual adult < 10 recurrences/year; susceptible partner discordant for HSV-2).
Herpes Zoster/Ophthalmic Zoster: 1000mg TDS for 7 days. CMV prophylaxis: 2g QID for 90 days adjusted for renal function. PBS dispensed price: Treatment or suppression; $154.33 – 30 x
500mg tablets + 5 repeats. References: 1. Cunningham AL et al. Sex Transm Infect 2006; 82: 164-168. 2. Alexander L and Naisbett B. J Infect Dis 2002; 186 (Suppl 1): S57-65. 3. Wald et al
J Clin Invest 1997; 99(5): 1092-1097. 4. Corey L et al. N Engl J Med 2004 350(1): 11–20. 5. Patel R et al. Genitourin Med 1997; 73(2): 105–109. 6. Reitano M et al. J Infect Dis 1998; 178:
603–10. 7. Valtrex® Approved Product Information. Further information is available on request from the Medical Department GlaxoSmithKline Australia Pty Ltd on 1800 033 109. ABN 47 100 162
481, 1061 Mountain Highway, Boronia, Victoria 3155. Valtrex® is a registered trademark of the GlaxoSmithKline group of companies. PC0806420
CumminsNitro © GSK 0138
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GENERAL
INFORMATION

GENERAL INFORMATION
DISCLAIMER

The information in this handbook is correct at the
time of printing. The secretariat reserves the right to
change any aspect of the program without notice.
The Conference Secretariat reserves the right to alter
the Conference Program in the event of unforeseen
circumstances. The Conference Secretariat accepts no
responsibility for errors, misprints or other issues with
abstracts contained in this handbook.

VENUE

Brisbane Convention and Exhibition Centre
Cnr Merivale and Glenelg Streets, South Bank
Ph: +61 7 3308 3000
Fax: +61 7 3308 3500
The venue will host the conference sessions, poster
presentations, the breakfast sessions, conference day
catering and the trade exhibition.

REGISTRATION DESK

All enquiries should be directed to the registration desk
which is located on the ground floor of the convention
centre. It will be open at the following times:
Monday
7 September: 8.30am to 5.30pm
Tuesday
8 September: 7.30am to 5.30pm
Wednesday 9 September: 7.30am to 5.30pm
Please note it will also be open during the Australasian
HIV/AIDS Conference on Thursday 10 and Friday 11
September.

LIABILITY/INSURANCE

In the event of industrial disruptions or natural disasters
the Australasian Sexual Health Conference Secretariat
cannot accept responsibility for any financial or other
losses incurred by delegates. Nor can the Secretariat
take responsibility for injury or damage to property or
persons occurring during the conference or associated
activities. Insurance is the responsibility of the individual
delegate.

POSTER DISPLAYS

Posters will be displayed, grouped in their disciplines,
for the duration of the conference in Great Hall 3 & 4 of
the Brisbane Convention and Exhibition Centre. Poster
presenters have been asked to be present in certain
breaks that correspond with their poster theme in
order to discuss them further.
Monday Lunch:
Prevention and Epidemiology
Tuesday Lunch:
Laboratory/Diagnostics, Social Research
Wednesday Lunch: Clinical and HIV
PDF’s of the posters are also available online during and
post conference. Please visit the conference website
to view them. Onsite they can be viewed at the
Information Hub or at the Internet Cafe.

EXHIBITION

An exhibition will be held in Great Hall 3 & 4 of the
Brisbane Convention and Exhibition Centre.

SPEAKER PREPARATION ROOM

A speaker preparation room will be located in Meeting
Room 10 on the Mezzanine level. This room will be
open at the following times:
Monday
7 September: 7.30am to 6.00pm
Tuesday
8 September: 7.30am to 6.00pm
Wednesday 9 September: 7.30am to 6.00pm
Thursday 10 September: 7.30am to 6.00pm
Friday
11 September: 7.30am to 3.30pm
All speakers must take their presentation to the speaker
preparation room a minimum of four hours prior to
their presentation or the day before if presenting at a
breakfast or morning session.

ACHSHM/RNZCGP/RACP/RANZCOG: CPD POINTS

This activity has not been allocated RACGP QA&CPD
points. However the RACGP acknowledges the personal
learning value of various activities. GPs are therefore
welcome to self-record this activity using the QA&CPD
online services to gain Category 2 points. If you wish to
claim CPD points please sign the attendance sheet at
the registration desk.

The Australasian Sexual Health Conference exhibition
will open on Monday 7 September at 10.30am and
conclude on Wednesday 9 September. It will close at
3.30pm on Tuesday 8 September to allow the HIV/AIDS
Conference exhibitors to set up.
The exhibition will open for the HIV/AIDS Conference
on Wednesday 9 September at 10.30am and conclude
on Friday 11 September at 3.30pm.

INTERNET AREA

Internet facilities, proudly sponsored by the Chapter of
Sexual Health Medicine and the Australasian Society
for HIV Medicine will be available during exhibition
hours at booth 3.
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AL INFROMATION
JUICE BAR

A juice bar, proudly sponsored by Boehringer Ingelheim,
will be available in Great Hall 3 & 4 at Booths 18 & 27.
This will be available during the exhibition opening
hours.

INFORMATION HUB

The Information Hub will be located on Mezzanine
Level. Three computers will be available for:
 Completing an online conference evaluation survey
 Printing a certificate of attendance
 Viewing the abstract & poster search database
 Viewing delegate lists

SMOKING

This conference has a no smoking policy.

MOBILE PHONES /BEEPERS

As a courtesy to all delegates and speakers, please
switch off, or set to silent, your mobile phones and
beepers during all sessions.

NAME BADGES

For security purposes, all attendees must wear their
name badge at all times while in the conference venue.
Entrance to the exhibition will be limited to badge
holders only. If you misplace your name badge, please
advise staff at the registration desk.

PERSONAL MAIL

The conference organisers do not accept responsibility
for personal mail. Please have all mail sent to your
accommodation address.

EVALUATION SURVEYS

DELEGATE LIST

A delegate list will be viewable and printable at the
Information Hub.

ENVIRONMENT POLICY

The ASHM Conference Secretariat implements a wastereduction policy that addresses – Reduce, Reuse,
Recycle. This is done before, during and after each
conference.
ASHM reduces the number of printed materials by using
electronic communication means wherever possible,
including the website, email, online registration and
abstract submission.
ASHM monitors final delegate numbers for an accurate
forecast of catering requirements in order to avoid
waste.
ASHM aims to research and prioritise purchasing
items and equipment that support the use of recycled
materials or can be recycled after use.
ASHM will aim to ensure that recycling bins are available
onsite at all events.
ASHM will endeavour to minimise travel through the
use of teleconferences instead of face-to-face meetings
and holding meetings only when necessary.
ASHM encourages all conference stakeholders
to consider the environment by suggesting the
following: reduction in printing requirements;
recycling conference materials; and reusing conference
merchandise.

Evaluation Surveys will be available on-line at the
Information Hub. All delegates will be emailed after
the conference with the online survey link. In order
to improve the conference we kindly request your
feedback.
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AWARDS
The following awards will be presented during the
closing session of the conference on Wednesday 9
September 2009.

CHAPTER AWARDS

The following Chapter Awards are presented every two
years at the Australasian Sexual Health Conference. The
categories are:
1. Sexual Health Medicine Award for Commitment
to Education and Training in Sexual Health (Open
Category)
2. Sexual Health Medicine Award for outstanding
contribution to trainee development by a Fellow
(Open Category)
3. Sexual Health Award for significant contribution to
sexual health medicine by a Fellow of less than 10
years standing.
4. Outstanding Contribution to Research in Sexual
Health Medicine Award to be awarded to a Fellow or
Trainee of the Chapter.

THE JAN EDWARDS PRIZE

Jan Edwards was named in honour of the long-serving
Executive Secretary of the previous Australasian
College of Sexual Health Physicians. On 15 September
2005 Dr Jan Edwards left after serving 19 years with the
College of Sexual Health Physicians and overseeing the
affiliation to the Chapter of Sexual Health Medicine
with the RACP.
The prize will be awarded for a proffered paper of high
standard presented orally by a registered trainee of
the Chapter at the annual Australasian Sexual Health
Conference or another conference nominated by the
Chapter. The prize will only be awarded if there is an
oral presentation judged to be of a suitable standard.

THE SEXUAL HEALTH SOCIETY OF
VICTORIA PRIZES

There are two prizes in this category. One for the
best poster presentation on clinical/epidemiological
research, the other for the best poster presentation on
social/behavioural research.
Value: A$250.00 each

THE SEXUAL HEALTH PRIZE

The Sexual Health Prize is awarded by the Journal of
Sexual Health. It is awarded to the best written abstract.
Abstracts are assessed on the number of features
including, structure, clarity, the inclusion of actual
data (specifically actual numbers), values, confidence
intervals and odds ratios. They are not assessed on the
strength of the science.
Abstracts that win generally contain sufficient data
to allow the data to be cited without the need to see
the presentation or read the full paper. The author will
be awarded a full print and online subscription to the
journal.
Value: A$120.00

ASHHNA/ KENDRA SUNDQUIST NURSES
PRIZE

The Australasian Sexual Health and HIV Nurses
Association Inc. is offering a prize for the best oral
presentation and the best poster by nurses. Open to all
nurses.
Total value A $500.00

The presentation should concern original and
unpublished observations made by the trainee.
Preference will be given to a presentation which
includes an Introduction, Methods, Results and
Discussion.
Past winners will be ineligible. The judging panel will
be chaired by the President of the Chapter Committee
and will comprise two Fellows who attended all the
presentations by the eligible trainees. In choosing
the best paper the judges shall take into account the
concept and content of the study and the manner of
presentation.
Value: A$500.00
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ASSOC
WELCOME RECEPTION AND POSTER
VIEWING EVENING SPONSORED BY CSL
BIOTHERAPIES

5.00pm, Monday 7 September 2009 – Brisbane
Convention Centre, Great Hall 3 & 4
All delegates are invited to enjoy a relaxing end to
the first day of the conference. This is an opportunity
to catch up with old and make new friends, whilst
enjoying drinks and canapés. This year we encourage
you to view the posters and meet with the poster
presenters during this time.
One ticket to the Welcome Reception is included with
every registration except day registrations and guests.
Ticket cost: A$44.00 for day registrants and guests.

FORENSIC & MEDICAL SEXUAL ASSAULT
CLINICIANS AUSTRALIA (FAMSACA)
BREAKFAST SESSION:
SEXUAL ASSAULT PEER SUPPORT

7.00am, Tuesday 8 September 2009 – Brisbane
Convention Centre, Meeting Room M1
As a registrant for the breakfast meeting you are invited
to submit a case, photograph, question or point for
discussion. There will be an expert panel to facilitate
discussion and opportunity for the audience to ask
questions. Ticket cost: $22

TRAINEE CASE PRESENTATION BREAKFAST
SESSION SPONSORED BY SEXUAL HEALTH
SOCIETY OF QUEENSLAND

7.00am, Wednesday 9 September 2009 – Brisbane
Convention Centre, Meeting Room M1&2
Registrar case presentations will take place at this
early-morning session. This year the presenters have
been asked to present a succinct literature review
and their clinical case before taking questions from a
panel of Sexual Health physicians and members of the
audience. Breakfast will be served from 7.00am with
the presentations to begin at 7.30am. This session
is included in the registration fees for trainees and
students but is an optional extra for all others. Please
make the time to attend this session to support the
Chapter’s trainees.
Ticket cost: A$22.00 for all registrants except trainees
and students
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IATED EVENTS

GALA CONFERENCE DINNER
7.00PM, WEDNESDAY 9 SEPTEMBER 2009

Brisbane City Hall, Adelaide Street, King George Square
Dress Code: After Five or Dress up in Tropical Theme
Located at the elegant heritage-listed Brisbane City
Hall, a delicious meal will be served accompanied by
entertainment throughout. The theme of the dinner is
‘Tropical Nights’.
Ticket cost: Included in joint conference registration
fees to the Sexual Health & HIV/AIDS Conferences and
for Sexual Health Conference only registrants.
Ticket cost: A$120.00 for day registrants and guests

SATELLITE SYMPOSIUM SPONSORED BY
NOVARTIS: HOW FAR CAN WE GO WITH
ANTIVIRAL THERAPY FOR HSV?

6.00pm – 8.00pm, Tuesday 8 September 2009 –
Brisbane Convention Centre, Meeting Room M3
Knowledge about herpes management is continually
expanding. This symposium will serve as a valuable
update by examining the virologic basis for the
effectiveness of short course antiviral therapy for
HSV-1 and -2 and considering whether the newer
treatment
options
now available will help
better manage genital
herpes.
Brisbane is proud to welcome three internationally
respected speakers: Professor Paul Griffiths, Dr Raj Patel
and Dr Darren Russell to share their knowledge on
genital herpes at a dinner symposium to be held on
Tuesday, 8 September.
Please pick up your dinner tickets or register onsite at
the Novartis Booth (Booth numbers 12, 13, 32, 33)

TICKETS TO ASSOCIATED EVENTS

Tickets and/or name badges will be required for entry
to all associated events. All tickets will be given out on
registration. The tickets are located in the name badge
pocket. If you would like to purchase tickets to the
Trainee Breakfast you may do so up until 12 noon on
Tuesday 8 September at the registration desk. Tickets
for the Conference Gala Dinner may be available onsite till 12.00pm on Monday 7 September. A no-refund
policy operates for cancellation of function tickets.
Please return your tickets if you do not wish to attend
so that your place can be filled.
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EXHIBITOR DIREC TORY
AUSTRALIAN THERAPEUTIC SUPPLIES (26)

Australian Therapeutic Supplies is 100% Australian
owned and the proud supplier of Four Seasons
Condoms. The company started 25 years ago in Sydney
and has grown into the reputable company we all
know today. Our goal is to reduce the ever increasing
rate of unsafe sex practises along with the rate of which
communicable diseases are growing by providing safe,
reliable quality products.
For more information contact us on 02 9743 6144 or
look online at www.condoms.com.au

AUSTRALASIAN CHAPTER OF SEXUAL
HEALTH MEDICINE / INTERNET CAFÉ (3)

The Australasian Chapter of Sexual Health Medicine is
the professional body responsible for the education
and training of doctors wishing to specialise in sexual
health. It contributes to the professional development
of other health professionals through its training
courses, and the development and dissemination of
guidelines and other educational products. It provides
expert advice to government and other agencies on
sexual health matters and its Fellows contribute to
policy development at state and national level.
Australasian Chapter of Sexual Health Medicine
145 Macquarie Street
Sydney NSW 2000
Australia
Ph: 			 (+61 2) 9256 9643
Fax: 			 (+61 2) 9256 9693
Email: sexualhealthmed@racp.edu.au

AUSTRALASIAN SOCIETY FOR HIV MEDICINE
(52, 53)

The Australasian Society for HIV Medicine (ASHM) is the
peak organisation representing of health professionals
in Australia and New Zealand who work in those areas
of health concerned with HIV. ASHM is a key partner
in the development of public policies related to
continuing medical education, community prescribing
and national treatment guidelines for HIV and viral
hepatitis. ASHM provides services to members and a
range of other individuals and organisations working in
HIV, viral hepatitis and sexual health sector.
Australasian Society for HIV Medicine (ASHM)
LMB 5057
DARLINGHURST NSW 1300
Australia
Ph: 			 61 2 8204 0700
Fax: 			 61 2 9212 2382
Email:		 ashm@ashm.org.au
Web: 		 www.ashm.org.au

BOEHRINGER INGELHEIM (18, 27)

Boehringer Ingelheim is committed to active
involvement and practical answers for people living
with HIV. The fight against HIV/AIDS extends to
resource-poor settings. Where Viramune® (nevirapine)
has been donated to treat more than1,747,000 motherchild pairs 170 programmes in 60 countries through the
Viramune Donation Programme. Boehringer Ingelheim
is also proud to be a member of the Collaboration for
Health in PNG (CHPNG). The CHPNG is the initiative of
a group of Australian pharmaceutical companies who
are dedicated to making a philanthropic contribution
towards improving the health and wellbeing, and
political and social stability of Australia’s nearest
neighbour and is currently working with its partners to
provide education and support to health care workers
in PNG.
Contact:
PO Box 1969
Macquarie Centre
NORTH RYDE NSW 2113
Ph: 			 61 2 8875 8833
Fax: 			 61 2 8875 8712
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EXHIBI
TOR
BRISTOL-MYERS SQUIBB
PHARMACEUTICALS (15, 16, 29, 30)

556 Princes Hwy, Noble Park VIC 3174
Tel: 		 03 9213 4000
Fax: 		 03 9701 1526
Web: www.bmsa.com.au
Ross Volteas
Product Manager - Virology
Email: ross.volteas@bms.com
Lili Munafo
Disease Area Specialist - Virology
Email: lili.munafo@bms.com

CARADATA (9)

A successful Queensland based Technology Company;
specialises in the development of health informatics
software used in managing and surveillance of sexual
health, communicable diseases, HIV/AIDS, Hepatitis
C and Family Planning clinics. Specialised Health
Information Program (SHIP) was first developed by CEO
Bridget Dickson in 1992. CaraData’s core product SHIP
is a flexible comprehensive secure software program,
provides an extensive electronic medical record,
offering support to both clinical and administrative
staff to assist in daily recording of patient information,
test results, visits, treatments and diagnosis.
Contact details – info@caradata.com

CSL BIOTHERAPIES (10, 11)

Based in Melbourne, CSL Biotherapies manufactures
and markets vaccines and pharmaceutical products
in Australia and New Zealand and supplies influenza
vaccines internationally.
The CSL Biotherapies Product Portfolio includes vaccines
to prevent pediatric, adult and travel-related infectious
diseases, as well as the world’s first cervical cancer
vaccine – GARDASIL®. CSL Biotherapies manufactures
products of national significance such as antivenoms
and Q Fever vaccine.

DIREC TORY

GILEAD (17, 28)

Gilead’s mission is to advance patient care by
developing ground-breaking therapeutics to treat
life-threatening infectious diseases. We apply the best
of biopharmaceutical science to create innovative
medicines that bring new hope in the battles against
HIV/AIDS (Truvada, Emtriva, Viread), chronic hepatitis
B (Hepsera), and serious bacterial and systemic fungal
infections (AmBisome).
Gilead Sciences
Address: Level 1, 128 Jolimont Road, East Melbourne,
Victoria, 3002, Australia
Ph: 			 +61 (0)3 9272 4400
Fax: 		 +61 (0)3 9272 4411
We look forward to seeing you at the Gilead Sciences
booth at Sexual Health & ASHM

GLAXOSMITHKLINE (21, 22, 23, 24)

GlaxoSmithKline
(GSK)
is
a
research-based
pharmaceutical and healthcare company committed
to discovering and developing new medicines and
vaccines to improve the quality of human life.
We supply a quarter of the worlds vaccines and make
4 billion packs of medicines each year designed to
prevent and treat many illnesses including asthma, HIV,
cancer, diabetes, malaria, depression and heart failure.
GSK has more than 20 research and development (R&D)
facilities around the world. We invest more than $35
million a year in Australian R&D and our partnerships
with academic institutions, hospitals, government, and
other pharmaceutical and biotechnology companies.
We award grants and fellowships to independent
researchers for projects with the potential to lead to
major benefits in human health, including our annual
Award for Research Excellence and our post graduate
support grants program. GSK believes that investment
and collaboration in research is the best way to bring
treatments from ‘bench to bedside’, enabling Australians
to do more, feel better and live longer.

CSL Biotherapies also markets a range of neurological,
dermatological, analgesic, urological, and emergency
products.
CSL is a major Australian employer and is listed in the
ASX Top 200.
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INOVA PHARMACEUTICALS (36, 37, 42, 43)

iNova Pharmaceutical’s mission is to improve
human health and well being by providing valued
pharmaceutical products and services. iNova develops
and markets a range of consumer healthcare and
prescription medicines to Australia, New Zealand,
Asia-Pacific, South Africa and other international
markets. These include treatments for External Genital
Warts (Aldara™), Bacterial Vaginosis (Zidoval®), weight
management, pain management, solar keratosis,
superficial basal cell carcinoma, cardiac arrhythmias,
and the consumer healthcare range, DURO-TUSS™,
Difflam™, Azep® and Eyezep®
To learn more about iNova Pharmaceuticals, go to
http://www.inovapharma.com

INVERNESS MEDICAL INNOVATIONS (8)

Inverness Medical Innovations is a world leader in the
field of diagnostic products to assist laboratory and
healthcare professionals in both preventative and
interventional medicine
Our products provide data for qualitative and
quantitative analysis of patients’ body fluids or tissue,
giving evidence of specific medical conditions and
disease, or helping professionals to measure response
to therapy. Our high quality immunoassays have
demonstrated proven efficiency in clinics, hospitals and
laboratories around the world.
We are proud to offer an expanding range of clinical
diagnostic products that includes brands as Biosite,
Panbio, Clearview, Inverness Medical TestPack, and
Binax, to name a few.

MARIE STOPES INTERNATIONAL (7)

Marie Stopes International is Australia’s leading sexual
and reproductive healthcare provider striving to
make a difference to both women’s and men’s sexual
health in Australia. We provide abortion, vasectomy,
contraception, STI (STD) check-ups and general sexual
health advice through our licensed and accredited
centres in the ACT, NSW, Queensland, Victoria and
Western Australia.
As part of a global not-for-profit organisation, we
also support vital sexual healthcare services which
are implemented by the Marie Stopes International
Partnership in 40 countries worldwide.
For more information please visit www.mariestopes.
com.au or contact our National Support Centre on
Freecall 1800 003 707.

MEDICAL INDUSTRIES AUSTRALIA (6)

Medical Industries Australia Pty Ltd
Ph: o2 9490 6200
Fax: 02 9490 6299
Toll Free: 1800 675 905
Website: www.medind.com.au
Located in Lane Cove, Sydney. Our range of products
include Women’s Health Consumables, Incontinence
and equipment. Our full range can be viewed on our
website. With selected items available through our
E-shop.

MERCK SHARP & DOHME (38, 39, 40, 41)

Merck Sharp & Dohme is the Australian subsidiary of
the global research-based pharmaceutical company
Merck & Co., Inc. Since 1995 the company has brought
17 innovative new therapies to Australians – from
osteoporosis and high cholesterol to antibiotics and HIV
medicines. Our late stage pipeline includes vaccines for
shingles, human papillomavirus and rotavirus-induced
infant diarrhoea; and a DP-IV inhibitor for the treatment
of Type II diabetes.
Merck Sharp & Dohme is actively partnering with
Australian researchers to bring their discoveries to the
world. Our significant investment in Australian medical
research ranks us among Australia’s top 40 firms.
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NOVARTIS (12, 13, 32, 33)

QUEENSLAND HEALTH (4)

Novartis is a world leader in the research, development
and supply of products to protect and improve health
and well-being.

Queensland Health is a dynamic organisation providing
a range of services aimed at achieving good health and
well-being for all Queenslanders.

Our core businesses are in pharmaceuticals, consumer
health (including eye-care and animal health), generics
and vaccines. In Australia Novartis employs more than
600 people and invests over AUD $30million annually
in local research activities.

Located within Population Health Queensland,
Communicable Diseases Branch (CDB) has statewide
policy, strategic and operational planning and delivery,
monitoring, evaluation, legislative and operational
responsibilities for the surveillance, prevention and
control of communicable diseases in Queensland. The
HIV/AIDS, Hepatitis C and Sexual Health (HAHCSH)
program sits within CDB.

Our name, derived from the Latin ‘novae artes’, means
‘new skills’ and reflects our focus on research and
development to bring new treatments to patients and
physicians world-wide.

PFIZER (5)

With an Australian history dating back to 1954, Pfizer
Australia has grown to become one of the nation’s
leading healthcare partners. We are proud to be
Australia’s leading provider of prescription medicines
and animal health products.
We employ more than 1700 staff and annual exports
from our three manufacturing plants have an Australian
market value in excess of AU $835 million.
Pfizer Australia will also spend approximately AU $50
million this year on local research and development
across our business, helping to keep some of the
nation’s leading researchers in Australia working on
conditions that have the potential to impact every
Australian family.
Soteria Simos
HIV Manager
Specialty Care
Pfizer Australia
38-42 Wharf Road
West Ryde NSW 2114
Australia
Ph: 		 +61 2 98503173
Mob: 0412 415 693
Fax: 		 +61 2 9850 3146
Web: www.pfizer.com.au
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The 2008-2011 Strategic Directions Statements
describe the full body of work undertaken within
Population Health including HIV/AIDS, Hepatitis C and
Sexual Health.
The HAHCSH program is guided by the whole of
government Queensland HIV, Hepatitis C and Sexual
Health Strategy 2005-2011 and works closely with
community-based and non-government organisations
and other partners to address the HAHCSH needs of
Queenslanders.
Contact:
Mr Gary Boddy,
Manager, HIV/AIDS, Hepatitis C
and Sexual Health Program
Communicable Diseases Branch,
Queensland Health
PO Box 2368
Fortitude Valley BC
QLD 4006
Tel: 			 07 3328 9724
Fax: 			 07 3328 9782
Email:		 gary_boddy@health.qld.gov.au
Web:		 www.health.qld.gov.au/sexhealth
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SCHERING-PLOUGH (48, 54)

Schering-Plough is an innovation-driven, sciencecentred global health care company. Through its own
biopharmaceutical research and collaborations with
partners, Schering-Plough creates therapies that help save
and improve lives around the world. Schering-Plough
applies its research-and-development platform to human
prescription and consumer products as well as to animal
health products. Schering-Plough’s vision is to “Earn Trust,
Every Day” with the doctors, patients, customers and other
stakeholders served by its colleagues around the world.
As part of its long-term commitment to working with
doctors to support patients with hepatitis, ScheringPlough’s PEGATRON is now the first and only pegylated
interferon approved for retreatment of chronic hepatitis C.

SEXUAL HEALTH SOCIETY OF QUEENSLAND (1)

The Sexual Health Society of Queensland (SHSQ) was
formed in 1988 and is a membership based organisation
that provides quality educational opportunities for
its members and encourages open strong debate
on issues that affect Sexual Health in Queensland.
Benefits to members include opportunity to attend
clinical meetings; forum for discussion with colleagues;
possible sponsorship to attend the SHSQ AGM and
national sexual health and related conferences; as
well as opportunity to engage and develop debate on
issues in sexual health.
For further information go to the website at http://
www.som.uq.edu.au/hivandhcvprojects/shsq.htm

UNIVERSITY OF QUEENSLAND (2)

SEXUAL HEALTH AND FAMILY PLANNING
AUSTRALIA (19)

The HIV & HCV Education Projects is based within the
School of Medicine, The University of Queensland and
has been operating since the beginning of 1998. It is
recognised at a state level, nationally and internationally
as a centre of expertise in clinical education, facilitation,
monitoring & evaluation and resourcing.

SH&FPA advocates for access to knowledge of family
planning and sexual and reproductive health to enable
people to achieve reproductive and sexual health and
well-being in the context of a sustainable environment.

Originally the primary responsibility of the project was
to design, develop, implement and evaluate courses
for medical practitioners who wished to prescribe HIV
antiretroviral therapies in Queensland, Australia. This
remains a core component of the organisation. By
2003 the HIV & HCV Education Projects were providing
clinical education, facilitation, monitoring & evaluation,
and resourcing in its three core domains of HIV, Sexual
Health and Viral Hepatitis across a range of health
disciplines including medical practitioners, nurses,
dentists, allied health and community health workers.
By 2006 this expanded to include other domains.

Sexual Health and Family Planning Australia (SH&FPA) is the
national peak body representing the eight independent
state and territory sexual health and family planning
organisations.

Working both nationally and internationally, SH&FPA
supports the delivery of a range of educative, clinical and
training programs by MOs and partner organisations in a
number of South East Asia and Pacific countries including;
Timor Leste, Fiji, Papua New Guinea, Cook Islands, Solomon
Islands and Laos.

The HIV & HCV Education Projects also offers
customised education activities on topics of choice and
for particular target audiences as well as established
education activities in the three core domains of HIV,
Sexual Health and Viral Hepatitis on a state, nationally
and international level.
Contact
School of Medicine-The University of Queensland
288 Herston Rd
HERSTON QLD 4006
Australia
Ph: 			 07 3346 4813
Fax: 			 07 3346 4757
Email:		 hivandhcvprojects@uq.edu.au
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FULL CONFERENCE
PROGRAM
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Opening address by Mr Murray Watt MP, Parliamentary Secretary to the Minister for Health

9.45am 9.50am

Plenary

Morning Tea in Exhibition and Poster Area Opening in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9

Gollow Lecture: Controlling HPV associated disease: A glass half full?

Ian Frazer, Director, Diamantina Institute of Cancer Immunology and Metabolic Medicine, University Queensland, Brisbane, QLD, Australia

Interactions between HPV and the immune system

Sjoerd van der Burg, Experimental Cancer Immunology and Therapy, Head of Laboratory of Clinical Oncology, The Netherlands

12.30pm - Lunch in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
1.30pm
Poster Themes: Prevention and Epidemiology

11.30am 12.30pm

11.30am - Great Hall 2, Door 8
12.30pm
Chairs: Ian Frazer & Stuart Aitken

11.00am 11.30am

10.00am 11.00am

Welcome and Introduction of the Gollow Lecturer

Darren Russell, President, Australasian Chapter of Sexual Health Medicine

Welcome to the Country by Aunty Valda

9.35am 9.45am

9.50am 10.00am

Introduction by David Jardine, Convenor of the Sexual Health Conference Committee

Chairs: Darren Russell & David Jardine

Great Hall 2, Door 8

Opening Ceremony

Registration opens

9.30am 9.35am

9.30am 11.00am

8.30am 9.30am

MONDAY 7 SEPTEMBER
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1.50pm 2.00pm

2.00pm 2.10pm

2.10pm 2.20pm

2.40pm 2.50pm

2.50pm 3.00pm

Bissessor M - Screening for syphilis as part of HIV
monitoring increases detection of asymptomatic
syphilis among HIV infected men who have sex with
men

Questions

Srirajalingam M - Comparison of survey methods to
access youth at a music festival- Chlamydia awareness
survey

Questions

Proffered Papers

Bush M - Reconceptualizing post test counselling:
Provision of HIV negative results by phone

Ooi C - Review of patients diagnosed with non-sexually
transmitted (STI) associated dermatological conditions
attending a sexual health clinic, Newcastle, Australia

1.50pm 2.05pm

2.05pm 2.10pm

2.10pm 2.25pm

2.25pm 2.30pm

2.30pm 3.00pm

2.30pm 2.45pm

2.45pm 3.00pm

2.30pm 2.40pm

2.20pm 2.30pm

1.40pm 1.50pm

Questions

1.45pm 1.50pm

Discussion

Thomas T - Te Tuhono Tapu O Te Tangata the joining of ones sacredness to another - an
Indigenous approach to sexual health promotion

Hocking J - Trends in chlamydia positivity over time among women in Melbourne,
Victoria

Koncz R - Content analysis eliciting the ‘real’ sexual health concerns of adolecent girls
using an unconventional source

Edmiston N - Make contact: A comparative study of contact tracing strategies for
chlamydia

McKechnie M - The epidemiology of urogenital microorganisms detected by a
multiplex PCR-based reverse line blot assay in women attending three Sydney sexual
health clinics

Lowe P - The correlation of symptoms with risk activities and detection of a wide range
of organisms in endocervical, low vaginal and urine specimens from female sexual
health clinic attendees

Ryder N - Automatic SMS reminders decrease waiting time and non-attendance rate at
a sexual health centre

Gilbert J - Drop-in versus appointments for youth- Are more ‘at risk’ youth attending
the Satellite Sexual Health Youth Clinic since it became a drop in only clinic?

Conway D - A study of provision of HIV negative test
1.30pm results by telephone to clients attending a sexual health
1.40pm
service

Great Hall 1, Door 6

Oral Posters

1.30pm 1.45pm

1.30pm 3.00pm
Chairs: Gary Boddy & Colm O’Mahony

Great Hall 2, Door 8

Trainee Session (Jan Edwards Prize)

Chairs: Richard Hillman & Cheryn Palmer

1.30pm 2.30pm
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AChSHM Trainee Dinner Sponsored by GSK

Turner R - The efficacy of cytobrush cytological sampling in anal dysplasia screening

7.00pm

4.45pm 5.00pm

Welcome Reception & Poster Viewing Evening in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
Sponsored by CSL Biotherapies
Launch of the STIPU Guidelines by Darren Russell, President, Australasian Chapter of Sexual Health Medicine

Turner R - Anal dysplasia screening in regional Australian population

4.30pm 4.45pm

5.00pm 6.30pm

Hillman R - The effficacy of quadrivalent HPV(types 6/11/16/18) vaccine against HPVrelated genital disease and infection in HIV negative young men

4.15pm 4.30pm

Jardine D - A phase 1b multicentre study of HPV6 L1 virus-like particles as adjunct
immunotherapy for anogenital warts

4.30pm 5.00pm

Legal aspects of sex work across Australia

4.00pm 4.15pm

Franklin N - Long-term national surveillance for genital warts through Australian sexual
health services

3.45pm 4.00pm

Migrant, street & male sex workers

Basil Donovan, Professor of Sexual Health, National
Centre in HIV Epidemiology & Clinical Research, NSW,
Australia

Hocking J - Rapid decline in genital warts after the implementation of a national
quadrivalent human papillomavirus vaccination program for young women

Chairs: Andrew Grulich & Fraser Drummond

Great Hall 1, Door 6

HPV Proffered Paper Session

3.30pm 3.45pm

3.30pm 5.00pm

Rachel Sandford, Manager, Sex Workers Outreach
Project, NSW, Australia

Chairs: Cheryn Palmer & Simon Barton

Great Hall 2, Door 8

Sex Work Symposium

Afternoon Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine, Level Door 9

Panel Discussion & Audience Questions:
Candi Forrest, Spokesperson for Crimson Coalition,
Brisbane, QLD, Australia
Margaret Isaac, Executive Director, Prostitution
Licensing Authority, QLD, Australia
Rachel Sandford and Basil Donovan

4.00pm 4.30pm

3.30pm 4.00pm

3.30pm 5.00pm

3.00pm 3.30pm
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Plenary

Panel:
Vanita Parekh, Senior Specialist, Deputy Director, Canberra Sexual Health Centre, Forensic and Medical Sexual Assault Care, ACT, Australia
Angela Williams, Forensic Physician, President of Forensic and Medical Sexual Assault Clinicians Australia, Victorian Institute of Forensic Medicine, VIC, Australia
Bob Hoskins, Director, Clinical Forensic Medicine Unit, Brisbane, QLD, Australia

Chairs: Margaret Mobbs & Sarah Martin

Meeting Room M1

Forensic & Medical Sexual Assault Clinicians Australia (FAMSACA) Breakfast Session: Sexual Assault Peer Support

Registration

Non gonococcal non chlamydial urethritis: Why the jury is still out.

Claudia Estcourt, Reader & Consultant, Barts and The London School of Medicine & Dentistry, United Kingdom

Point of Care Testing

Simon Barton, Clinical Director & Consultant Physician, HIV/Genitourinary Medicine Directorate,Chelsea & Westminster Hospital, United Kingdom

10.30am
Morning Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
- 11.00am

9.45am 10.30am

9.00am 9.45am

9.00am
Great Hall 2, Door 8
- 10.30am
Chairs: David Jardine & Marcus Chen

7.30am 9.00am

7.30am 9.00am

7.30am

TUESDAY 8 SEPTEMBER
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Injury interpretation

Angela Williams, Forensic
Physician, President of
Forensic and Medical
Sexual Assault Clinicians
Australia, Victorian
Institute of Forensic
11.30am - Medicine, VIC, Australia
12.00pm

Sexual assault: Where are
we now?

HPV and HSV Symposium

Sexual Health Proffered
Papers

11.30pm 12.00pm

Davies S - Prevalence of
11.30am - genital chlamydial infection
11.45am among young international
travellers in Sydney

Ryder N - Is screening
asymptomatic men who
11.15am have sex with men for
11.30am
urethral gonorrhoea
worthwhile?

Ryder N - Screening for
intimate partner violence
11.00am in a sexual health clinic –
11.15am
Who does it affect and how
common is it?

Waddell R - Is there
adequate follow up for HIV
Developments in diagnosis 11.45am - in gonococcal infection?
of HSV and HPV
12.00pm A review of gonococcal
notifications in South
Australia 2007-2008

William Rawlinson,
Prince of Wales
Hospital, Department of
Microbiology/Virology,
NSW Australia

The value of adjuvant
systems in vaccines for
sexually transmitted
infections

Tony Cunningham,
Director, Westmead
Millennium Institute,
Westmead Hospital and
Professor of Research
Medicine, University of
Sydney, NSW, Australia

11.00am 11.00am 12.30pm Great Hall 1, Door 6
12.30pm Meeting Room M2
Chairs: Suzanne Garland &
Chairs: Simon Barton &
Cheryn Palmer
Sara Bell

Vanita Parekh, Senior
Specialist, Deputy Director,
Canberra Sexual Health
Centre, Forensic and
Medical Sexual Assault
11.00am - Care, ACT, Australia
11.00am 11.30am
11.30am

11.00am 12.30pm Great Hall 2, Door 8
Chairs: Katherine Brown &
Sarah Martin

Sexual Assault Symposium

Bilardi J - GP incentive
payments for the opportunistic
11.45am screening of young women for
12.00pm
chlamydia in general practice: A
randomised controlled trial

Temple-Smith M - Chlamydia
11.30am - screening: Overcoming barriers
11.45pm to a complex intervention in the
primary care setting

Walker J - Computer reminders
11.15am - for chlamydia screening in
11.30am general practice: A randomised
controlled trial

Walker J - Methods for
11.00am - maximising retention of young
11.15am women in a longitudinal study
of chlamydia infection

11.00am
- 12.30pm Meeting Room M1
Chairs: Jane Hocking &
Jonathan Anderson

General Practice Proffered
Papers
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Victim-centred crisis
response: Tensions and
possibilities

12.00pm 12.30pm
Public health implications
of HPV and HSV
vaccinations

Catriona Ooi, Director
Sexual Health, Hunter
New England Area Health
Service, NSW, Australia

1.30pm 1.50pm

1.30pm 3.00pm

1.30pm 3.00pm

The contemporary
management of premature
ejaculation

Chris McMahon, Associate
Professor, University of
Sydney, Director, Australian
Centre for Sexual Health,
1.30pm NSW, Australia
1.45pm

Chairs: Jane Howard &
Michael Gillman

Great Hall 2, Door 8

Sexual Dysfunction
Symposium

Franklin N - Chlamydia
testing and prevalence
at Australian sexual
health clinics; the
Australian collaboration
for Chlamydia enhanced
sentinal surveillance
(access) project

Chairs: Claudia Estcourt &
Sara Bell

Great Hall 1, Door 6

Chlamydia Proffered
Papers

Stevens M - Ready set go:
Building capacity in schools
12.00pm - to deliver sexuality education
12.15pm – The value of intesectoral
collaboration with community
organisations.

1.30pm 1.45pm

1.30pm 3.00pm

1.30pm 3.00pm

Lusk J - Mycoplasma
genitalium is associated
1.30pm with cervicitis in a
1.45pm
metropolitan Sydney Sexual
Health Clinic Population.

Chairs: Mekala
Srirajalingam & Cheryn
Palmer

Meeting Room M2

Womens Health Proffered
Papers

Davies S - Sexually transmitted
infections among female sex
workers in Manado, Indonesia
using a multiplex PCR

Chairs: Graham Neilsen & Arun
Menon

Meeting Room M1

Regional Perspectives
Proffered Papers

Chen M - Legislation
requiring monthly testing
of sex workers with low
Doyle L - Attitudes of WA GPs to
12.15pm 12.15am rates of sexually transmitted
chlamydia partner notification:
12.30pm
12.30am
infections restricts access
A survey
to services for higher risk
individuals

Silver B - Developing key
performance indicators
of sexually transmitted
12.00am infection control for
12.15pm
Northern Territory primary
health care services (STI KPI
project)

Lunch in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9
12.30pm Poster Themes: Laboratory/Diagnostics, Social Research
1.30pm
Book Launch by Colm O’Mahony

12.00pm 12.30pm

Antonio Quadara, Coordinator, Australian
Centre for the Study of
Sexual Assault, Australian
Institute of Family Studies
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Afternoon Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Mezzanine Level, Door 9

Discussion

Watson C - Recurrent
vulvovaginal candidiasis:
should patients just give up
now?

Bateson D - Sex and the
single woman: a survey of
women using an internet
dating service

3.00pm 3.30pm

2.45pm 3.00pm

Schmidt M- Promoting
2.45pm chlamydia testing to young 2.50pm
women, their partners and
their GPs using modern
2.55pm and social media
3.00pm

2.30pm 2.45pm

2.00pm 2.15pm

1.45pm 2.00pm

2.45pm 3.00pm

2.30pm 2.45pm

Kakar S - A retrospective
case note review of sex
2.15pm worker attendees at sexual
2.30pm
health clinics in the Western
suburbs of Sydney

Discussion

The management of
erectile dysfunction in
men unresponsive to PDE5
inhibitor drugs

Timms P - Development
of a vaccine against
chlamydial STD infection
and disease

Chris McMahon, Associate
Professor, University of
2.30pm Sydney, Director, Australian
2.45pm
Centre for Sexual Health,
NSW, Australia

2.15pm 2.30pm

2.00pm 2.15pm

Russell D - Three years
on, a review of medical
terminations of pregnancy
performed in a sexual
health service

Hocking J - Accept
(Australian chlamydia
control effectiveness
pilot): design of the pilot
evaluation
Regan D - Routine
chlamydia screening
should lead to reduced
reinfection rates in the
medium to long term

2.00pm 2.15pm

Lusk J - Trichomonas
vaginalis: Under-diagnosis
in urban Australia could
facilitate re-emergence

Don’t be fooled by painful
2.15pm memories, it is the traumatic
2.30pm
memories that count

Kamal Touma, Medical
Psychotherapist & Sexual
Health Physician, NSW,
Australia

Treatment of PE:
Considering aetiology and
psychological impact on
men and their partners

1.45pm 2.00pm

Kong F - Chlamydia testing
rates in general practices
across Australia: the
1.45pm Australian collaboration
2.00pm
for chlamydia enhanced
sentinel surveillance
(access)

2.50pm 3.00pm

2.30pm 2.50pm

2.10pm 2.30pm

1.50pm 2.10pm

Georgina Whelan,
Psychologist & Sex
Therapist, Australian
Centre for Sexual Health,
NSW, Australia

Discussion - Emerging issues in
Papua New Guinea

Sawleshwarkar S - An evaluation
of the sexual health needs of
people of Indian origin

Millan J - Sexual behaviour
among the adult male workers
in Papua New Guinea

Bruce E - Knowledge, attitude,
practices and behaviour of
female sex workers in Port
Moresby

Bruce E - A systematic review
of studies assessing risks of HIV
among female sex workers in
Papua New Guinea since 1980
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3.30pm 5.00pm

3.30pm 5.00pm

Under the Covers

Colm O’Mahony,
Consultant, Genito-Urinary
Medicine, Countess of
Chester Hospital, United
Kingdom

Chairs: Dee Archbold &
Tara Heidrich

Great Hall 2, Door 8

Women’s Health
Symposium

Brown K - Derm down
under educating doctors
about genital dermatology
and genital pain using an
online program

4.10pm 4.25pm

4.25pm 4.30pm

Goller J - Syphilis testing,
diagnoses and reinfection in
MSM in Victoria

White S - Responding
to the sexual and
reproductive health
education needs of
general practitioners in
Queensland
4.15pm 4.30pm

Curran G & Morris B 3.50pm Syphilis and HIV networks in
3.55pm
rural North West Tasmania

Creagh A - Developing and
implementing a sexual
4.00pm health option for medical
4.15pm
students

4.05pm 4.10pm

4.10pm 4.15pm

3.55pm 4.10pm

Chen M - Views of Australian
men who have sex with
3.45pm men on rapid testing for
3.50pm
syphilis and HIV

3.45pm 4.00pm

3.50pm 4.05pm

3.30pm 3.45pm

3.30pm 5.00pm

Kakar S - An evaluation of
sexual health medicine
teaching at medical
schools in Australia and
New Zealand

Chairs: Fraser Drummond &
Stuart Aitken

Meeting Room M2

3.30pm 3.50pm

3.30pm 5.00pm

Jin F - The impact of HIV
risk reduction behaviours
on sexually transmissible
infections in HIV negative
homosexual men

Chairs: Richard Hillman &
Sarah Martin

Great Hall 1, Door 6

MSM Proffered Papers

Estcourt C - Learning &
3.30pm teaching in sexual health in
3.45pm
2009: A UK perspective

3.30pm 5.00pm

Medical Education
Symposium

Crouch A - Addressing sexual
health disadvantage in far
North Queensland indigenous
communities

Smith K - Central Australian STI
risk factor study

Lane J & Forrester J - Aboriginal
Community Controlled Health
Services and Western Australian
Country Health Services
partnership in delivering
sexual health programs in the
Kimberley

Doyle Adams - Trichomonas
vaginalis: supporting the case
for routine screening in far
North Queensland

Guy R - The evidence for primary
health sti screening programs in
remote aboriginal communities

Chairs: Sidney Williams &
Andrew Young

Meeting Room M1

Indigenous Health Proffered
Papers
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6.00pm 8.00pm

5.00pm 6.00pm

Panel Discussion: Simon
Barton, Richard Hillman,
Katherine Brown, Claudia
Estcourt

4.45pm 5.00pm

4.30pm 4.45pm

Discussion

How far can we go with Antiviral Therapy for HSV?: Satellite Symposium Sponsored by Novartis
Meeting Room M3

Meeting Room M1

AChSHM Annual Meeting
Closed Meeting for Chapter Members
Refreshments will be served

Carmody C - Clinical
photography in the sexual
health/HIV clinic

4.30pm 4.45pm

4.45pm 5.00pm

Tart B - Three in the bed
4.15pm and someone said … T.O.M. 4.30pm
boys! A health promotion
program addressing the
needs of gay men who have
group sex
4.30pm 4.45pm

Discussion

Ahkit P - Ssssami the safe sex
snake

Vogler C - Providing quality
sexual health care to at risk
indigenous youth in a North
Queensland school
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Melanie Bissessor, Melbourne Sexual Health Centre, Carlton, Vic, Australia - A case of Mr. SA

Jeannie Oliphant, Auckland Sexual Health Service, Greenlane Clinical Centre, Auckland, New Zealand - A case of recurrent Hepatitis C infection – Risks of sexual
transmission in men who have sex with men

Joseph Doyle, Infectious Diseases Unit, The Alfred Hospital, Melbourne, VIC, Australia - Adhesional small bowel obstruction and pelvic sepsis due to Neisseria
Gonorrhea

8.00am 8.30am

8.30am 9.00am

Panel:
Simon Barton, Clinical Director & Consultant Physician, HIV/Genitourinary Medicine Directorate,Chelsea & Westminster Hospital, United Kingdom
Colm O’Mahony, Genito-Urinary Medicine, Countess of Chester Hospital, United Kingdom
Margaret Hellard, Head, Centre for Population Health, Burnet Institute, VIC, Australia
Brian Hughes, Staff Specialist in Infectious Diseases, Sexual Health and General Medicine. Clinical Leader Viral Hepatitis Clinical Group, Conjoint Senior Lecturer
Medicine Newcastle University, NSW, Australia

Chair: Fraser Drummond

Meeting Room M1&M2

Sexual Health Conference Trainee Update Breakfast. Sponsored by the Sexual Health Society of QLD

Registration

7.30am 8.00am

7.30am 9.00am

7.30am

WEDNESDAY 9 SEPTEMBER
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Is it worth it?

Jonathan Anderson, PhD Research, National Centre in HIV
Epidemiology & Clinical Research, Sydney, NSW, Australia

10.20am Panel discussion - Possible ways forward
10.30am

Who wants it? What men know about anal cancer

9.45am 10.30am

9.00am 9.45am

8.55am 9.00am

Jodie Landstra, Clinical Psychologist, St Vincent’s Hospital,
NSW, Australia

What are the psychological consequences?

8.50am 8.55am

How do you manage AIN?

Richard Hillman, Senior Lecturer, STI Research Centre, NSW,
Australia

8.45am 8.50am

8.40am 8.45am

Leon Botes, Sexually Transmitted Infection Research Centre,
University of Sydney and the Applied Medical Research
Centre, St Vincent’s Hospital, NSW, Australia

How do you screen?

8.35am 8.40am

8.30am 10.30am

Richard Hillman, Senior Lecturer,STI Research Centre, NSW,
Australia - Introduction

Chairs: Steve Lambert & David Jardine

Great Hall 1, Door 6

Marian Pitts, Director, Australian Research Centre in Sex,
Health and Society, La Trobe University, VIC, Melbourne,
10.05am - Australia
10.20am

9.50am 10.05 am

9.40am 9.50am

9.25am 9.40am

9.10am 9.25am

9.00am 9.10am

9.00am 10.30am

Sexual Health Plenary: How to Set Up an Anal Cancer
Screening Program

Addressing Social Drivers of HIV/AIDS

Judith Auerbach, Vice President, Science & Public Policy, San Francisco AIDS
Foundation, USA

Introduction to “A Life-Time of HIV/AIDS” and abstract themes

David Cooper, Director, National Centre in HIV Epidemiology & Clinical
Research, NSW, Australia

Welcome by National Association of People Living with HIV/AIDS Australia,
President, Robert Mitchell

Welcome by AFAO

Welcome by the Hon Mark Butler MP

Welcome by Australasian Society for HIV Medicine, President, Jonathan Anderson

Welcome to the Country by Aunty Valda

Chair: Levinia Crooks and David Harrich

Great Hall 2, Door 8

HIV/AIDS Conference Opening Ceremony
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11.00am 11.45am

HPV & HIV - Why do HPV-induced
lesions not resolve?

Sjoerd van der Burg, Experimental
Cancer Immunology and Therapy,
Head of Laboratory of Clinical
Oncology, The Netherlands

Chairs: Fraser Drummond & Stuart
Aitken

11.00am 12.30pm Great Hall 1, Door 6

HPV Symposium

Janet Knox, Kimberley Aboriginal Medical
Council, WA, Australia

Mapping efforts to better understand
the epidemiology of STIs and BBV among
Aboriginal and Torres Strait Islander people in
Australia.
11.15am - Petravic J - Noncytolytic antiviral activity of
11.30am CD8+ T cells forces escape in SHIV infection

11.00am - Mark Connors, Chief, HIV-Specific Immunity
11.15am Section, National Institutes of Health, USA

Chairs: Tony Kelleher & David Harrich

11.00am 12.30pm Meeting Room M2

HIV/AIDS Conference Concurrent Session
Theme A: Prevention - But How?

11.45am Purcell D - Construction and characterization
12.00pm Evidence for primary health care STI screening
11.45am - of recombinant envelope glycoproteins
programs in remote Aboriginal Communities
12.00pm derived||from HIV-1 pre-seroconversion strains
Programs in Far North Queensland
as potential vaccine immunogens

Jung S - Antibodies induced by the
11.30am - nonpathogenic gb virus c (gbv-c) neutralize
Patricia Fagan, Tropical Population Health Unit, 11.45am HIV type 1and 2.a new candidate for an
innovative HIV vaccine?
Queensland Health, QLD, Australia

11.30am Evidence for primary health care STI screening
11.45am
programs in remote Aboriginal Communities
Successful programs - Kimberly Aboriginal
Medical Service

11.00am 11.30am

James Ward, Program Head, Aboriginal and
Torres Strait Islander Health, National Centre
in HIV Epidemiology & Clinical Research, NSW,
Australia

Chairs: John Kaldor & Gary Boddy

11.00am 12.30pm Great Hall 2, Door 8

Indigenous Health Symposium supported by
Queensland Health

10.30am Morning Tea in Exhibition and Poster Area Opening in Great Hall 3 & 4; Entry from Ground Level, Door 1
11.00am
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Human Papillomavirus (HPV) Associated cancers in immune
deficient populations

Panel Discussion
Cindy Shannon, Director, Centre for
Indigenous Health, University of Queensland,
12.00pm QLD; Mark Saunders, Policy Adviser, National
12.30pm
Aboriginal Community Controlled Health
Organisations, ACT; James Ward, Janet Knox
and Patricia Fagan

Lunch in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Ground Level, Door 1
Poster Themes: Clinical and HIV (Sexual Health Conference)
12.30pm Contact Tracing Exhibition in Meeting Room M1
1.30pm
ASHHNA Lunch Meeting in P4
Annual Surveillance, Indigenous and Behavioural Reports Launch in Meeting Room 2

11.45am 12.30pm

Andrew Grulich, Professor, National
Centre in HIV Epidemiology & Clinical
Research, NSW, Australia

12.15pm
Discussion
- 12.30pm

Purcell D - Neutralizing antibody to HIV-1 env
12.00pm from hyperimmune bovine colostrum as a
- 12.15pm mucosal microbicide strategy for preventing
virus transmission
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2.45pm 3.00pm

2.30pm 2.45pm

2.00pm 2.30pm

1.30pm 2.00pm

1.30pm 3.00pm

Discussion

Sexual practices of PLWHA on ART
in PNG

Peter Siba, Director, Papua New
Guinea Institute of Medical Research,
Papua New Guinea

Chlamydia: the Pacific response in a
(coco)nut shell

2.30pm 3.00pm

2.15pm 2.30pm

Discussion

Panel Discussion
Katherine Brown, South East Sydney
Illawarra Health; Darren Russell, President of
2.45pm the Australasian Chapter of Sexual Health
3.00pm
Medicine; Claudia Estcourt; Joanne Leamy and
Levinia Crooks

Kelly M - A study of aldesleukin with and
without antiretroviral therapy (stalwart): What
we’ve learnt

Law M - Combined analysis of the primary
results of the evaluation of proleukin in
a randomised international study (esprit)
and subcutaneous recombinant, human
interleukin-2 in HIV-infected patients with
low CD4+ counts under active antiretroviral
therapy (silcaat) studies

Pett S - Effect of recombinant interleukin-2 (il2) on clinical outcomes in patients with CD4+
T-cell count 50 to 299/mm3: Primary results of
the silcaat study

Emery S - Effect of recombinant interleukin-2
(il-2) on clinical outcomes in patients with
a CD4+ T-cell count of >300/mm3: Primary
results of the esprit study

Chairs: Tony Allworth & John Chuah

Meeting Room M2

Puls R - Safety and efficacy of three different
combination antiretroviral regimens as initial
therapy for HIV infection: week 48 data from a
randomised, open-label study

2.15pm 2.30pm

2.00pm 2.15pm

1.45pm 2.00pm

1.30pm 1.45pm

1.30pm 3.00pm

HIV/AIDS Conference Concurrent Session
Theme B: Clinical Trials

QLD Contract Tracing Support Officer Program 2.30pm
Trial
-2.45pm

Joanne Leamy, Contract Tracing Support
Officer, Queensland Health, QLD, Australia

Overview and key issues of the DOHWA /
ASHM - Contact Tracing & Partner Notification
Programs

Levinia Crooks, CEO, Australasian Society for
HIV Medicine, NSW, Australia

Anna McNulty, Sydney Sexual Health
Centre, NSW, Australia
2.00pm 2.15pm

Improving partner notification: how can we
use the evidence to improve practice?

Responding to the Sexual Health
Needs of Marginalised Populations

1.30pm 2.00pm

Claudia Estcourt, Reader & Consultant,
Barts and The London School of Medicine &
Dentistry, United Kingdom

Graham Neilsen, Technical Advisor,
Sexual and Reproductive Health
in the Asia Pacific Regional Office,
Family Health International, Thailand

Great Hall 2, Door 8
Chairs: Basil Donovan & Heath Greville

1.30pm 3.00pm

Contact Tracing Symposium supported by the
Government of Western Australia, Department
of Health

Chairs: Arun Menon & Graham
Neilsen

Great Hall 1, Door 6

Regional Perspectives Forum
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Presentation of next years’ conference by Richard Hillman,
Convenor of Australasian Sexual Health Conference 2010
Committee

Joint Conference Dinner at Brisbane City Hall - ‘Tropical Nights’

4.30pm 4.50pm

4.50pm 5.00pm

7.00pm 11.00pm

Is PrEP better than cure? - this house believes that the benefits
of HIV pre-exposure prophylaxis outweigh the risks

Jonathan Anderson, National Centre in HIV Epidemiology &
Clinical Research, NSW, Australia
Simon Barton, HIV/Genitourinary Medicine Directorate,
Chelsea & Westminster Hospital, United Kigdom
Bridget Haire, Senior Policy Analyst, Ethics Executive Officer,
Family Planning NSW, NSW, Australia
Colm O’Mahony, Genito-Urinary Medicine, Countess of
Chester Hospital, United Kingdom

Chairs: Darren Russell & David Jardine

Great Hall 1, Door 6

The Great Debate and Sexual Health Conference Closing

Kumar M - Tubercular immune restoration disease in Indian aids patients
receiving anti-retroviral therapy*

4.29pm 4.36pm
Discussion

Sumatoh H - Evaluation of antibody levels in the prediction and monitoring of
immune restoration disease*

4.22pm 4.29pm

4.36pm 5.00pm

Tanaskovic S - Poor CD4+ T-cell recovery on effective art is associated with
immune activation but not increased spontaneous apoptosis*

Lichtfuss G - HIV immune activation and the loss of signalling in nk cells

4.00pm 4.15pm
4.15pm 4.22pm

Rajasuriar R - Biological determinants of immune reconstitution following highlyactive antiretroviral therapy (HARRT)

Soloman A - No decay in HIV-infected naïve CD4+T-cells following antiretroviral
therapy (art): a persistent long term reservoir

Chairs: Steve Deeks & Paul Cameron

Meeting Room M2

3.45pm 4.00pm

3.30pm 3.45pm

3.30pm 5.00pm

HIV/AIDS Conference Concurrent Session
Theme A: Immune Reconstitution & Activation

Afternoon Tea in Exhibition and Poster Area in Great Hall 3 & 4; Entry from Ground Level, Door 1
Contact Tracing Exhibition & Launch in Meeting Room M1

Prize Presentations and Closing Remarks by Darren Russell
- President of the Australasian Chapter of Sexual Health
Medicine

3.30pm 4.30pm

3.30pm 5.00pm

3.00pm 3.30pm

ORAL
PRESENTATION
ABSTRACTS
MONDAY 7 SEPTEMBER 2009

Diamantina Institute for Cancer Immunology and Metabolic Medicine
A wide spectrum of disease is associated with persisting infection with human papillomavirus. Vaccines
to prevent some HPV infections are effective, safe, and now widely available. Significant challenges
remain to ensure their effective deployment. Next generation vaccines may cover more HPV types, and
may have therapeutic as well as prophylactic efficacy. However cost benefit analysis will determine how
widely new prophylactic vaccines can be deployed, and there are still some significant scientific hurdles
for the development of therapeutic vaccines.
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CONTROLLING HPV
ASSOCIATED DISEASE: A
GLASS HALF FULL?

Monday 7 September
11.30am – 12.30pm

Monday, 7 September 2009 9.30am – 11.00am Opening Ceremony

Ian Frazer
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Plenary 11.30am – 12.30pm

Monday 7 September
11.30am – 12.30pm

539
INTERACTIONS BETWEEN HPV
AND THE IMMUNE SYSTEM.
S.H. van der Burg
Department of Clinical Oncology,
LUMC, Leiden, The Netherlands

The HPV E6 and E7 proteins play a pivotal role in carcinogenesis and are expressed in both pre-malignant
and advanced cervical lesions. Because HPV proteins are foreign to the body, one would expect the
immune system to mount a response against these antigens when expressed in the cervical epithelium.
Indeed, circulating HPV16 E6, E7 and E2-specific Th1- and Th2-type CD4+ T-cells as well as E6-specific
CD8+ T-cells, able to migrate into the skin upon antigenic challenge, were frequently detected in
healthy individuals, showing that successful defense against HPV16 infection is commonly associated
with the installment of a systemic effector T-cell response against these viral early antigens. In contrast,
the development of high-risk HPV-positive CIN to cervical cancer is associated with a HPV-specific T-cell
response that fails at least at four different levels. In about half of the patients, PBMC lack the capacity to
mount a detectable proliferative response against HPV16 E6, E7 and E2, whereas the other half displayed
antigen-specific proliferative responses exhibiting a non-inflammatory cytokine profile. Analysis of the
local immune response revealed that in many cases HPV-specific effector T-cells failed to home to CIN
lesions or tumors and fail to infiltrate the cancer cell nests. Moreover, the majority of tumor-infiltrating
T cells express programmed death receptor 1 (PD-1), indicating that they have become exhausted and
function less well. Furthermore, HPV E6- and E7-specific CD4+ regulatory T-cells can be isolated from
CIN lesions, lymph node biopsies and the tumors of cervical cancer patients indicating that the immune
response in these patients is suppressed at both the induction and effector level. The underlying
mechanisms causing this dysfunctional immune response involves the activation of HPV-specific T cells
in a wrong microenvironment due to HPV-mediated suppression of innate immunity, the presence of
immunosuppressive cytokines and the lack of proper danger signals in the lesion. We have used these
data to guide us in developing an immunotherapeutic vaccine strategy and showed that the restoration
of Th1/CTL response against the early antigens results in the regression of HPV-induced lesions in the
majority of patients. However, the counterattack of regulatory T-cells and improved homing is still
required for this strategy to become successful in patients with cancer.
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Our study will determine acceptability and feasibility of providing HIV negative test results by telephone to
clients attending an urban Sexual Health Service in Sydney. We will assess: rate of non-return for receiving
HIV negative test results by telephone compared to rate of non-return for those receiving results in person;
satisfaction of clients and preference for delivery of future HIV test results; and associations between nonreturn for HIV test results and client characteristics such as age, gender and risk factors.

225
A STUDY OF PROVISION OF
HIV NEGATIVE TEST RESULTS
BY TELEPHONE TO CLIENTS
ATTENDING A SEXUAL HEALTH
SERVICE
Conway D, Rauwendaal E, Kaan I,
Martin C, Davies SC
Northern Sydney Sexual Health
Service, Royal North Shore Hospital,
St Leonards, New South Wales,
Australia

Current evidence from overseas suggests it is acceptable and feasible to provide negative HIV tests results
by telephone, but there has been no published prospective study of this in the contemporary Australasian
Sexual Health setting. We will present data from our study.
Syphilis continues to be a significant public health problem among HIV infected men who have sex
with men (MSM) internationally. This study aimed to determine whether the routine inclusion of syphilis
serology in the blood tests that are usually performed as part of HIV monitoring improves the detection of
early syphilis among HIV infected MSM.
We examined the effect of this intervention, implemented in January 2007, on the detection of early,
asymptomatic syphilis among HIV infected MSM attending the Melbourne Sexual Health Centre, Australia,
and compared this with results from the previous clinic policy of annual syphilis screening. To assess the
effect on the duration since infection, we took the midpoint between last negative serology and time of
diagnosis and compared the duration between the midpoint and diagnosis.
In the 18 months before and after the intervention, the average number of syphilis tests performed per
man per year was 1.9 and 3.3 respectively. The proportion of HIV infected MSM tested who were diagnosed
with early syphilis during these periods was 3.1% (14/444) and 8.1% (48/587) respectively (p=0.001). The
proportion of these who were asymptomatic was 21% (n=3) and 85% (n=41) respectively (p=0.006). The
median duration between the midpoint since last negative serology and diagnosis was 107 days (range
9-362) and 45 days (range 23-325) respectively (p=0.018).
Increased frequency of syphilis screening resulted in a substantial increase in the proportion of men
diagnosed with early, asymptomatic syphilis. This simple and low cost intervention probably also
decreased the duration of infectiousness, enhancing syphilis control and reducing morbidity.
The primary aim was to compare the acceptability of paper, SMS and web based survey methodology in
raising Chlamydia awareness in a ticketed music festival, attended by over 50,000 predominantly young
people. The secondary aim was to assess Chlamydia awareness.
Five-thousand post-card sized pamphlets were printed inviting participation in the SMS or web-based survey
in the subsequent six weeks. Alternatively subjects were invited to fill out a paper survey on the day at a
dedicated booth. The incentive for participation was entry into a draw for an 8 Gb iPod.
Majority of subjects refused to accept the postcards. Over thousand cards were distributed. The web-based
and SMS surveys were completed by sixteen and four subjects respectively.
One hundred and ninety subjects (M=79; F=94; UK=17; mean 24 y) completed the hard copy survey at the
booth. Eighty nine subjects (T=47%; M =34%; F=52%; UK=11%) stated that they had had a Chlamydia test
previously. Nine subjects (M=2; F= 7) expressed interest in the postal Chlamydia test. Sixty-four subjects
expressed interest in a future survey.

67
SCREENING FOR SYPHILIS AS
PART OF HIV MONITORING
INCREASES DETECTION OF
ASYMPTOMATIC SYPHILIS
AMONG HIV INFECTED MEN
WHO HAVE SEX WITH MEN

Monday 7 September
1.30pm – 2.30pm

Current NSW Health HIV Testing Policy (2005) recommends all HIV negative test results should be provided
in person, whereas National HIV testing policies in Australia, New Zealand, UK and US (2006-08) all endorse
provision of negative HIV test results by telephone when appropriate. Providing results in person remains
a resource intensive method of service delivery when more efficient alternatives, such as providing results
by telephone, could be utilised. In addition, a significant proportion of clients fail to return to collect results
in person and therefore fail to benefit from post-test discussion on safer sex and HIV avoidance strategies
which could be delivered by telephone.

Bissessor M1; Fairley CK1,2; Boyd K1;
Chen MY1,2
Melbourne Sexual Health Centre;
Carlton Vic 3053 Australia; 2School
of Population Health, University of
Melbourne and Melbourne Sexual
Health Centre; Carlton Vic 3053
Australia
1

113
COMPARISON OF SURVEY
METHODS TO ACCESS YOUTH AT
A MUSIC FESTIVAL- CHLAMYDIA
AWARENESS SURVEY
Srirajalingam M1, Ngieng M1, Aitken
S1, Tobin A1, Chuah J1
Gold Coast Sexual Health Clinic,
Miami. Gold Coast, Australia1

In summary, participation in the survey was limited. Paper-based survey administered onsite was the most
popular method, with very limited update of either the web- or SMS- based surveys. Possible reasons for
this include, (i) lack of attractive incentive (ii) size of the post card and (iii) appropriateness of the venue.
Approximately half of the respondents reported having been tested for Chlamydia previously. Interest in the
postal Chlamydia test was minimal.
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172
RECONCEPTUALIZING POST
TEST COUNSELING: PROVISION
OF HIV NEGATIVE RESULTS BY
PHONE

The current legislation in Victoria regarding HIV results requires positive results to be given in person by
a health professional accredited in HIV pre and post test counselling. Clinical practice in Victorian sexual
health clinics required all men to receive their positive or negative results in person. This presentation
will outline the empirical evidence for reconceptualising the way post test counselling is provided for
heterosexual men with HIV negative results.

Bush M1, Williams H1,2 and Fairley
CK1,2

Review of 33,731HIV test results over a six year period (2002-2008) revealed that nine out of 16,368
heterosexual men (0.05%, 95% CI 0.046, 0.053) tested positive for HIV at the Melbourne Sexual Health
Centre (MSHC). All were born in Australia. Three risk factors were identified as predictors of an HIV positive
result. These were: unprotected sex in high prevalence countries (0.04%); unprotected sex with known HIV
positive female partner (0.006%); and intravenous drug use (0.01%)

Melbourne Sexual Health Centre,
Alfred Hospital, Melbourne, Victoria,
Australia; 2Melbourne School of
Population Health, University of
Melbourne, Victoria, Australia
1

385
REVIEW OF PATIENTS
DIAGNOSED WITH NONSEXUALLY TRANSMITTED
(STI) ASSOCIATED
DERMATOLOGICAL
CONDITIONS ATTENDING
A SEXUAL HEALTH CLINIC,
NEWCASTLE, AUSTRALIA.
Ooi C, O’Connor M
Hunter New England Area Health,
NSW, Australia

The incorporation of these risk factors into pre test counselling consultations has lead to increased
confidence in assessing HIV risk in heterosexual men. The provision of HIV negative results by phone for low
risk men is now aligned with MSHC policy for low risk women which was instituted in 2008. This practice
change has enhanced the quality of pre test counselling to all heterosexual men, improved understanding
of risk for clients, reduced clinical demand, decreased clinic visits and waiting times.

To review clients attending a sexual health clinic with a non-sexually transmitted (STI) associated
dermatological condition. To review rates of STIs, risk group and attendance behaviour and explore any
differences between this group and other clinic attendees.
All patients attending the sexual health clinic from January to December 2008 were included. Patients
diagnosed with a non-sexually transmitted associated dermatological condition, coded on the clinic
database as either ‘dermatological condition’ or ‘normal anatomical variant’ were compared to other
clinic attendees. A manual file review was conducted for all ‘dermatological condition’ clients, to confirm
dermatological diagnosis. Demographic and clinical data was collected. Paired t tests were used to
compare this group to other clinic attendees during this period.
In 2008, of 1819 clinic attendees,168(9.2%) presented with a non-STI associated dermatological condition
(135(7.4%) dermatological condition, 33 (1.8%) normal anatomical variant. This group was older and more
likely to be male (p< 0.05). Males with a non-STI associated dermatological condition were significantly
older than other male clinic attendees (p<0.05), but there was no significant difference in ages between
females in either group. Patients with non-STI associated dermatological condition had significantly more
clinic visits throughout the year compared to other attendees (3.5 vs 2.9; p<0.01) There was no difference
in overall rates of STI diagnosis between groups (1.5 vs 1.4), however, the general clinic population had
significantly higher rates of chlamydia (8% vs 2%, p<0.05). There were similar proportions of the clinics’
target populations (men who have sex with men, sex workers, injection drug users, young people,
indigenous Australians) amongst both groups.
Patients attending an Australian sexual health clinic with non STI related dermatological conditions are
often older, male. Apart from this, they are just as likely to fall into clinic target populations and have other
sexual health needs.
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In 2002 Sydney Sexual Health Centre, in partnership with Waverley Action Youth Service, established an
outreach youth oriented sexual health service -the “Satellite”. The service is open to those under 24 years
of age and provides free, confidential sexual health care, information and condoms. Initially, clients could
access the Satellite by either booked appointment or attending on a ‘drop-in’ basis. In June 2007, as a result
of an audit of service utilisation, the clinic attendance mode was changed to a solely “drop-in” service.
We retrospectively analysed the 12 month periods before and after changing to drop-in only service to
determine whether the change in mode of attendance altered the number of clients seen and the client
demographic profile.

192
DROP-IN VERSUS
APPOINTMENTS FOR YOUTHARE MORE ‘AT RISK’ YOUTH
ATTENDING THE SATELLITE
SEXUAL HEALTH YOUTH CLINIC
SINCE IT BECAME A DROP IN
ONLY CLINIC?

The clinic database was used to extract the number of clients seen, age and diagnoses in the two time
periods. In the year prior to the service delivery change 184 clients attended and146 were tested for
chlamydia, and in the drop-in only period, 187 clients attended, and 159 were tested for chlamydia. There
was no significant change in the proportion of clients under 20 years (68% vs 69%, p=0.91). Significantly
more cases of chlamydia were diagnosed during the drop-in period (2.7% vs 11%, p<0.01)

Gilbert J1, Ryder N1,2 and McNulty
AM1,2

Significantly more cases of chlamydia were detected in our youth clinic following the change to a drop-in
only service. We will analyse prospectively obtained behavioral data to determine whether there was an
associated change in the risk profile of the clients.

An increasing prevalence of sexually transmissible infections in Australia, along with relatively fixed
resources, has led publicly funded sexual health services to explore new methods to improve efficiency.
Sydney Sexual Health Centre (SSHC) triages all new and return patients requesting appointments. This was
shown to successfully increase the proportion of available sessions utilised by those clients most at risk, but
overall non-attendance rates remained high, leading to wasted clinic capacity. In 2006 SSHC developed
an interactive electronic appointment system, with inbuilt SMS appointment reminder system, whereby
an SMS was sent the day before each appointment. We conducted this review to determine the effect
implementation of the reminder system had on appointment waiting times and non-attendance rates.

193
AUTOMATIC SMS REMINDERS
DECREASE WAITING TIME AND
NON-ATTENDANCE RATE AT A
SEXUAL HEALTH CENTRE

Monday 7 September
1.30pm – 2.30pm

We plan to perform a further in-depth analysis on the behavioural profiles of the clients in the two time
periods. All medical records will be manually reviewed to extract data from the detailed proforma risk
assessment tool, completed prospectively for all Satellite clients, including sexual behaviour, drug and
alcohol use, educational, social, environmental and psychological factors.

Sydney Sexual Health Centre, Sydney
Hospital, Sydney, New South Wales,
Australia; 2School of Public Health
and Community Medicine, University
of New South Wales, Randwick, New
South Wales, Australia
1

Knight V1, Lu H1 and McNulty A1,2
Sydney Sexual Health Centre, Sydney
Hospital, Sydney, New South Wales,
Australia; 2School of Public Health
and Community Medicine, University
of New South Wales, Randwick, New
South Wales, Australia
1

Over the week there is an average of 96 daily general clinic patient sessions available a day for nurses,
doctors and counsellors, of which 50% are booked and 50% open to walk in patients. For each day over
5 week periods before, and after, the introduction the reminder system, the attendance data record
was reviewed to determine the period of time until the next available nursing, counseling and medical
appointments, and also the proportion of general sexual health appointments for each day for which the
client did not attend.
Mean non-attendance rates decreased by approximately half for medical (21% to 12%) and nursing units
(24% to 12%) following implementation of the SMS reminder system. Similarly, the wait time for a booked
appointment reduced from 7 to 5 days for nursing, and from 2 to 1 day for both medical and counseling
units.
Introducing an interactive electronic appointment system, with automated SMS appointment reminders,
dramatically improved the utilisation of available clinic capacity at SSHC. The waiting time for clients
requesting appointments also decreased, potentially leading to earlier diagnosis and treatment of sexually
transmitted infections.
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212
THE CORRELATION
OF SYMPTOMS WITH
RISK ACTIVITIES AND
DETECTION OF A WIDE
RANGE OF ORGANISMS IN
ENDOCERVICAL, LOW VAGINAL
AND URINE SPECIMENS FROM
FEMALE SEXUAL HEALTH
CLINIC ATTENDEES

Monday 7 September
1.30pm – 3.00pm

Lowe PC1, McKechnie ML2,3, Jones
R1,2, Lagios K1, Couldwell D1, Davies
SC4, King F4, Kong F3, Gilbert L3,
Hillman RJ1,2
Parramatta Sexual Health Clinic
(PSHC), Parramatta, NSW, Australia
Sexually Transmitted Infections;
2
Research Centre (STIRC), University
of Sydney, Marian Villa, Westmead
Hospital, NSW, Australia; 3Centre for
Infectious Diseases and Microbiology
Laboratory Services, Institute of
Clinical Pathology and Medical
Research (ICPMR), Westmead, NSW,
Australia; 4Northern Sydney Sexual
Health Service, Clinic 16, Royal North
Shore Hospital, St Leonard’s, NSW,
Australia
1

156
THE EPIDEMIOLOGY
OF UROGENITAL
MICROORGANISMS DETECTED
BY A MULTIPLEX PCR – BASED
REVERSE LINE BLOT ASSAY IN
WOMEN ATTENDING THREE
SYDNEY SEXUAL HEALTH
CLINICS
McKechnie ML1,2, Jones R1,3, Lowe P3,
Couldwell D3, Davies SC4, Kong F2,
Gilbert GL2 and Hillman RJ1,3
Sexually Transmitted Infections
Research Centre (STIRC), Westmead
Hospital, NSW, Australia; 2Centre for
Infectious Diseases and Microbiology
Laboratory Services, Institute of
Clinical Pathology and Medical
Research (ICPMR), Westmead, NSW,
Australia; 3Parramatta Sexual Health
Clinic (PSHC), Parramatta, NSW,
Australia; 4Northern Sydney Sexual
Health Service, Royal North Shore
Hospital, St Leonard’s, NSW, Australia
1

Vaginal symptoms have been reported in association with a number of infections. Likewise, a wide number
of organisms have also been reported as being potentially involved in the development of urethritis in
males. These include: Chlamydia trachomatis, Neisseria gonorrhoeae, Mycoplasma genitalium, Ureaplasma
urealyticum, Ureaplasma parvum,Ttichomonas vaginalis, Mycoplasma hominis, Gardnerella vaginalis, herpes
simplex virus types 1 and 2, adenovirus, Neisseria meningitidis, Haemophilus influenzae, and Streptococcus
pneumoniae. Little is known of the epidemiology of some of these common occurring organisms in women.
We therefore conducted a prospective study to determine the prevalence of these microorganisms in
female attendees at three Sydney sexual health clinics. A Multiplex PCR (mPCR) method was designed
using primers and probes for the specific microorganisms. Urine specimens, endocervical and selfcollected vaginal swabs were tested.
A total of 216 women were recruited into the study, 102 (47%) of whom were symptomatic at the time of
presentation. Symptoms included vaginal discharge, dysuria, urinary frequency and lower abdominal pain.
The correlations of urogenital symptoms, risk factors and detection of these organisms will be presented.
Of particular interest will be an analysis of the roles of the organisms most commonly associated with
urethritis in men.
The improved ability to detect a wide range of potential pathogens in the urogenital tracts of women
will allow a greater understanding of their epidemiology and help clarify their roles in the development
of disease.

Abnormal vaginal discharge is one of the commonest presentations for women attending sexual health
services. The infective causes include Neisseria gonorrhoeae, Chlamydia trachomatis, bacterial vaginosis
(BV), trichomoniasis (Trichomonas vaginalis), and candidiasis (usually caused by Candida albicans).
Current clinical practice is to test for these conditions only. However, a range of other pathogens has been
implicated, but existing technologies render their routine identification impractical.
Multiplex polymerase chain reaction–based reverse line blot (mPCR-RLB) assays allow for the rapid
detection of multiple organisms in low concentrations. This method was previously validated to detect
the following 14 microorganisms: C. trachomatis, N. gonorrhoeae, Mycoplasma genitalium, Ureaplasma
urealyticum, Ureaplasma parvum, T. vaginalis, Mycoplasma hominis, Gardnerella vaginalis, herpes simplex
virus types 1 and 2, adenovirus, Neisseria meningitidis, Haemophilus influenzae, and Streptococcus
pneumoniae.
We examined 216 women from three sexual health clinics in Sydney (with and without vaginal symptoms)
and obtained urine specimens, endocervical and self-collected vaginal swabs, which were analysed by the
mPRC-RLB method.
Results were available from all 216 women. C. trachomatis was detected in at least one site in 8 women
(3.7%), N. gonorrhoeae in 1 (0.5%), T. vaginalis in 2 (0.9%), HSV-1 in 6 (2.8%), U. urealyticum in 52 (24.5%),
U. parvum in 103 (47.7%), M. genitalium in 10 (4.6%), M. hominis in 27 (12.5%), H. influenzae in 11 (5.1%),
G. vaginalis in 112 (51.9%) and Adenovirus in 3 (1.4%). HSV-2, S. pneumonia and N. meningitidis were not
found in any specimens. Infection with multiple organisms was detected in 105 cases.
mPCR-RLB was a convenient method to rapidly identify a wide range of microorganisms from urine,
endocervical and self-collected swabs using a single laboratory method. Greater use of such technologies
may help improve our understanding of these organisms and potentially reduce the burden of disease.
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A pre and post intervention study design was used to evaluate a new resource, a contact tracing card for
Chlamydia, using qualitative contact tracing outcomes. Clients, >18 years, diagnosed with Chlamydia at
the Pacific Clinic and consenting to participate, were interviewed by telephone, two weeks after being
advised of the need for contact tracing. Information was collected on contact tracing outcomes and
methods. Results were also compared to a pre study audit.

PAPER NUMBER:160
MAKE CONTACT: A
COMPARITIVE STUDY
OF CONTACT TRACING
STRATEGIES FOR CHLAMYDIA

There were 35 subjects in both the intervention phase (IP) (June 08 – Jan 09) and the pre intervention
phase (PIP) (Nov 07 – May 08). The study subjects were similar in age in both the IP and PIP (mean age
26.2 yrs vs 23.3yrs). The majority in each phase were male (62.86% in both phases). In the IP more subjects
reported only opposite sex partners (94.29% vs 65.71%).

Edmiston N1, Ooi C1, Merrit T2

Contact notification was in person or by telephone for the majority of contacts in both phases. In the IP, 8
(34.8%) of 23 subjects who recall being given the card passed it on to a contact. Thirteen subjects found
the card useful. Two subjects accessed the website listed and both reported it was useful. In the PIP, eight
(50%) of the sixteen index cases who reported being given a letter passed this on to a contact.
The intervention studied, a contact card, did not produce appreciable differences in contact tracing
outcomes compared to the PIP.

There is a mismatch between the sexual health issues commonly associated with the adolescent age group
and sexual health issues as perceived by adolescents. Better understanding of the sexual health concerns
of this target group would enhance communication and build rapport between health professionals and
adolescent patients.
A content analysis of 1000 systematic randomly selected (1 in 15) unsolicited emails submitted to the health
column of an Australian adolescent girls’ magazine was conducted over a 6 month period. The emails were
categorised into 3 main foci of concern: Context of Concern, Health Issue of Concern and Advice Sought
for Concern. Within the Health Issue of Concern, emails were further divided into 5 subcategories: sex,
body, relationships, mind and other. This paper focuses on a sub-sample of results specifically relevant to
sexual health.
The great majority of all emails (80%) expressed concerns about sex (32.9%) and their body (47.1%).
Concerns within the body and sex categories ranged enormously, but frequently expressed intimate
descriptions of anatomy, sexual practices (including masturbation) and relationships. The proportion
of concerns about sexual health issues commonly associated with this age group (such as pregnancy,
contraception and sexually transmitted infections) was relatively small.
A deeper understanding of the sexual health concerns and anxieties of adolescents will enable health
professionals to engage more effectively with this target group. By addressing issues other than just
pregnancy, contraception and sexually transmitted infections, the delivery of age appropriate sexual
health advice and services can improve.
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The ratio of contacts notified to index cases was slighter higher in the IP than in the PIP (1.9 contacts: index
vs 1.8 contacts: index), but the ratio of contacts known treated to index cases was the same in both phases
(0.9 contacts: index). Both outcome measures were higher in the two phases of the study compared to
the audit results.
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TE TUHONO TAPU O TE
TANGATA THE JOINING
OF ONES SACREDNESS TO
ANOTHER - AN INDIGENOUS
APPROACH TO SEXUAL
HEALTH PROMOTION
Thomas TB
Northland District Health Board

We present the results of an analysis of computerised client records at Melbourne Sexual Health Centre.
This analysis aimed to determine whether chlamydia positivity among female clients has changed over
time after adjusting for demographic, clinical and sexual risk factors associated with chlamydia infection.
Computerised records for all heterosexually active female clients who attended the clinic for the first time
between 2003 and 2007 and were tested for chlamydia, were included in the analysis. Chlamydia diagnostic
methods were constant during this time. Chlamydia positivity estimates and 95% confidence intervals
were calculated and logistic regression was used to assess any possible change in chlamydia positivity
over time adjusting for demographic, clinical and sexual risk factors. National chlamydia surveillance and
testing data and antibiotic utilisation data were also analysed and any trends over time evaluated using
linear regression.
The average age of the 10,498 women tested was 27.7 years (median 25.7 years, range 12.2 to 80.7 years).
The overall prevalence of chlamydia among female clients during the study period was 5.9% (95%CI: 5.5%,
6.4%). Chlamydia positivity increased each year from 4.2% in 2003 to 6.7% in 2007 (p<0.01). After adjusting
for other factors, chlamydia positivity increased on average 13% per year (OR=1.13; 95%CI: 1.06, 1.20).
The average daily defined dose of antibiotics effective against chlamydia declined significantly between
1992 and 2002 (from 20.2 to 12.6 per 1000 population; p<0.01) at a time when chlamydia positivity across
Australia was increasing (from 9.4% to 10.7%; =0.06).
These data suggest that the true prevalence of chlamydia in Australia is rising. One possible and biologically
plausible explanation for this, is that fewer antibiotics are being prescribed that would inadvertently treat
asymptomatic chlamydia infection.

“Using the tools of our Tupuna (Ancestors) to address and solve issues of sexuality/sexual health which are
affecting us today.”
By using strategies in melding these two cultural worlds together can assist and further enhance sexual
health promoters and clinical staff who are looking for culturally appropriate information to enhance
meaning in their deliveries to their target groups.
An effective working example will be Presented/Demonstrated. A Chlamydia Haka (Battle Dance) has
been composed and incorporated in the “BOYZ DAY” a Chlamydia screening day for high school students.
It was designed primarily to challenge Maori male high school students, to access available sexual health
services and to be Chlamydia screened.
Our School health services are all currently being accessed by some school students, however, anecdotally,
the majority of students accessing services regarding sexual health issues are young women and the
current services could be better utilized by young men. This is possibly due to one or more actual or
perceived barriers including fear, misinformation/lack of information, lack of awareness that the services
exist and/or a perception that they are there for women, unsure about how to access services, location,
embarrassment, concerns regarding confidentiality, a perception that male health is not important and
that “real” men do not need to seek “help” regarding their health.
The Chlamydia Haka, combined with humour, positive Maori male role model speakers, cultural dance and
food has proven to be a successful formula screening an average of 200 boys per day per school.
This presentation received a popularity award at the NZ Venereological Society Conference (Dunedin)2008
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Sex Work Symposium - 3.30 pm – 5.00 pm
The Sex Workers Outreach Project (SWOP) has an established and effective program of peer led harm
reduction outreach to specific groups within the sex work profession including street based sex workers
who inject drugs and migrant sex workers. These populations have a diversity of health needs and may
face many barriers to equitable service access.
Street based sex workers may be homelessness, suffer violence, and be subjected to stigma and
discrimination. The illicit nature of drug use and / or sex work can also limit their ability to access health
services.
Migrant sex workers may not have access to culturally appropriate service provision and health information
is required in many languages. SWOP peer educators have the credibility, trust and rapport in accessing sex
industry premises to deliver health education messages for these workers.
SWOP works to address these issues by partnering with community service organisations and building
their capacity to respond appropriately to the needs of sex workers and by empowering sex workers to
access health and support services.

620
SEXUAL HEALTH NEEDS
OF NSW SEX WORKERS:
THE CHALLENGES AND
OPPORTUNITIES FOR SERVICES
PROVIDERS IN PROVIDING AN
EQUITABLE AND INTEGRATED
APPROACH TO SEXUAL
HEALTH PROMOTION
Sandford R
Sex Workers Outreach Project, Sydney
Australia

Collaborative approaches can improve service delivery to migrant sex workers by contracting experienced
sexual health educators to provide outreach services, through effective peer education and by facilitating
improved access to sexual health clinics.

Abstract not available

608
LEGAL ASPECTS OF SEX WORK
ACROSS AUSTRALIA
Basil Donovan
National Centre in HIV Epidemiology
& Clinical Research
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This presentation will outline the needs of both male and female street based sex workers and migrant sex
workers. Recommendations on addressing these needs will be outlined.
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Australia provided free quadrivalent human papillomavirus (HPV) vaccine to 12-18 year old girls in a
school-based program from April 2007, and to women 26 years through general practices from July 2007.
To determine if the Australian HPV vaccination program has had a population impact on presentations of
genital warts.
The proportion of new clients with genital warts at Melbourne Sexual Health Centre (MSHC) from January
2004 to December 2008.
36,055 new clients attended MSHC between 2004-2008 and genital warts were diagnosed in 3,826 (10.6%;
95% confidence intervals(CI): 10.3-10.9). Clinical prevalence ratios (RR), and 95% CIs were calculated for the
proportion of new clients with genital warts for 2004-2007 combined compared to 2008. The proportion
of new clients with genital warts was significantly lower in 2008 than 2004-7 for men (RR=0.82 (95% CI,
0.75-0.90)) and women (RR=0.62 (95% CI, 0.54-0.72)). Analysis of subgroups found only women <28 years
(RR=0.52 (95% CI, 0.44-0.63)) and heterosexual men (RR=0.83 (95% CI, 0.74-0.92)) but not homosexual men
(RR= 0.93 (95% CI, 0.73-1.17) or women ≥28 years(RR=0.91 (95% CI 0.70-1.17)) not had a significant fall in
genital warts in 2008 compared to 2004-7. From January to December 2008 there was a significant decline
in the monthly presentations for warts among women <28 years (p for trend=0.03).
Our data suggest a rapid and marked reduction in the incidence of genital warts among vaccinated women
may be achievable through an HPV vaccination program targeting women, and supports some benefit
being conferred to men. A reduction in genital wart diagnoses in heterosexual but not homosexual men
is consistent with reduced heterosexual transmission of HPV as a result of female vaccination.

The quadrivalent vaccine Gardasil is being used in the National HPV Vaccination Program in Australia. The
program is providing free vaccine to all females 12-26 years since mid 2007, with ongoing vaccination of
12 year old females after 2009.
This national collaboration for the surveillance of genital warts through Australian Sexual Health Clinics is
to monitor the population impact of the vaccine. Genital warts should be the earliest clinical indicator of
the vaccine effect.
We have collated de-identified data on priority populations attending 10 geographically dispersed Sexual
Health services in all Australian states and territories. The clinics were selected as together they are visited
by about 20,000 clients per year, and see a large number of people from populations at risk of genital warts
including young heterosexual women and men and men who have sex with men, and have access to
large numbers of travellers (backpackers).
All data are extracted from routine clinical databases. Clinics were asked to send retrospective data on
all patients to establish a pre-vaccine prevalence. We have targeted clinics that see high proportions of
backpackers so we expect to be able to contrast genital warts rates between patients who received the
quadrivalent (Australian residents) and bivalent vaccines (UK residents).
This will be the first national surveillance system for the most common symptomatic problem in Australian
sexual health services. This presentation will provide the first data from this project.
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A phase 1b randomised placebo controlled blinded dose ranging study of HPV6 L1 Virus-Like Particles
(VLPs) as therapy for genital warts. Men (201) and women (171) ages 18-65 years with anogenital warts
present for three months and recurrent after prior treatment were treated with destructive therapy of their
anogenital warts and two injections of HPV6b VLPs without adjuvant (1mcg, 5mcg, 25mcg) or placebo,
four weeks apart. The primary outcome, wart resolution/recurrence after 2 months, was evaluated per
protocol at each of two recruitment sites, and separately for males and females.

122
A PHASE 1B MULTICENTRE
STUDY OF HPV6 L1 VIRUSLIKE PARTICLES AS ADJUNCT
IMMUNOTHERAPY FOR
ANOGENITAL WARTS

Overall, there was a significant difference in wart outcome between the two sites. One site used only cautery
as destructive therapy and the treatment success rate in the placebo group (37/52 complete resolution
(CR) = 71%), was not significantly improved by immunotherapy. The other site used a range of treatment
modalities, and a lower treatment success rate was observed in the placebo group (11/33 CR = 33%). At this
recruitment site, outcome for males but not females was significantly improved by immunotherapy (n=87)
in a vaccine dose dependent fashion (CR/PR (partial resolution) v NR (no resolution); X² for trend 11.2; 1DF
p<0.001). Post hoc analysis by treatment mode was consistent with the hypothesis that improvement with
immunotherapy was confined to subjects receiving destructive treatment other than cautery.

Jardine D1, Lu J2, Palmer C1, Pang J3,
Chuah J4 and Frazer I3

In males, anogenital infection with human papillomavirus (HPV) can lead to genital warts, penile, perineal,
perianal, and anal neoplasia and cancer. In addition, male HPV infection contributes significantly to
infection and subsequent cervical disease in women.
This study examined the efficacy of the quadrivalent HPV (type 6/11/16/18) L1 virus-like particle vaccine
against incidence of HPV 6/11/16/18-related external genital lesions (EGL) (external genital warts, penile/
perineal/perianal intraepithelial neoplasia, and penile/perineal/perianal cancer) as well as genital HPV
6/11/16/18 infection in young men (both heterosexual men and men having sex with men).
In this randomized, double-blind, placebo-controlled trial, 4,065 HIV negative young men aged 16-26 years
were administered quadrivalent HPV vaccine or placebo at enrollment, month 2, and month 6. Subjects
underwent detailed genital exams as well as swabbing of the penis, scrotum, and perineal/perianal
region at enrollment, month 7 and at 6-month intervals afterwards. After enrollment, all new lesions were
biopsied for pathological diagnosis and PCR testing. Efficacy analyses were performed in a per-protocol
population (PP) seronegative at day 1 and HPV DNA-negative from day 1 through month 7 to the relevant
vaccine HPV type. Median follow-up was 2.3 years (starting from month 7).
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THE EFFFICACY OF
QUADRIVALENT HPV (TYPES
6/11/16/18) VACCINE AGAINST
HPV-RELATED GENITAL
DISEASE AND INFECTION IN
HIV NEGATIVE YOUNG MEN
Hillman, RJ1 on behalf of the
Scientific Advisory Committee for the
Quadrivalent HPV Vaccine Efficacy
Study in Men
STI Research Centre, University of
Sydney, Westmead, NSW, Australia
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This study confirms the findings of a previous open label study that immunotherapy with HPV6b VLPs
without adjuvant can improve the probability of resolution of wart disease following therapy, and suggests
that the benefit may be confined to those receiving non-cautery destructive therapy.
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Among 1,397 vaccine subjects and 1,408 placebo subjects in PP, efficacy against any HPV 6/11/16/18-related
external genital lesions was 90.4% (95% CI: 69.2, 98.1). Vaccine efficacy against condyloma and PIN was
89.4% (95% CI: 65.5, 97.9) and 100% (95% CI: <0, 100), respectively. Vaccine efficacy against HPV 6/11/16/18
persistent infection and any time DNA detection was 85.6% (97.5% CI: 73.4, 92.9), and 44.7% (95% CI: 31.5,
55.6), respectively. Slightly more injection-site adverse experiences were seen among vaccine recipients.
The quadrivalent HPV vaccine was efficacious in reducing the burden of HPV 6/11/16/18-related EGL and
infection in young men aged 16-26 years naïve to the relevant HPV type at baseline.
Human papilloma virus (HPV) and receptive anal intercourse have long been associated with anal cancer.
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ANAL DYSPLASIA SCREENING
IN A REGIONAL AUSTRALIAN
POPULATION
Turner RC1, Maclean J2, Russell DB2
James Cook University, Cairns, QLD,
Australia; 2Cairns Sexual Health
Service, Cairns Base Hospital, Cairns,
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As with cervical cancer, precursor dysplastic lesions may be detected by cytological smears. A study was
initiated in a regional Australian centre to determine the prevalence of anal dysplasia and its evolution over
time in a presumed high risk group.
Between March 2002 and February 2009, men who have sex with men presenting to the Cairns Sexual
Health Service were invited to participate in a pilot screening program. Demographic and clinical data
were collected, and an anal smear taken for Papanicolaou (Pap) cytology. Cytology results were classified
as unsatisfactory, no dysplasia, low-grade intra-epithelial lesion (LSIL) or high-grade intra-epithelial lesion
(HSIL). Subjects with HSIL were offered high resolution anoscopy (HRA) with acetic acid staining. Where
seen, high-grade dysplastic lesions were biopsied and/or ablated with trichloroacetic acid (TCA).
In the study period, 255 anal Pap smears were performed on 74 subjects, 40.5% of whom were HIVpositive. Median follow-up time was 1.12 years (range 0 - 6.6). Twenty-three men (31.1%) either had HSIL at
the outset or progressed to HSIL during follow-up. High-grade lesions seen at HRA were typically discrete
and unifocal. No invasive anal cancers were detected. The prevalence of HSIL was 26.7% in HIV-positive
subjects and 34.1% in HIV-negative subjects (not statistically significant). Of the 13 who underwent HRA
with treatment by biopsy and/or TCA, the remission rate was 76.9%, compared to 40% for those who had
no treatment. This difference did not quite reach statistical significance due to the small numbers involved.
Anal Pap smears are a simple and efficacious method of screening for anal dysplasia in an at-risk population.
Regular HRA is an effective means of monitoring high-grade dysplastic lesions, although larger numbers
would be required to determine the efficacy of eradicative local treatments.
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THE EFFICACY OF CYTOBRUSH
CYTOLOGICAL SAMPLING IN
ANAL DYSPLASIA SCREENING
Turner RC1, Taing K2, Garrett R1,
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Australia; 2Nambour Sexual Health
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3
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Anal cancer is rare among men in general but is at least 17 times more common among men who have
sex with men (MSM). Anal smear cytology with Papanicolaou staining has been proposed as a screening
test, as for cervical cancer. The aim of this study was to look at the effectiveness of different cytology
sampling methods.
MSM presenting to Cairns Sexual Health Service were invited to participate. Anal smears were taken either
with a cotton/Dacron swab blindly from the ano-rectal junction or a cytobrush with the visualisation of a
proctoscope.
Of 213 smears, 116 (62%) showed some abnormalities. Further analysis of the abnormal smears showed
that 27.3% were low-grade squamous intra-epithelial lesion (LSIL), 25.7% high-grade intra-epithelial lesion
(HSIL) and 9.1% atypical squamous cells of undetermined significance (ASCUS). Of 75 smears taken with a
cytobrush 2.7% resulted in an inadequate specimen, compared to 17.3% of 127 smears taken with cotton/
Dacron swabs (P= 0.002). There was also a tendency for less ASCUS (2.3% vs 12.4%, P= 0.058). Smears taken
with cytobrush yielded as low a percentage of inadequate specimens as cervical smears in a large statebased registry (2.7% vs 1.4%, P= 0.35).
We conclude that the cytobrush is an effective implement for cytological sampling of the anorectal
junction and possibly superior to cotton or Dacron swabs. Due to the sharp tips of the former, insertion
with the direct visualisation of a proctoscope is recommended.
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The developing technology of point of care tests offers sexual health services many possible advantages.
Quicker results, available in clinic should reduce patient waiting and make services more efficient. The
removal of the need to transport specimens to a laboratory reduces the risk of their being lost or damaged
and is an attractive cost option.
But the governance of POCT is vital to ensure that the tests are accurate, are performed by trained and
skilled staff, and that regular quality assurance and audit are performed. This talk will highlight examples
of this and suggest that clinical staff need to use strict criteria before implementing new POCT and that
we need to have critical appraisal and impact analysis to avoid clinical errors and the exact opposite of the
improvements intended.
The precise aetiology of NCNGUrethritis is not known and its causes are likely to be multiple. Studies
have shown an association with several organisms including mycoplasmas & ureaplasmas. Mycoplasma
genitalium is associated with infertility & PID in women but it can also colonise the genital tract without
apparent pathological consequence. Twenty five to 30% of men presenting to STI services in the UK
have asymptomatic NCNGUrethritis. The significance of this is unclear. This session will consider the key
questions in current understanding of non gonococcal non chlamydial urethritis.

540
INTERACTIONS BETWEEN HPV
AND THE IMMUNE SYSTEM
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Tuesday, 8 September 2009 - Plenary - 9.00-10.30 am

Barton, S
Chelsea & Westminster Hospital
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NON GONOCOCCAL NON
CHLAMYDIAL URETHRITIS:
WHY THE JURY IS STILL OUT
Estcourt C
Barts & The London School of
Medicine & Dentistry, London, United
Kingdom
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SEXUAL ASSAULT; WHERE ARE
WE NOW?
Parekh, V
Canberra Sexual Health Centre
(CSHC), Forensic and Medical Sexual
Assault Care (FAMSAC) and Clinical
Forensics ACT (CFACT), Australia

568
INJURY INTERPRETATION
Williams, A

Forensic medicine is an emerging specialty.
The following aspects will be addressed in this session
· New advances in forensic medicine. This will include new technologies and ensuring forensic techniques
meet the requirements of the court system
· A review of literature in the sexual assault field in the previous 2 years
· Sexual Assault Law reform. New legislation has been introduced in various states and territories to
address some of the antiquated laws that have been in place for many years.

What exactly are we trying to achieve in interpreting injuries? Who are we interpreting for, what are we
trying to say, is there a direct purpose, what can we say, are we qualified to interpret? Most will agree that a
great deal of forensic medical practice is based on the sound clinical interpretation of injuries – sometimes
non specific minor ones, occasionally quite complex injury patterns.

Victorian Institute of Forensic Medicine During this presentation, attendees will be given the sound principles of injury interpretation using a
series of photographs of injuries to test (quietly or publicly) their interpretation abilities. Attendees will
be reminded of the definitions of injuries (bruise, abrasion, incision, laceration) and some common injury
patterns to be aware of in sexual assault patients.
Pre reading: the below definition of interpretation!
Interpretation in•ter•pre•ta•tion [ in tùrprә táysh’n ] (plural in•ter•pre•ta•tions) Noun
Definition:
establishment of meaning: an explanation or establishment of the meaning or significance of something
ascription of particular meaning: an ascription of a particular meaning or significance to something
translation: the oral translation of what is said in one language into another, so that speakers of different
languages can communicate

570
VICTIM-CENTRED CRISIS
RESPONSE: TENSIONS AND
POSSIBILITIES
Quadara, A
Australian Centre for the Study of
Sexual Assault Australian Institute of
Family Studies

It is frequently stated that service responses to sexual assault victim/survivors should be “victim-centred”. A
victim-centred approach is taken to be an inherently good thing, but do we all mean the same thing when
we use the term? Currently, it doesn’t appear that there is in fact a shared understanding of what it means
to be victim-centred, particularly where different agencies are involved in responding to sexual assault,
are guided by different organisational philosophies and objectives, and operate with different levels of
institutional power.
This presentation draws on literature from community psychology, research examining secondary
victimization processes, literature on victims’ participation in the legal process and what we know about
help-seeking pathways to ask: Can we “build” a concept of victim-centred that is both coherent across and
yet flexible for the different actors who respond to sexual assault? And if this is possible, what are the likely
implications for delivering victim-centred services such as forensic, medical and health care?
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Immunization remains one of the safest and cost effective ways of controlling infectious diseases. For
many decades the emphasis in vaccine research has been on seeking the safest and most immunogenic
antigens from the pathogens needing to be controlled. However with an increasing understanding of
antigen presenting cells and innate immune mechanisms, especially the TOLL-like receptor system,
there has been increasing research into adjuvants and a realisation of their importance in selecting the
key mechanism(s) of immune control. Highly purified antigens can provide increased safety but they are
often less immunogenic than the whole organism. Therefore combination with adjuvants can enhance
their efficacy particularly in the following settings: a need for long-term protection, in relatively immune
compromised subjects, highly variable and complex pathogens which have developed immunoevasive
mechanisms (HIV, Hepatitis C, TB), for pathogens such as malaria requiring multi-stage immune responses
and in the setting of the need for rapid immunity such as with pandemic influenza. Nevertheless, in
addition to aluminium salts, which have been available for many decades only a handful of new adjuvants
have been recently licensed, including the oil in water emulsion, MF59 and monophosphoryl lipid A (MPL).
The mechanisms of action of these newly licensed adjuvants are now being unravelled. Furthermore a
whole range of new candidate adjuvants (e.g. Iscomatrix, QS21) which are able to stimulate the different
arms of the immune response, are now in development. These new adjuvants are being used in several
recently licensed vaccines or those in development, such as for HSV and HPV.

583
THE VALUE OF ADJUVANT
SYSTEMS IN VACCINES FOR
SEXUALLY TRANSMITTED
INFECTIONS

Adequate testing for STI agents using specific and sensitive assays underlies the diagnosis and appropriate
treatment. Molecular testing for Chlamydia, N.gonorrhoeae, HSV1, HSV2 and more recently Mycoplasma
(M. genitalium, M. hominis), Ureaplasma (U.urealyticum, U.parvum) and HPV types associated with
cancers has all been undertaken. Tests using molecular methods are now standard – we and others
use commercial multiplex PCR assays for HSV1/, HPV, N. gonorrhoae, and in-house assays for chlamydia,
mycoplasma, trichomonas, ureaplasma, T. pallidum, and several other viral infections transmitted sexually.
HPV diagnosis has been available for some time but has acquired more general use with the availability of
vaccine in Australia. HPV NAT tests typically test for the most common genotypes associated with cervical
cancer as a group, although in-house assays can be used to detect many more subtypes in research
settings. Genotyping of HPV with identification of the specific infecting subtype can be undertaken for
epidemiological purposes.
Issues that arise in interpreting NAT for HSV and HPV include:
1. the sensitivity compared with culture – for HSV, NAT is more sensitive
2. latent HSV is not detected, but asymptomatic shedding can be
3. NAT tests are more sensitive than other methods
4. most HPV assays detect a similar number (13) and list of genotypes, although assays available detect up
to 30 genotypes
5. test cost is likely to decrease further with automation

543
DEVELOPMENTS IN DIAGNOSIS
OF HSV AND HPV

Cunningham A L
Centre for Virus Research, Westmead
Millennium Institute, Sydney Australia
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HPV and HSV Symposium - 11.00 am – 12.30 pm

Rawlinson W; Fennell, M
Virology, SEALS Microbiology, Prince
of Wales Hospital Randwick NSW
2031

Overall, HSV and HPV testing is more available, more able to be individualised and of decreasing cost
compared to previously. Use of self-sampling, reduced assay costs, and simplification of the assays should
make such tests increasingly available for resource-poor settings and increased number of Australians
requiring diagnosis of their STI.
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PUBLIC HEALTH IMPLICATIONS
OF HPV AND HSV
VACCINATIONS

Both human papilloma virus (HPV) and herpes simplex virus (HSV) are extremely common worldwide
and associated with significant morbidity and mortality. Lack of access to care, testing and treatment has
contributed to a health inequity resulting in the burden of disease falling among those in resource poor
countries where reliance is placed largely upon condom use for prevention.

Ooi C

Together with genital warts, human papilloma virus (HPV) is the recognized cause of cervical cancer
which annually affects nearly 500 000 women globally, killing over half. Although well organized screening
programs have been effective for women in developed nations, approximately 80% of disease is among
women in developing nations. ‘High risk’ HPV genotypes 16 and 18 are responsible for 70% of cases, with
low risk genotypes (6, 11) associated with clinical warts. In 2006, a quadrivalent (types 6, 11, 16 & 18) HPV
vaccine was licensed, and in April 2007, Australia became the first country to commence a government
funded HPV vaccine program targeting females 12- 26yrs. More recently, a bivalent vaccine (types 16 & 18)
has been made available. These vaccines are readily accessible in other developed nations however, access
remains poor where the need is the greatest and the potential public health gain largest. The challenge to
reduce cancer burden include cost, and policy and social stigma associated with vaccination for a sexually
transmitted agent.

Hunter New England Area Health
Service, New South Wales, Australia

Latency, frequent asymptomatic mucocutaneous shedding and underdiagnosis have contributed to the
world wide increase in both HSV1 and 2.
While symptomatic infection may be painful and distressing for the individual, of greater concern is the
risk of vertical transmission and neonatal herpes and the role of genital herpes as a biological cofactor in
the transmission and acquisition of HIV. Widespread availability of a safe and effective vaccine will be an
important step to decrease this burden.
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In New South Wales it is mandatory for certain healthcare services to screen female clients for recent
intimate partner violence (IPV) using a standard proforma screening tool. Since 2003 Sydney Sexual
Health Centre has used this tool to screen all new female clients for IPV in the past 12 months. This study
retrospectively determined the prevalence of reported recent physical IPV and its associations.
The clinic database was used to identify all first visits by women, and those reporting recent physical IPV.
A case control study of women reporting, and the next two age matched women not reporting, recent
physical IPV between September 2003 and September 2007 was conducted. Microbiologically confirmed
current sexually transmitted infections (STIs) and socio-demographic, behavioural and diagnostic variables
were extracted from the clinic database and analysed for association with recent physical IPV using binary
logistic regression.
There were 6013 initial attendances by women to the clinic, of whom 313 (5.2%) reported recent physical
IPV. There was no association with current acute STIs, but cases were more likely to report current sex work
(AOR 1.82, 95% CI 1.28-2.61), past STI diagnosis (AOR 1.62, 95% CI 1.06-2.46), recent injecting drug use
(AOR 9.00, 95% CI 2.98-27.3), a previous sexual assault (AOR 2.74, 95% CI 1.42-5.29), a prior termination of
pregnancy (AOR 1.57, 95% CI 1.13-2.20), and were less likely to be in a current relationship (AOR 0.69, 95%
CI 0.50-0.94) and consistently use condoms in the previous 3 months (AOR 0.67, 95% CI 0.48-0.94).

191
SCREENING FOR
INTIMATE PARTNER
VIOLENCE IN A SEXUAL
HEALTH CLINIC – WHO
DOES IT AFFECT AND
HOW COMMON IS IT?
Lockhart I1, Ryder N1,2, McNulty AM1,2
School of Public Health and
Community Medicine, UNSW,
Kensington, New South Wales,
Australia; 2Sydney Sexual Health
Centre, Sydney Hospital, Sydney, New
South Wales, Australia
1
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Women attending our clinic were almost twice as likely to report physical IPV as were women in a recent
Australian population based study. This, together with the association of IPV with sex work, prior STIs
and lower condom use, suggest sexual health clinics would be appropriate venues to screen women for
intimate partner violence.

Sexually transmitted infection (STI) screening guidelines for men who have sex with men (MSM) have
conflicting recommendations regarding testing asymptomatic MSM for urethral gonorrhoea. While
most urethral gonococcal infections in a clinic setting are symptomatic, most infections detected in
community based studies are asymptomatic. Studies determining the prevalence of asymptomatic male
urethral gonococcal infection in clinic settings have mostly used nucleic acid amplification tests (NAAT)
without supplemental assays and very small sample sizes, leading to imprecise estimates. We determined
the prevalence of confirmed asymptomatic urethral gonococcal infection among MSM at our Australian
sexual health clinic.

190
IS SCREENING
ASYMPTOMATIC MEN
WHO HAVE SEX WITH
MEN FOR URETHRAL
GONORRHOEA
WORTHWHILE?

Asymptomatic MSM are screened for urethral gonorrhoea using the Roche Amplicor® polymerase chain
reaction (PCR) and a supplemental porA pseudogene real-time PCR assay, whereas cultures of urethral
samples are used for symptomatic men. We used the clinic database to identify all attendances by MSM
where a urine or urethral gonorrhoea test was performed between March 2006 and July 2008, and
whether the men had any anogenital symptoms at the time of testing. We calculated the prevalence of
symptomatic and asymptomatic urethral gonococcal infection with 95% confidence intervals (CI).

Ryder N1,2 and Bourne C1,2

There were 4453 attendances by asymptomatic MSM and 2 diagnoses of urethral gonorrhoea in these men.
Over this time there were 1213 attendances by symptomatic MSM and 38 diagnoses among these men.
Hence the prevalence of asymptomatic urethral gonorrhoea was 0.04% (95% CI 0-0.1). The prevalence of
gonorrhoea among MSM with any anogenital symptoms was 3.13% (95% CI 2.3-4.3) over the same period.

Sydney Sexual Health Centre, Sydney
Hospital, Sydney, New South Wales,
Australia; 2School of Public Health
and Community Medicine, UNSW,
Kensington, New South Wales,
Australia
1

Despite a high prevalence of symptomatic infection, asymptomatic urethral gonococcal infection was
extremely uncommon among MSM seen in our sexual health clinic. Screening asymptomatic MSM for
urethral gonococcal infection is not warranted.
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211
PREVALENCE OF
GENITAL CHLAMYDIAL
INFECTION AMONG
YOUNG INTERNATIONAL
TRAVELLERS IN SYDNEY

Surveys have found that the sexual behaviour of young travellers is of higher risk for STIs than local
counterparts, and clinic-based prevalence of genital chlamydial infections in international travellers has
been higher than prevalence in local Australians. However, no community-based prevalence study has
been conducted. We aimed to determine the prevalence of genital infection with Chlamydia trachomatis
among a community sample of young international travellers temporarily residing in “backpacker”
accommodation in Sydney and determine associations with chlamydia in this population.

Davies SC1, Karagiannis T2, Headon
VM1.

The study population is self-identified international travellers, aged 18-30 and staying in budget backpacker
accommodation in Sydney. Over a four month period, we used convenience sampling to recruit subjects
at backpacker hostels. Men provided urine samples, and women provided self-collected vaginal swabs. A
specific questionnaire was used to collect data on sociodemographic factors and sexual behaviour.

Northern Sydney Sexual Health
Service, Royal North Shore Hospital,
Sydney, NSW, Australia; 2Department
of Microbiology, PaLMS, Royal North
Shore Hospital, Sydney, NSW, Australia
1

Recruitment is near completion. To date, we have enrolled 199 men and 153 women. Mean age for the men
was 23.9 years; for the women was 23.6 years. The majority were residents of western European countries,
and had been travelling for an average of 5.1 months. During the previous three months, the mean
number of sexual partners was 2.9 for the men (range 0-20) and 1.8 for the women (range 0-10). Seven
chlamydial infections have been detected in the men (prevalence 3.5%) and five chlamydial infections in
the women (prevalence 3.3%). Many participants reported high alcohol consumption (median 10, range
0-180 standard drinks of alcohol per week). More complete data will be presented at the conference.
While the prevalence of Chlamydia trachomatis in these preliminary data was lower than expected,
sexual risk behaviour and alcohol intake was high in many participants. Future health promotion for this
population could focus on both sexual and alcohol risks.

247
IS THERE ADEQUATE
FOLLOW UP FOR HIV
IN GONOCOCCAL
INFECTION? A REVIEW
OF GONOCOCCAL
NOTIFICATIONS IN
SOUTH AUSTRALIA 20072008
McLaughlin KJ1 & Waddell R2
School of Medicine, Flinders
University, Adelaide, SA, Australia;
2
Director STD Services, Royal Adelaide
Hospital, Adelaide, SA, Australia.
1

This study aimed to determine the rate of HIV testing among South Australians diagnosed with gonococcal
infections within the 12 months preceding notification, within one month of notification and at three to
six months post notification.
Notifications of gonococcal infections diagnosed at the Institute of Medical and Veterinary Science (IMVS)
in South Australia over the period 1/1/2007 - 31/12/2008 were analyzed. Data were extracted from clinic
records for diagnoses at Clinic 275. Diagnoses external to Clinic 275 were matched by surname and date
of birth to the IMVS Laboratory database to determine HIV testing status. A total of 739 notifications were
made over the two year period, 234 (32%) were from Clinic 275.
Results
Forty-seven per cent of Clinic 275 clients reported HIV testing in the 12 months preceding notification
(n=111). Most clients (89%; n=206) underwent HIV testing within one month of notification. Only 20%
of clients (n=48) were tested for HIV at the Clinic within the 3-6 months following their notification. There
were no differences in testing rates by gender, but men who reported having sex with men were more
likely to have undergone HIV testing in the 12 months prior (69% vs. 38%, p<0.001) and to have had follow
up testing at 3-6 months post-notification (38% vs. 14%, p<0.001) compared with other clients.
Of the 505 external notifications, 19% (n=95) had undergone HIV testing within one month of notification,
and 10% (n=49) had undergone testing within 3-6 months of notification.
Given the epidemiologic association between HIV and Gonorrhoea there is the potential to miss some
early HIV infections.
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Bacterial STIs are hyper endemic in many remote Aboriginal communities, despite evidence that they
can be effectively controlled. In the Northern Territory (NT), primary health care (PHC) services play an
important role in STI control. To date, monitoring the impact of STI control programs has relied on STI
notifications, which are a crude marker of service activity. We describe the process for the development of
sexual health key performance indicators (KPIs) for PHC services in the NT.

233
DEVELOPING KEY
PERFORMANCE
INDICATORS OF
SEXUALLY TRANSMITTED
INFECTION CONTROL
FOR NORTHERN
TERRITORY PRIMARY
HEALTH CARE SERVICES
(STI KPI PROJECT)

We reviewed national and international literature to identify related KPIs. This identified a range of KPIs,
however most were aimed at infection control issues such as intravenous drug use, blood borne viruses,
male homosexual transmission and HIV control. While these issues are pertinent in the NT, the major focus
is heterosexual transmission of bacterial STIs.

Silver B1, Rumbold A1, Skov S2, Moore
L3, Armstrong W2, Beever W4, Kelaart
D2, Kohn K2, Su Jy2, Tyne M5, Ward J6,
Kaldor J6.

Menzies School of Heath Research, Darwin,Australia1 Northern Territory Department of Health and
Families, Darwin,Australia2 Aboriginal Medical Services Alliance Northern Territory, Darwin, Australia3
Central Australian Aboriginal Congress, Alice Springs, Australia4 Centre for Sexual Health, Tristate region,
Alice Springs, Australia5 National Centre for HIV Epidemiology and Clinical Research, University of NSW,
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A working group of experienced PHC and sexual health practitioners and researchers was established to
review the literature and incorporate local knowledge into KPI development. Drawing on the literature, the
working group identified and assessed over forty KPIs and recommended a draft set of 23. The draft set was
then reviewed by a larger stakeholder group and are currently being piloted in selected PHC services to
assess their feasibility and suitability. The KPIs currently cover: clinic orientated activity such as the amount,
quality and timeliness of testing and treatment; prevention strategies; infection rates; and the physical and
workforce capacity of the health service and its relationship with the community.
This project has highlighted the limited use of comprehensive sexual health KPIs in Australia, despite
considerable funding and program activity in this area. We hope that it will contribute to improved
monitoring and consistent assessment of STI control programs, and provide a feasible framework to assist
PHC services to enhance existing STI programs.

In Victoria, Australia, legislation requires sex workers to undergo monthly testing for gonorrhoea (GN),
chlamydia (CT) and trichomonas (TV), and 3-monthly serological testing for HIV and syphilis, despite
extremely low rates of STIs in female sex workers (FSW). Our aim was to determine the resources used for
monthly testing compared with changing to potentially 3 monthly testing, and to determine the number
of extra STI that could be potentially diagnosed if these resources were used to test higher risk groups.
Computerized records of patients attending the Melbourne Sexual Health Centre, (MSHC) between
October 2005 and October 2008 were reviewed.
Consultations with FSW accounted for 15.1 % of total consultation time (5,722 of 37,670 hours) and of
these, 2,896 hours (7.7%) were used for monthly consultations involving testing for GN, CT and TV but no
serology (termed swab only testing).
Only 133 (3.2%) of the 4050 cases of STI (defined as GN, CT, TV, early syphilis, or mycoplasma genitalium)
that were detected at MSHC during the study period were among FSWs who underwent swab only
testing. 1607 (39.6 %) STIs were detected among men having sex with men (MSM).
The STIs detected per 100 hours of consultation time was (4 fold) higher for MSM (18) than for FSW (4). If
FSW were tested only every 3 months for GN, CT and TV the 2,896 hour spent on swab only testing would
have been available for higher risk clients.
By allocating these 2,896 hours to other clients, potentially, 388 more STI cases may have been detected if
MSM had been seen, or 186 more cases if clients other than FSW were seen.

88
LEGISLATION REQUIRING
MONTHLY TESTING
OF SEX WORKERS
WITH LOW RATES OF
SEXUALLY TRANSMITTED
INFECTIONS RESTRICTS
ACCESS TO SERVICES
FOR HIGHER RISK
INDIVIDUALS
Samaranayake Anil1, 2Chen Marcus1,
2
Hocking Jane2, 3 Bradshaw
CS1, 2 Cumming Rossey1, 2Fairley
Christopher K 1, 2
Melbourne Sexual Health Centre,
Alfred Hospital; 2School of Population
Health, University of Melbourne; 3Key
Centre for Women’s Health in Society,
Melbourne, Victoria, Australia.
1

The current legislation requiring monthly STI testing is compromising the access for higher risk individuals
to sexual health. Legislative reform with less frequent testing of sex workers is required.
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METHODS FOR
MAXIMISING RETENTION
OF YOUNG WOMEN
IN A LONGITUDINAL
STUDY OF CHLAMYDIA
INFECTION
Walker J,1Urban E, 1 Fairley CK, 1, 2 Chen
M,2 Bradshaw CS, 2 Walker S, 1 Tabrizi
S, 3 Donovan B, 4 Kaldor J, 4 McNamee
K, 5 Currie M, 6 Birden H,7 Bowden F, 6
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University of Melbourne, Melbourne,
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Australia; 4National Centre in HIV
Epidemiology and Clinical Research,
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77
COMPUTER REMINDERS
FOR CHLAMYDIA
SCREENING IN
GENERAL PRACTICE:
A RANDOMISED
CONTROLLED TRIAL
Walker J,1 Walker S,1 Fairley CK,1 2
Gunn J,1 Pirotta M,1 Gurrin L,1 Carter R,3
Hocking J1
University of Melbourne, Melbourne,
Victoria, Australia; 2Melbourne
Sexual Health Centre, Melbourne,
Victoria, Australia; 3Deakin University,
Melbourne, Victoria, Australia
1

Women aged 16 to 25 years can be a transient population and research requiring follow-up contact within
this age group may require considerable resources for maintaining retention. We describe methods used
to increase retention in a longitudinal study of these women.
The Chlamydia Incidence and Re-Infection Rates study is a cohort study of young Australian women that
aims to measure Chlamydia trachomatis incidence over 12 months. Research assistants recruited 1120
women from 30 primary health clinics with 3-monthly self-collected swabs and questionnaires sent
through the post. A freecall telephone number, a study email address and web-site were provided for the
participants to notify changes in address. Women received a voucher for each swab returned, to the value
of $10 (AUD) at 3 months, $20 at 6 and 9 months and $50 at 12 months. Study packs included gifts such
as sweets, condoms or cosmetics. Women were sent a text message (SMS) prior to follow-up advising
them to expect a pack and to report changes in address. Reminders included an SMS after 2 weeks if no
response, then up to 5 telephone calls if required.
Overall, 62% of eligible women were recruited. To date, 747 (67%) women should have completed the
study. Retention at 3, 6 and 9 months has been 82.9%, 76.6% and 74.5% respectively and is currently 72.4%
at 12 months. There has been no difference in retention by age (<21 years versus 21+ years; OR 1.1; 95% CI:
0.8, 1.6) or by clinic (sexual health versus general
practice; OR 1.1 95% CI: 0.8, 1.6).
While different methods have not been explored using a randomised study design, a 72% retention is
high compared with other similar studies. Employing a research assistant to recruit women, and regular
communication via SMS and email has assisted in retaining women during the study.

The objective of this trial is determine whether a computer alert can prompt general practitioners (GPs) to
increase chlamydia testing in young women.
General practice clinics (n=68) were cluster randomised to have either a computer alert inserted into their
medical records software or no intervention. The alert was programmed to appear whenever a 16 to 24
year old woman consulted a GP, advising the GP to discuss chlamydia testing. All clinicians received a
chlamydia educational package. The numbers of individual 16 to 24 year old females women tested for
chlamydia and consulted by each GP were collected for two12 month periods - prior to the trial and
during the trial. GPs completed a questionnaire before and after the trial to ascertain their knowledge and
management of chlamydia. A mixed effects logistic regression model to adjust for differences in rates of
testing between clinics, GP gender and patient age was used to assess the intervention’s impact.
The pre-trial chlamydia testing rate across all GPs was 8.3% per year and rates increased significantly in
both groups from 8.0% to 11.9% in the intervention group (p<0.01) and 8.7% to 10.7% in the control group
(p<0.01). After adjustment, the intervention group had a 32% (OR= 1.3 95%CI: 1.2, 1.5) greater increase in
chlamydia testing rates. Female GPs tested more than their male colleagues (OR: 5.1 95%CI: 4.6, 5.6) and
older women (20 to 24 years old) were more likely to be tested than the younger group (16 to 19 year olds)
(OR: 1.6 CI: 1.5, 1.8).
A computer alert in to remind GPs to test young women for chlamydia is beneficial in increasing chlamydia
test rates. However, other interventions will be needed to increase chlamydia testing rates to levels
sufficient enough to have any impact on chlamydia transmission in the population.
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Chlamydia is a common often asymptomatic sexually transmissible infection which is easily diagnosed yet
has serious sequelae if left untreated. Given that 85% of Australians visit their GP at least annually, successful
chlamydia screening in the general practice setting may reduce rapidly rising infection rates. However, the
addition of public health measures, such as screening, are often poorly adopted in general practice, being
an additional burden in an already time-poor setting. Resistance of GPs to changing their practice has
been commonly observed, especially with a complex intervention such as screening, which requires input
and activity from various staff members at several stages during a patient’s clinic encounter.

174
CHLAMYDIA SCREENING:
OVERCOMING BARRIERS
TO A COMPLEX
INTERVENTION IN THE
PRIMARY CARE SETTING

Introduction of a complex intervention into a general practice requires close assessment of the current
operation of the clinic as well as careful planning to ensure that the intervention is achievable. Using the
Normalisation Process Model, which offers principles for embedding a complex intervention in primary
care, this paper will outline some of the many challenges faced in establishing Chlamydia screening in
this setting. We will draw on qualitative data collected from 12 primary care clinics as part of a larger study
of incentives in Chlamydia screening, to discuss such challenges, which include the diversity of general
practice, the sexual health knowledge of clinic staff and the range of IT systems including availability of
patient registers, computer alerts and recall systems.

Temple-Smith M1, Kneebone J1,
Bilardi J2 and Pirotta M1

The objective of this study was to determine if offering a $5 testing payment to general practitioners (GP)
would increase chlamydia screening of young women, aged 16 to 24 years, in general practice. Barriers
and enablers to opportunistic chlamydia screening in general practice were identified.

137
GP INCENTIVE PAYMENTS
FOR THE OPPORTUNISTIC
SCREENING OF
YOUNG WOMEN FOR
CHLAMYDIA IN GENERAL
PRACTICE:
A RANDOMISED
CONTROLLED TRIAL

Twelve practices across metropolitan and regional Victoria were cluster randomised to receive either a
$5 payment per test (intervention) or no payment (control) when testing women aged 16 to 24 years for
chlamydia. The trial was conducted for a 6 month period from June to December 2008.
Practices were involved in pre-trial audits to identify potential barriers and facilitators to screening and
chlamydia education sessions were held with GPs. GPs were required to complete a pre and post trial
survey about their knowledge, attitudes and practice of chlamydia screening.
A total of 45 GPs participated in the trial; 20 males and 25 females. The median age of GPs was 48 years
(range 30-70) with a median number of years worked in general practice of 20 years (range 3-42). GPs
worked a median of eight sessions per week (range 1-11). Overall, 82.2% of GPs had post-graduate
qualifications and 91.1% were at least moderately interested in the management of sexually transmitted
infections (STI).
During the 12 month pre trial period 5.9% (178/3040) of women in the control group were tested
at least once for chlamydia, compared to 11.4% (305/2672) of women in the intervention group (df =
5.6%, p=0.00). In the same time period, 9.0% (16/178) of women in the control group tested positive for
chlamydia compared to 9.2% (28/305) of women in the intervention group (df=0.2%, p=0.93).
Further analysis will determine if there was a greater increase in testing rates in the intervention group
compared to the control group and the barriers and facilitators to testing in general practice.
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READY SET GO: BUILDING
CAPACITY IN SCHOOLS
TO DELIVER SEXUALITY
EDUCATION – THE VALUE
OF INTESECTORAL
COLLABORATION
WITH COMMUNITY
ORGANISATIONS.
Stevens M1 and Leahy D2
Family Planning Victoria, Melbourne,
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Education, Southern Cross University,
Lismore, New South Wales, Australia
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ATTITUDES OF WA GPS
TO CHLAMYDIA PARTNER
NOTIFICATION: A SURVEY
Bangor-Jones R1, McCloskey J2, Crooks
L3, Bastian L1, Mak D1, Dykstra C2,
Marshall L4, Achitei SR3, Doyle L3
Communicable Disease Control
Directorate, Department of Health,
Shenton Park, WA, Australia;
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Australasian Society for HIV Medicine,
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Infectious Diseases Department,
Fremantle Hospital, Fremantle, WA,
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1

Primary schools have long been considered important sites for the development of sexual health literacies
in young people, with sexuality education now an essential element of the core curriculum in many states.
However, despite such curriculum requirements, research shows many schools are not teaching sexuality
education and others are relying on outside organisations to deliver programs.
In response to community concerns and in an attempt to build the capacity of schools to meet curriculum
requirements and deliver sexuality education, the Victorian Department of Education and Early Childhood
Development, Family Planning Victoria and Deakin University formed a consortium to develop and
implement a sexual health program within a cluster of primary schools in Victoria. Initially known as the
‘Bass Coast Model’, this program involved working with schools and local community health organisations.
It was delivered across four regions in Victoria (a total of 35 primary schools) to great effect.
In 2009, an evaluation of the longitudinal impact of the model was undertaken. This presentation outlines
the key features of the model, details the findings of the impact evaluation and discusses its potential as
a model for developing sustainable comprehensive sexuality education programs in primary schools in
collaboration with community health organisations.

Genital Chlamydia is the most frequently notified sexually transmitted infection (STI) in Australia. In Western
Australia, the majority of the cases are diagnosed by general practitioners (GPs) in the metropolitan area.
There is concern that many cases remain undiagnosed because patients diagnosed with chlamydia do not
tell their partners that they too should be tested and treated.
The aim of this study was to evaluate the attitudes of GPs to Partner Notification (PN) of chlamydia and to
examine how they see their role and that of the Department of Health WA (DoH WA) in doing this. It also
explored their use of resources for PN.
The study revealed that GPs understand the importance of PN but follow up is infrequent. The ambiguous
role of the Health Department needs to be clarified so that GPs understand that it has limited capacity to
undertake PN for chlamydia. The ambiguity of the current WA notification form needs to be resolved. GPs
are willing to use printed and online resources to assist them with PN. The role of the practice nurse could
be expanded to include assisting the GP with this aspect of care. This information is being used by DoH WA
and the Australasian Society for HIV Medicine (ASHM) for developing an intervention to assist and improve
PN in general practice.
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Sexual Dysfunction Symposium - 1.30 pm – 3.00 pm
Premature Ejaculation (PE) is a common sexual dysfunction. PE is associated with negative psychological
consequences including distress, bother and frustration which may effect quality of life, partner relationships,
self-esteem, self-confidence, and can act as an obstacle to single men forming new partner relationships.
The evidence-based ISSM definition of lifelong PE should form the basis of the office diagnosis of lifelong
PE. There is limited evidence suggesting that lifelong PE has a genetic basis and acquired PE is most often
due to sexual performance anxiety, psychological or relationship problems and/or ED. Oral SSRI drugs
and topical anaesthetics are effective and safe treatments for PE. Psychosexual CBT has a limited role as
a first-line treatment for PE but has an important role as an adjunct to pharmacotherapy, especially in
men with acquired PE due to sexual performance anxiety. Men with acquired PE secondary to co-morbid
ED, hyperthyroidism, chronic lower urogenital infection, prostatodynia, or chronic pelvic pain syndrome
(CPPS) should receive appropriate aetiology specific treatment alone or in combination with an SSRI

545
THE CONTEMPORARY
MANAGEMENT
OF PREMATURE
EJACULATION

There has been a paradigm shift in our conceptualisation of PE over the last 10 years: moving from purely
psychological theories to include neurobiological, genetic, physiological and sociological aetiologies.
Recent definition of Life long PE by ISSM (International Society of Sexual Medicine) and classification of
sub-types of PE by Waldinger reflect this (McMahon, 2008; Waldinger, 2008). Despite differing aetiologies,
the impact of PE on heterosexual men and their partners is remarkably similar. Traditional behavioural
treatments, such as Semens’ Stop-Start technique and Masters and Johnson’s Squeeze technique, do not
take into account the various aetiologies & psychological impact of PE and are limited in their application.
Treatment that addresses aetiology and psychological impact on the man and his partner may provide
more effective outcomes.
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TREATMENT OF
PE: CONSIDERING
AETIOLOGY AND
PSYCHOLOGICAL IMPACT
ON MEN AND THEIR
PARTNERS

McMahon C

Whelan G
Australian Centre for Sexual Health

One of the main consequences of sexual abuse/assaults are the long lasting effects of the traumatic
memory. In this presentation Dr Touma will explore two effective approaches that help processing
traumatic memories.
Analytical Psychotherapy or long term ‘talking therapy’ has, until now, been conceptualized as being very
different from and at times at odds with the Eye Movement Desensitization and Restructuring (EMDR)
technique.
By drawing a clear differentiation between painful and traumatic memories, Dr Touma suggests analytical
conversation and EMDR technique are in fact synergistic and complementary.

Tuesday 8 September
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Australian Centre for Sexual Health,
New South Wales, Australia
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DON’T BE FOOLED BY
PAINFUL MEMORIES,
IT IS THE TRAUMATIC
MEMORIES THAT COUNT
Touma, K
Medical Psychotherapist & Sexual
Health Physician, Private Practice

Of men with ED, 30 to 35% will fail to respond to treatment with a phosphodiesterase-5 (PDE5) inhibitor. The
most common cause of initial PDE5 inhibitor failure is inadequate patient education or a failure to optimise
dosage. Severe penile vascular disease, unrecognised hypogonadism, uncorrected comorbid disease,
vascular risk factors or psychosocial factors are also associated with initial PDE5 inhibitor failure. Initial
PDE5 inhibitor failure is almost universal after a radical prostatectomy. Treatment with self-administered
intracorporal injection therapy, a vacuum constriction device, combination therapy or a penile prosthesis
is likely to help men who fail to respond to PDE5 inhibitor
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THE MANAGEMENT OF
ERECTILE DYSFUCTION
IN MEN UNRESPONSIVE
TO PDE5 INHIBITOR
DRUGS
McMahon C
Australian Centre for Sexual Health,
New South Wales, Australia
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Australia has a widely dispersed network of public sexual health services that test large numbers of people
from priority populations for genital Chlamydia trachomatis infection. These populations include young
sexually active heterosexuals, men who have sex with men, sex workers and Aboriginal and Torres Strait
Island people. The ACCESS project was established to monitor chlamydia testing rates and prevalence at
a national level which in turn will help interpret chlamydia diagnoses trends reported through passive
surveillance. It is the first time chlamydia-related data that includes priority population and testing
denominators has been collated at a national level.
Sexual Health Services were recruited from all states and territories. Using a standardised extraction
program, retrospective de-identified line-listed demographic and chlamydia testing data on all patients
were extracted from patient management systems. We estimated annual testing rates and prevalence
among new patients (first visit to the clinic) attending 12 clinics who were able to provide retrospective
data for five years, 2004 to 2008.
Over the five year period, 79,936 new patients attended the 12 clinics, and 48,063 (60%) patients received
a chlamydia test. The testing rate increased over time from 55% in 2004 to 64% in 2008.

1

There were 2,678 chlamydia diagnoses recorded, giving an overall chlamydia prevalence of 5.6%. The
chlamydia prevalence appeared steady over the surveillance period; 5.8% in 2004 and 6.1% in 2008 (Figure
1). Breakdowns according to priority populations, geographical residence and other demographic factors
will be presented.
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Franklin N1, Guy R1, Grulich A1, Fairley
CK2, Chen MY2, Hellard M3, Dickson
B4, O’Connor C5, Marshall L6, Donovan
B1,7 and on behalf of the ACCESS
Collaboration.

The Australian Collaboration for Chlamydia Enhanced Sentinel Surveillance (ACCESS) is funded through the
Australian Government Department of Health and Ageing Chlamydia Pilot Program.
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Figure 1: Chlamydia prevalence in sexual health centre patients.
The ACCESS project successfully compiled chlamydia testing and outcome data on nearly 80,000 clients,
both economically and without placing any extra burden on clinical sites. Until these data are fully
analysed it is not possible to deduce how they may relate to trends in national notification rates reported
through routine surveillance.
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The ACCESS GP network derives data from three sources; Medicare, a sentinel network of 24 general
practices and the Bettering the Evaluation and Care of Health (BEACH). We compare testing rates from the
three data sources and describe findings based on total consultations and unique consultations.
Based on total consultations in 15-29 year olds, testing rates for Medicare, sentinel and BEACH ranged
between 1.6-2.4% nationally, were higher in Western Australia (2.0-3.7%), Queensland (1.7-3.0%), and
Victoria (2.0-3.1%) compared to other jurisdictions; higher among females (2.0-2.7%) than males (0.7-2.1%)
and higher in metropolitan versus rural practices (1.6-2.8% vs 1.0-1.9%). Based on unique consultations in
15-29 year olds, testing rates for Medicare and sentinel data (BEACH not available) were 7.1-8.9% nationally,
8.4-12.1% among females, 4.8-5.2% among males and 7.6-10.9% in metropolitan versus 3.2-6.4% in rural
practices.
Despite chlamydia testing being recommended for all sexually active young people, our results show that
GP testing uptake is very low, particularly in males. Mathematical modelling suggests that 40% coverage
in both males and females is needed to halve chlamydia
prevalence in four years, highlighting the need for GPs to be supported to enhance testing in this high risk
group. The strengths and weaknesses of three sources will be discussed.

Chlamydia is a significant public health problem in Australia. While opportunistic chlamydia screening is
conducted in several countries, there remains considerable debate about the effectiveness of organised
population-based chlamydia screening programs for reducing chlamydia transmission and its associated
morbidity. The ACCEPt consortium, funded by The Department of Health and Ageing, will design and
evaluate a pilot program to assess the feasibility, acceptability, efficacy and cost-effectiveness of chlamydia
testing in the general practice setting.
The pilot will be evaluated as a cluster randomised controlled trial targeting sexually active 16-25 year
olds for annual chlamydia testing. Approximately 34 geographical areas (e.g. such as towns or suburbs)
will be randomised and GP clinics within each area invited to participate. A multifaceted intervention will
be used to maximise testing rates. The intervention will include: a computer alert prompting GPs to test;
an incentive payment; a computer register and recall system, partner notification, and information and
support with regular feedback on testing performance. Research staff will work with clinic staff to identify
the optimal ‘chlamydia testing pathway’ for each clinic. Clinics in the control group will be encouraged
to continue their usual chlamydia testing practice. The pilot will be conducted for 18 months in the
first instance. The primary outcome will be a change in chlamydia prevalence after three years amongst
patients of participating general practices. Secondary outcomes will include pelvic inflammatory disease
and chlamydia testing rates.
The strength of this pilot is its randomised design, biological endpoints and multiple rounds of testing.
Results will determine whether chlamydia testing is effective at reducing chlamydia transmission and
morbidity and will be used to inform the optimal design of a chlamydia testing program in Australia. This
paper will present in detail the pilot rationale and design.
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Chlamydia is the most common bacterial STI in Australia. Notifications have increased by approximately
60% in the past five years from 36,222 in 2004 to 58,520 in 2008 with the majority among 15-29 year olds.
As 90% of young females and 70% of males see a general practitioner (GP) annually, GPs are an important
group to focus strategies to enhance testing. Funded by the Australian government in 2007, the ‘Australian
Collaboration for Chlamydia Enhanced Sentinel Surveillance (ACCESS)’ was established to provide the first
national surveillance system to monitor chlamydia testing rates among GPs.
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ACCEPT (AUSTRALIAN
CHLAMYDIA CONTROL
EFFECTIVENESS PILOT):
DESIGN OF THE PILOT
EVALUATION
Hocking JS1, Temple-Smith M2, Low N3,
Donovan B4, Gunn J2, Law M4, Kaldor
J4, Guy R4, Poznanski S1, Fairley CK5,6 on
behalf of the ACCEPt Consortium.
Key Centre for Women’s Health in
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Practice, University of Melbourne,
Victoria, Australia; 3Institute of Social
and Preventive Medicine, University
of Bern, Bern, Switzerland; 4National
Centre in HIV Epidemiology and Clinical
Research, Darlinghurst, New South
Wales, Australia; 5School of Population
Health, University of Melbourne,
Victoria, Australia; 6Melbourne Sexual
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In recent years Chlamydia notifications have increased in many developed countries. It has been proposed
that early treatment of Chlamydia may reduce or prevent the acquisition of immunity and that treated
individuals may consequently be more susceptible to reinfection than those who have recovered naturally.
Control programs involving early treatment may therefore lead to increases in Chlamydia incidence as a
result of increased population susceptibility.
We developed a mathematical model of Chlamydia transmission that accommodates multiple Chlamydia
reinfections to investigate the potential impact of treatment on incidence, prevalence, and transmission
dynamics under various assumptions regarding acquired immunity and susceptibility to reinfection.
In the absence of routine screening, results from the model indicate that assumptions regarding the
duration of naturally acquired immunity have little impact on prevalence. However, assumptions regarding
the degree to which an individual’s susceptibility to reinfection is reduced following a prior infection have
a significant impact on prevalence.
If routine screening and treatment is introduced at moderate to high coverage, we find that overall
susceptibility, and susceptibility to an initial infection, increase gradually in the population over time, but
the susceptibility to subsequent reinfections decreases in the medium to long term (5-50 years, see Table
1).
Routine screening and treatment is thus likely to increase the overall population-level susceptibility to
infection over time but susceptibility to multiple Chlamydia reinfections is likely to decline. Our model
suggests that screening should be beneficial in reducing the incidence of PID if, as some research suggests,
this condition is linked with recurrent infection.
Table 1. Proportion of the population that is susceptible to Chlamydia infection overall, and for each cycle
of infection (median and interquartile range), assuming: 1) the duration of naturally acquired immunity is
1-2 months; and 2) there is no reduction in an individual’s susceptibility to reinfection following a prior
infection.
Time since introduction of screening at 50% coverage per year
0 years

5 years

10 years

20 years

50 years

Overall

0.91
(0.83-0.97)

0.94
(0.87-0.98)

0.95
(0.89-0.99)

0.96
(0.92-0.99)

0.98
(0.97-0.99)

1st infection

0.49
(0.38-0.63)

0.54
(0.44-0.66)

0.60
(0.51-0.71)

0.70
(0.63-0.78)

0.87
(0.84-0.91)

2nd infection

0.23
(0.2-0.24)

0.22
(0.2-0.23)

0.19
(0.17-0.20)

0.14
(0.13-0.15)

0.062
(0.057-0.064)

3rd infection

0.12
(0.08-0.13)

0.11
(0.08-0.13)

0.10
(0.07-0.12)

0.075
(0.050-0.087)

0.032
(0.021-0.037)

4th infection

0.061
(0.030-0.083)

0.057
(0.028-0.079)

0.050
(0.024-0.070)

0.037
(0.018-0.052)

0.016
(0.007-0.022)
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Chlamydia trachomatis is an obligate intracellular bacterial pathogen that infects the genital and ocular
mucosa of humans, causing sexually transmitted disease and blinding trachoma. C.trachomatis infections
of the genital tract are the most commonly reported bacterial disease, with an estimated 4-5 million new
cases each year in the USA alone. The sequaele of C.trachomatis genital tract infections in women are
chronic pain, pelvic inflammatory disease, infertility and ectopic pregnancy. No vaccines are currently
available. The ideal vaccine should include one or more protective antigens combined with an adjuvant
and a delivery route that stimulates T cell immunity at mucosal sites and, importantly, should avoid any
adverse immunopathological reactions. Our research group at QUT has identified several novel antigens
and has shown them to induce neutralising antibodies in vitro as well as stimulate T cell responses in vivo,
leading to good reduction in infectious load following live genital tract challenge. We have also developed
the mouse model to screen out adverse immunopathological responses and are currently evaluating the
combination vaccine in a second animal model, hopefully on the way to future human trials.

66
DEVELOPMENT OF A
VACCINE AGAINST
CHLAMYDIAL STD
INFECTION AND DISEASE

The aim of the Consider Chlamydia Project was to translate into action the findings of a RCT where GPs
asked to offer a chlamydia test with a Pap smear performed twice as many chlamydia tests and found the
same rate of infection as doctors offering targeted screening.

159
PROMOTING
CHLAMYDIA TESTING TO
YOUNG WOMEN, THEIR
PARTNERS AND THEIR
GPS USING MODERN
AND SOCIAL MEDIA

The reach of these activities is measured using web metrics (number of people interacting with web
materials) and the number of individuals photographed and ‘tagged’ in Social Action Advertisements (viral
marketing). The campaign was implemented on 25/9/08 and will conclude on 30/6/09.
To date 2,309/45,800 (5%) Canberra-based Facebook users aged 18 to 40 years have interacted with
campaign materials. 146 young people ‘tagged’ their photos to create Social Action Advertisements.
Canberra Facebook users average 114 friends, creating the potential for 16,644 ‘trusted referrals’ to
campaign materials on Facebook. The Beacon site has attracted 5,789 unique visitors.
8,250 postcards were distributed, 27,000 copies of student publications featured the campaign; 112,000
animated advertisements were shown in shopping centres and 10,000 branded condom packs given
away. Presentations were made at the ACT Public Health Forum, an ASHNA seminar and other youth
and health forums. Materials were distributed to 402 GPs and 116 Practice Nurses. Several media outlets
reported on the campaign, including the Nine Network’s 60 Minutes program.

Institute of Health and Biomedical
Innovation (IHBI), Queensland
University of Technology (QUT),
Brisbane

Schmidt M, 2Currie MJ, 2Bertram S,
Bavinton T and 2,3Bowden FJ.

1
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A social marketing approach is used to educate young women and GPs about chlamydia and the
importance of testing. Activities include creating interactive pages on the social networking site Facebook,
establishing a Facebook Beacon site and conducting social events to facilitate viral marketing of the
campaign’s message.

Timms P Beagely K & Hafner L

1

Sexual Health and Family Planning
ACT, GPO Box 1317,ACT 2601,
Australia; 2Academic Unit of Internal
Medicine, The Australian National
University Medical School; 3Canberra
Sexual Health Centre, Canberra
Hospital, PO Box 11, Woden, ACT
2605, Australia.
1

Social and modern media enabled the Consider Chlamydia campaign to reach a large number of young
women. The effect of the campaign on screening rates will be determined by analysing the rates of
chlamydia testing before, during and after the campaign.
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Mycoplasma genitalium (MG) is a recognised causative agent of sexually transmissible infection (STI) .Its
role in male non-specific urethritis has been recently established, but the epidemiology of MG in women
and its role in cervicitis is less well characterised. The development of molecular diagnostic testing has
facilitated identification of a wider range of organisms potentially implicated in urogenital disease.
A prospective cross-sectional study investigating the prevalence and aetiology of cervicitis in two Sydney
STI clinics enrolled 423 women from 2006-2009. A multiplex polymerase chain reaction (mPCR) assay
designated VDL06 was configured and validated for the detection of MG, Ureaplasma parvum, Ureaplasma
urealyticum and Mycoplasma hominis. Cervical samples were analysed using VDLO6. Cervicitis was
defined as >30 polymorphonucleocytes per high powered field (30 PMNL/hpf ) on >3 fields in a gram
stain of cervical mucous.
Cervicitis prevalence in this cohort was 39%. MG was detected in 14/423 women, a prevalence of 3.31%
(95 % CI 1.82%, 5.49%). The unadjusted prevalence ratio of cervicitis in women with MG was 2.09 (95 %
CI 1.55, 2.82 P=0.002). The frequency of MG in the women with cervicitis was 11/165 (6.7%). The clinical
and demographic data for the women with MG will be presented. Data will also be presented on the
prevalence and cervicitis association of the other Mollicutes studied in this cohort.
This is the first Australian study to demonstrate a significant association of MG with cervicitis and to
determine prevalence of MG in urban Australian women. The application of a mPCR increased our ability
to investigate a range of organisms potentially associated with cervicitis. The capacity to detect MG in
women with cervicitis will facilitate better targeted therapy for this common condition. Molecular testing
for MG should be available routinely for clinical services to improve STI management, particularly tor
cervicitis and urethritis.

Trichomonas vaginalis (TV) has a low profile in urban sexually transmitted disease (STD) clinics in Australia
and in many developed countries. TV prevalence in urban Australia is reportedly low based largely upon
routine wet preparation direct microscopy in highly screened CSW populations.
A prospective study in a metropolitan Sydney STD clinic, TV was detected by a polymerase chain reaction
(PCR) assay in 16/356 women (4.5%, 95% Confidence Interval (CI) 2.6% -7.2%), whereas discretionary wet
preparation microscopy in women with clinically suspicious vaginal discharge found only 4 cases (1.1%,
95% CI 0.3%-2.8%). This PCR result exceeds recently reported urban Australian rates of <1%. The clinical
and demographic features of the TV positive women will be presented.
Significantly in this cohort, a high proportion of women with TV were not from a recognised geographic
risk group but their consorts were. Local acquisition of TV was common. Urban society in Australia, as in
other developed countries, is very culturally diverse .Accordingly, sexual networks particularly of migrant
and first generation Australians may include contacts from populations with higher TV prevalence.
This data suggests that the current low profile of TV in urban Australian STD clinics and the variable
application of insensitive tests for case detection may be leading to under-diagnosis of TV. This could
facilitate a re–emergence of TV in diverse urban populations. An increase in trichomoniasis-associated
adverse reproductive outcomes and enhanced HIV transmission could pose a salient public health threat.
Accordingly we propose that standardised molecular detection tests for trichomoniasis be part of routine
testing in urban Australian STD settings.
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Access to abortion services is often limited in parts of regional Australia, including north Queensland.
Since April 2006 the Cairns Sexual Health Service (CSHS) has provided medical termination of pregnancy
services for women up to nine weeks gestation, using a regimen of methotrexate and misoprostol.
Between April 2006 and March 2009, 140 medical terminations in 130 women were performed at the
CSHS. The majority of women were aged between 20 and 29 years (47%), in a current relationship (72%),
nulliparous (49%) and had not had a previous termination (57%). Successful medical termination of
pregnancy was achieved in 94% of women at less than seven weeks gestation and in 81% of women with
gestation between seven to nine weeks.
Provision of medical termination through sexual health services is one strategy to address access inequity
in regional areas. Demand for this service in Cairns continues to rise.

96
THREE YEARS ON, A
REVIEW OF MEDICAL
TERMINATIONS
OF PREGNANCY
PERFORMED IN A
SEXUAL HEALTH SERVICE
Russell DB1, Downing SG1 and de Costa
C2,3 (on behalf of the Cairns Sexual
Health Service clinicians)
Cairns Sexual Health Service, Cairns,
Queensland, Australia; 2Cairns Base
Hospital, Cairns, Queensland; 3James
Cook University School of Medicine,
Cairns Campus, Queensland, Australia

Female sex workers (SWs) are recognised to be at high risk for the acquisition and transmission of sexually
transmitted infections (STIs) in many parts of the world. There is a paucity of published data concerning
SWs from the Western suburbs of Sydney, with the last published study conducted in 1988. Therefore,
we conducted a study to determine the demographics, sexual practises and health care needs of SWs
attending Sexual Health Clinics (SHCs) in the region.
Self-identified SWs who presented to SHCs in Western Sydney between April 2007 and March 2008 were
identified using clinic databases. A case note review was then undertaken.
185 female SWs were included in the analysis. 98 (54.5%) were born overseas (predominantly China) and
82 (45.6%) were born in Australia. 117 (68%) were from an English speaking background (ESB), while 55
(32%) were from non-English speaking backgrounds (NESB). Seventy-two (38.9%) were symptomatic on
attendance, with vaginal discharge the most common symptom. Chlamydia was the most commonly
reported STI in the previous 12 months, with 28 cases (15.1%). SWs from NESB were significantly more likely
to be older, symptomatic, have a Hepatitis B diagnosis in the previous year and work more shifts per week,
compared to SWs from ESB. SWs born overseas were more likely to be symptomatic than Australian born
SWs, who in turn, were more likely to have a Hepatitis C diagnosis in the previous year.
Our data demonstrate significant differences between SWs from NESB and ESB. SWs from NESB would
potentially benefit from evidence-based, culturally and linguistically appropriate interventions and
targeted health promotion.
A change in the pattern of long-term partnering in Australia is leading to increasing numbers of women
re-entering the dating market and online dating sites are an increasing source of potential partners. Given
that notification rates for sexually transmissible infections (STIs) are rising in older as well as younger
women, this internet-based study was set-up to examine the knowledge, practices and attitudes to STIs of
women aged 40 years and above with a younger group of women.
In January 2009 the online dating service, RSVP, posted a personalised e-mail to all female members who
had logged-on within the previous 6 months inviting them to complete the Family Planning NSW survey.
1800 responses were received within 2-months: 62% were aged 40 years and above. Overall, 41% had
tertiary education and 60% were employed fulltime. The majority (63%) were seeking a long-term partner.
A quarter of women in the 40 plus years group had met two or more new sexual partners in the last
year compared with 43% of younger women but the proportion of women meeting two or more sexual
partners on the internet was the same in each group (18% vs 22%). Older and younger women reported
similar levels of comfort buying condoms. However, older women were significantly more likely to state
they would: a) not have sex with a new partner if he did not agree to use a condom; b) discuss STIs with a
new partner before having sex. Younger women were significantly more likely than older women to report
an STI in the past year (4.7% vs 2.1%).
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OF WOMEN USING
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Women using online dating sites are potentially at risk of STIs and older women report being more likely to
protect themselves against an infection than younger women. Despite this, it is essential that appropriate
information is available for women of all ages to help them safely negotiate new sexual relationships.
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Recurrent vulvovaginal candidiasis is a difficult condition to manage, and many patients seek alternative
therapies to gain relief from symptoms. Mainstream management of this condition involves suppression
and maintenance therapy, using oral or intravaginal antifungals, usually for up to six months. Following
cessation of this therapy, up to 50% of patients suffer relapses.
The evidence base for alternative therapies is poor, yet many patients turn to these methods if dissatisfied
with conventional therapy. Allium sativum, commonly known as garlic, has been shown to be effective
as an antifungal against Candida species, using in-vitro studies. To date, no human studies have assessed
the efficacy of oral garlic tablets in vulvovaginal candidiasis. Anecdotally patients have found oral garlic
to be helpful, but before it can be confidently recommended quality studies need to provide a basis for
management.

Tuesday 8 September
1.30pm – 3.00pm

The author will discuss her findings regarding the potential for Allium sativum in vulvovaginal candidiasis.
The PhD currently being undertaken by the author seeks to clarify whether the active component of
garlic, allicin, or its transformation products, would be secreted into vaginal tissue in sufficient quantity
to have antifungal effect. Following this study, microbiological studies to ascertain whether commercially
available garlic products contain ingredients which have an effect against the most common species of
Candida will be performed. .Finally, a small human pilot study will be performed which, should the results
be promising, will form the basis for a randomized controlled trial.
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Women were recruited at their workplace. Participants completed a questionnaire and provided a urine
sample and self-collected vaginal swab. These were tested for STIs using multiplex PCR in Sydney, Australia.
221 participants were recruited from entertainment venues, streets, parks and brothels. Mean age was
26.4 years. During the previous 3 months, 30% reported never using condoms, while only 2.7% always
used condoms. Prevalence (n=217) was: gonorrhoea 11%, chlamydia 27%, Mycoplasma genitalium 12%,
trichomoniasis 23%. Independent risk factors for gonorrhoea were domiciled outside North Sulawesi
(p=0.001) and age ≤25 (p=0.03); for chlamydia were no prior history of STIs (p=0.003) and age ≤25 (p=0.02);
for Mycoplasma genitalium were number of clients on last day of sex work (p=0.006) and younger age
(p=0.03); for trichomoniasis was number of clients per week (p=0.03). For a combined “curable STI” defined
as any of the above four infections, independent risk factors were number of clients on last working day
(p=0.002), age ≤25 (p=0.02), sex working <2 years (p=0.04), and having a non-paying regular partner
(p=0.04).
The multiplex PCR platform detected a range of STIs using a simple urine sample. This is the first report
of infection with M. genitalium in Indonesia. The high prevalence of STIs in these FSWs signals their
vulnerability to HIV infection. Enhanced and novel intervention approaches need to be implemented,
including outreach screening of STIs, and periodic presumptive treatment. The results of this study can
guide targeting of FSWs most likely to have STIs, especially those aged ≤ 25 years.

Sex work plays an important role in the heterosexual transmission of human immunodeficiency virus
(HIV). Female sex workers (FSWs) in Papua New Guinea (PNG) are therefore considered a high-risk group
for acquiring and transmitting HIV including sexually transmitted infections (STIs). Our aim was to review
published and unpublished studies of the risks for sexually acquired HIV among FSWs in PNG.
We searched “ALL DATABASES” through the MEDLINE electronic database in March 2009 for studies
published in between 1980-2008 using the keywords: sex workers and PNG. We also searched for
unpublished studies from International Aid Agencies that operate in Port Moresby with FSWs.
Seven studies met the inclusion criteria- 5 were published and 2 were not. Risks for acquiring HIV
among FSWs included inconsistent condom use with clients (range:0-63%) and regular sexual partners
(range:0-34%) and high rates of STIs. The four most common STIs included; Trachomonas (range:21-56%),
Neisseria gonorrhea (range:20-39.4%), Syphilis (range:16-33.7%) and Chlamydia (range:14-32.8%). The rates
of HIV ranged from 3–21%.
The measurements of condom use varied across different studies. Some improvement in the rate
of condom use has occurred overtime however, their use remains suboptimal. In contrast, the rate of
STIs remains high and did not appear to change overtime with most STIs present in 20% or more FSWs.
Disturbingly, the proportion with HIV was higher in the more recent studies and present 21% in 2004. The
suboptimal condom use, high rates of STIs and suggestion of rising HIV prevalence in FSWs are a great
concern and demand urgent actions.
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Multiplex PCR is a technology able to detect STIs using self-collected specimens and one laboratory
platform. We determined the prevalence of STIs among female sex workers in Manado, Indonesia.
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OF STUDIES ASSESSING
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SEXUAL BEHAVIOUR
AMONG THE ADULT
MALE WORKERS IN
PAPUA NEW GUINEA
Millan J
National Department of Health,
Papua New Guinea

Female sex workers (FSWs) are considered a high risk group for human immunodeficiency virus. We
therefore aimed to study the characteristics that render FSW vulnerable to HIV and track risky behaviours
through a knowledge, attitude, behaviour and practice (KAPB) survey.
We recruited FSWs through a convenience sampling and collected behavioural data using a structured
questionnaire between June and July 2003. The data was double entered into FoxPro 2.6 database,
converted and analysed using Stata 7.0 (Stata Corporation).
We surveyed 79 FSW. The average FSW was 25 years old (range:14-47), have 5 years of formal education
(range:0-11) and had first non paying sex at 16 years old (range:12-23) and first paying sex at 19 years old
(range:13-32). They had an average of 3 (range:0-7) sexual partners per day of which 2 (range:0-4) were
clients and 1 (range:0-2) was a regular sexual partner. Condom use was (32%;95%CI 22-43) with clients
and (15%;95% 6-29) regular sexual partners. For 50 (63%;95% CI 52-74) sex work was their only source of
income. Seventy nine (100%;95% 95-100) have heard of the male condom but only 53 (67%;95% 56-77)
thought it prevents HIV. Seventy eight (99;95% 93-100) thought one could catch HIV through sex but 38
(48%;95% 37-60) thought one could catch it from mosquito bite whilst 12 (15; 95% 8-25) thought they have
no chance of catching it. Twenty eight (36%;95% CI 25-47) have had the HIV test. Other risky behaviours
included alcohol 43 (54%;95% CI 43-46) and marijuana 35 (44%;95% CI 33-56) use.
The findings identify areas for improved actions targeting FSWs based on the characteristics identified in
this survey.

Papua New Guinea (PNG) is experiencing a steady increase of HIV infection. Certain locations in the country
were identified and prioritized where high risk groups exist. In 2006, a behavioural surveillance survey (BSS)
was conducted aimed at establishing a monitoring system to track trends in sexual behavior and to help
guide program planning.
A total of 1,358 adult male workers were randomly selected and interviewed including 246 truck drivers,
353 Ramu Sugar workers, 421 Lae port workers and 388 military personnel.
The adult male workers reported a range of high risk sexual behaviours. The proportion of men paying
women for sex in the last 12 months varied greatly: truck drivers (70%), military personnel (61%), port
workers (33%) and Ramu Sugar workers (7%). Condom use was high for the most recent commercial sex
act (62-91%), although consistent condom use was not as high. Truck drivers were more likely to have noncommercial casual sex partners than the other workers. Condom use was less common with casual partners
than with women who sell sex. The proportion of men having had anal sex during the previous 12 months
ranged from 1% to 59%. There was wide variation in reported sex with another man and polygamous
marriage was common among truck drivers (26%).The proportion of men who hit their wives ranged from
42% to 69% and the percentage of men who reported having coerced a woman to have sex ranged from
18% to 49%. Between 58% and 90% of the workers reported frequent consumption of alcohol. Knowledge
of HIV prevention was generally high however incorrect beliefs about HIV transmission are still common.
Military personnel generally had the most positive attitudes.
The study showed that high risk sexual behaviour in the Adult Male workers was prevalent and also
showed that comprehensive knowledge on prevention was low.
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A retrospective case note review of attendees of PSHC during the period 1st January 2007 and 1st January
2009 was performed. PIO were identified from the demography field of the clinic database. For each PIO,
two gender-matched people from the ABC who had attended during the same week were identified. The
case notes were then reviewed. Data variables collected included demography, reasons for attendance,
main service provided, current and past STIs. Data were analysed using SPSS Version 15 for Windows.
A total of 174 PIO were identified. Of these, 75.3% were male. The commonest reason for attendance was
screening (30.5 % of PIO), followed by anogenital symptoms (27%) and sexual problems (12.1%). Males
were more likely to attend for screening compared to females. The most common service provided to PIOs
was STI screening (52.3%). Twelve percent of PIOs attended for HIV management. Data comparing PIOs
and ABCs will be presented.
Whilst PSHC attendees are a highly selected population, these data should provide a basis for a more
evidence-based approach to service design. Community-based studies are also required to characterise
the sexual healthcare needs of PIO.
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Although data are limited, evidence suggests that rates of HIV and STIs are growing in India. Data from
the Australian Department of Immigration and Citizenship show that People of Indian Origin (PIO), with
22,688 people (11%), were the 3rd most common source of new migrants into Australia in 2007-2008. The
2006 Census data show that 4.8% of the population in Parramatta was made up of PIO compared to 0.7%
in Australia. Their sexual health needs are unknown, despite data from the UK suggesting considerable
differences from the local born community. We sought to identify the sexual health needs of PIO attending
Parramatta Sexual Health Clinic (PSHC) and compare them to the Australian born community (ABC).
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549
UNDER THE COVERS

Part 1 Vaginal discharge, lumps and bumps made easy
Part 2 Why men need to be understood and not improved

O’Mahony, C

Sexual health is all about individuals in difficult physical and emotional circumstances. I’ve seen it all and
have pictures of most of it. All clinical stories give fascinating insights into case management. Female
physical problems are dealt with in the first part and the second part touches on the age old question –
just what planet are men from? As far as women are concerned it is not planet earth…
The website www.chestersexualhealth.co.uk has many useful pictures

Countess of Chester Foundation Trust
Hospital
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The context in which we provide sexual health services in the UK is changing how we teach and learn.
The increasing engagement of primary care with sexual health has opened up many opportunities for
teaching & training at post graduate level. However, clinicians and their services may not be appropriately
prepared to meet learners’ needs, particularly in a competency-based learning program. This session will
show how several UK initiatives, relevant to the Australian context, are responding to those educational
needs from both learner & trainer perspectives

550
LEARNING & TEACHING
SEXUAL HEALTH IN 2009:
A UK PERSPECTIVE
Estcourt C
Barts & The London School of Medicine
& Dentistry, London, United Kingdom

It was assumed that SHM specialists were the individuals most likely to do specialist teaching and that the
Dean nominated key staff of each school would be best placed to have a view on the role of SHM in the
overall medical school curricula. Thus we conducted a questionnaire-based survey of specialists and the
key staff in each medical school in Australia and NZ.
Our questionnaire was based on the British Association of Sexual Health and HIV Medicine (BASHH)
guidelines for undergraduate SHM curriculum (2005), The questionnaire was designed to assess the time
spent on teaching various aspects of SHM including sexual history taking, examination, diagnosis and
management of STIs, and ethical and legal aspects of the subject.
Four (16.7%) of the 24 medical schools completed the questionnaire. Total time allocated to SHM in these
medical schools varied from 815 to 2,340 minutes, with a median of 1868 minutes. At least 70% of the key
SHM topics were covered in all curricula. Forty specialists (21.5%) associated with the Australasian Chapter
of Sexual Health Medicine completed the questionnaire. Detailed analysis of time spent on the various
topics of SHM will be presented.
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SHM teaching varied markedly in terms of subject matter, allocated time and teaching modalities.
National guidelines for the teaching of SHM to medical students could facilitate the development of more
consistent standards within the medical workforce.

Sexual health skills and knowledge are essential for medical graduates.
In a collaboration between the School of Women’s and Infants’ Health at the University of Western Australia
(UWA) and a community organisation, FPWA Sexual Health Services, an option unit in sexual health was
developed for third year medical students
The learning program aimed to enable students to further develop their confidence and competence in
working in the field of sexual health. The unit was designed to encourage students particularly interested
in sexual health, as well as those who identified a need to acquire knowledge and skills in this area.
In this presentation, the outcome-based learning objectives, student-centred teaching methods and
positive student evaluation of the programme are outlined. Included in the discussion are the challenges
and the triumphs of implementing this teaching and learning experience.
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Most sexual health conditions are managed outside specialised Sexual Health Medicine (SHM) services. It is
therefore important that all medical students be trained adequately in SHM. Currently little is known about
what and how much of the specialty is being taught to medical students in medical schools in Australia
and New Zealand (NZ). We therefore sought to evaluate SHM curricula in these medical schools from both
quantitative and qualitative aspects.
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RESPONDING TO
THE SEXUAL AND
REPRODUCTIVE HEALTH
EDUCATION NEEDS OF
GENERAL PRACTITIONERS
IN QUEENSLAND
White S1, Aitken S2, Harvey C3,
Lambert S1, Page A4, Van Dooren K4

In 2008 a survey on Sexual and Reproductive Health (SRH) knowledge and education needs of General
Practitioners in Queensland was conducted by the HIV & HCV Education Projects, School of Medicine,
The University of Queensland and Family Planning Queensland. The survey was sent to 7,755 General
Practitioners who are registered through the Medical Board of Queensland. 1,061 surveys were returned
(13.7%).
This presentation offers detailed analysis and interpretation of the results of the knowledge questions.
743 surveys returned by GPs who are currently practising in QLD are used in this analysis. This will include
discussion of the differences and knowledge of SRH amongst rural, remote and metropolitan practising
GPs and gender and age differences.

These results have also been used to update the current education offered by the School of Medicine and
Family Planning QLD. Evidence gathered from the pre and post course surveys of the Education Course in
School of Medicine, The University of Sexual Health for GPs, illustrates this has been successful. This self administered survey is sent two weeks
Queensland, Brisbane, Australia; 2Gold prior to the course and two weeks after the course as per the RACGP QA&CPD. The survey, enclosed
Coast Sexual Health Services, Miami,
with pre course reading, asked General Practitioners to rate their perceived level of knowledge and skill
Australia; 3Family Planning Queensland, in 42 areas utilising beginning statements: ‘I have sufficient knowledge in…?’ and ‘I have sufficient skill
in…?’. Responses were recorded on a Likert Scale - least to most. The methodology and outcome of this
Brisbane, Australia; 4 School of
assessment will be analysed.
Population Health, The University of
Queensland, Brisbane, Australia
Three courses have been offered in the last 12months (March 2008-March 2009) and 104 GPs have
completed this training. 89 of these GPs have completed both the pre and post course surveys. All GPs self
assessed their knowledge and skills have been improved by attending the course. Both the baseline level
of knowledge and the increase after education will be discussed.
1
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293
CLINICAL PHOTOGRAPHY
IN THE SEXUAL HEALTH
/ HIV CLINIC: TIPS AND
TECHNIQUES FOR
CLINICIANS

The authors were aware of a gap in GP education regarding the management of genital dermatology and
pain. They sourced an unconditional grant from a pharmaceutical company to develop a learning activity
on this topic.
The Active Learning Modules (ALM) activities are based on a case study, which takes the participant through
the diagnostic pathway with opportunities to learn more about aspects of genital dermatology and pain
as click down menus throughout the modules. As the diagnosis of dermatological conditions relies on
history and visual appearance, a number of photographic images were also sourced and referenced. A
graphic artist developed an illustrated demonstration of vulval pain. Participants complete an evaluation
of the program and are allocated Continuous Professional Development (CPD) points for both the module
and the evaluation. Genesis Ed was chosen to translate the program to the web-based format as they are
GPs with extensive teaching experience. Their Web-site has 9700 Australian GPs registered.
The ALM was launched in November 2008. By February 2009 140 health professionals had completed
the modules. This presentation will provide an overview of the learning tools used and the results of the
evaluations to August 2009.
The online learning format provides participants in a wide range of locations with access to a diverse
program of activities. In Australia, many health professionals are located a long way from the major
teaching hospitals and centres of excellence. Online learning provides the opportunity to keep up to date
without having to travel. Programs such as this also have potential for a wider international audience as
they require only access to the internet and familiarity with the English language.

Clinicians in sexual health clinics see interesting and diverse presentations of STIs and genital dermatoses.
This presentation will focus on useful tips and techniques to aid the busy clinician to capture images of
good quality for teaching and publication purposes. In particular there will be an emphasis on macro
photography in the Sexual health clinic. There will be reference to equipment settings, lighting and clinical
policy.

Carmody CJ 1 2
Liverpool & Campbelltown Sexual
Health, NSW; 2Greater Southern Sexual
Health Services, NSW
1
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Between 2001 and 2004, 1,427 initially HIV negative men were enrolled in the Health in Men cohort and
interviewed six-monthly through to June 2007. SS (reporting unprotected anal intercourse (UAI) with HIVnegative partners only) and SP (reporting insertive UAI only) were defined behaviourally. Participants were
tested annually for anal and urethral gonorrhoea and chlamydia, herpes simplex virus types 1 and 2, and
syphilis. In addition, they reported annual diagnoses of these conditions, and of genital and anal warts.
Compared with men who reported UAI with HIV non-concordant partners, men who practised SS had
significantly lower risk of incident syphilis (Hazard Ratio (HR)=0.19, 95% CI 0.05-0.68), urethral gonorrhoea
(HR=0.41, 95% CI 0.27-0.63) and chlamydia (HR=0.55, 95% CI 0.42-0.73), and anal gonorrhoea (HR=0.53,
95% CI 0.35-0.82) and chlamydia (HR=0.51, 95% CI 0.36-0.71). Compared with men who reported no UAI,
SS was associated with an increased risk of urethral chlamydia (HR=1.76, 95% CI 1.28-2.42). In men who
practised SP, the incidence of anal gonorrhoea (HR=0.39, 0.20-0.75) and anal chlamydia (HR= 0.49, 95%
CI 0.31-0.78) was significantly lower when compared with men who reported receptive UAI. In contrast,
SP was associated with an increased risk of urethral gonorrhoea (HR=1.95, 95% CI 1.19-3.21) and urethral
chlamydia (HR=2.46, 95% CI 1.72-3.53) compared with men who reported no UAI.
SS and SP were associated with lower risk on a range of STIs compared with men who practised other
means of UAI. However, SP appears to increase the risk of urethral STIs compared with men who have no
UAI.

Increased frequency of screening for syphilis and HIV could improve control of these infections among
men who have sex with men (MSM). Rapid testing has the potential to increase the uptake of syphilis and
HIV testing among MSM in clinic and home settings.
We undertook rapid finger-prick testing of MSM for syphilis using the Determine® Syphilis TP immunoassay
at two gay community events in Melbourne in 2009. After syphilis testing and provision of information
about rapid oral HIV testing, men were asked to complete a questionnaire on their views about rapid
syphilis and HIV testing.
176 men were tested and completed a questionnaire. The median number of male sex partners reported
for the prior 12 months was 4 (range: 1-200). The proportion who reported never being tested for HIV
or syphilis before was 19% and 33% respectively. If rapid testing for syphilis and HIV were available in a
clinic setting, 79% and 64% of men indicated they would prefer these respective tests over conventional
serology. Furthermore, 70% and 74% indicated they would test more frequently for syphilis and HIV
respectively if rapid testing was available in a clinic.
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HIV risk reduction behaviours, including serosorting (SS) and strategic positioning (SP), are common in
gay men and might be effective in lowering the risk of HIV transmission. However, the impact of these
behaviours on sexually transmissible infections (STIs) has not been assessed.

Melbourne Sexual Health Centre,
Alfred Hospital Victoria Australia;
2
Melbourne School of Population
Health, University of Melbourne
Victoria Australia
1

If rapid testing for syphilis and HIV were available in a home setting, 54% and 62% of men indicated they
would be likely to test themselves using these respective tests at home. Furthermore, 49% and 61%
indicated they would test more frequently for syphilis and HIV respectively if rapid testing was available
for home use.
Most MSM expressed a preference for rapid finger-prick testing for syphilis and rapid oral HIV testing
over conventional tests. Use of rapid testing for syphilis and HIV in clinical and non-clinical settings has
the potential to increase the frequency of testing among MSM, enhancing control of these infections in
Australia.
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This visual presentation examines rural issues relating to a cluster of new syphilis and HIV transmission in
north west Tasmania. During 2006-2008, there were 12 new cases of syphilis and possible new cases of HIV
transmission related to this network.
The significance of this cluster lies in its rural setting, the localised hidden networks between HIV and
syphilis transmission, the limited uptake of safer sex messages, contact tracing, managing the legal ‘public
health’ requirements to protect others, and the way men who have sex with men (MSM) networks use
local beats.
The presentation identifies the unique strategies and collaboration between Sexual Health Service,
Tasmanian Council on AIDS, Hepatitis & Related Diseases (TasCAHRD), local Municipal Authorities, NW
Division of General Practice and local representatives. TasCAHRD has taken the lead to focus this major
rural project on beat activities, mainstream marketing and social networking websites used by north west
coast MSM.
In Victoria from 2003-2007, the number of infectious syphilis notifications among MSM increased ten fold;
about half these cases were in HIV positive MSM. We assessed recent trends in infectious syphilis diagnoses
rates, reinfection rates and syphilis testing in HIV positive and HIV negative MSM tested in primary care
clinics in Victoria.
We analysed data from April 2006 to June 2008 from the Victorian Primary Care Network for Sentinel
Surveillance on BBVs and STIs which collates laboratory testing data from all MSM tested for HIV/STIs at
four clinical sites with a high MSM caseload. HIV positive status was based on a positive HIV test or HIV viral
load test before the syphilis test. HIV negative status was based on a negative HIV test after the syphilis test.
Reinfection was defined as a significant increase in non-treponemal titre in a previously infected individual.
Linear regression was used to examine syphilis testing trends.
In 27 months, 10,634 syphilis tests were conducted in 6775 HIV negative MSM, the number of syphilis tests
increased over time (average of 5.0 more tests per month, p<0.001); infectious syphilis was diagnosed in
171 (1.6%) tests and 4.1% of diagnoses were reinfections. There were 6,287 tests conducted in 1,401 HIV
positive MSM, the number of tests increased over time (average of 5.8 more tests per month, p<0.001),
infectious syphilis was diagnosed in 133 (2.1%) tests and 20.3% of diagnoses were reinfections. HIV positive
MSM were five times more likely to be reinfected with infectious syphilis than HIV negative MSM (RR=5.0,
95% CI: 2.2-11.0).
This analysis shows that at four clinics with the largest MSM client base in Victoria, syphilis testing is
increasing steadily. However high reinfection rates, particularly in HIV positive MSM, suggest that further
prevention strategies are needed to reduce ongoing syphilis transmission in MSM.
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This presentation will outline an innovative, multi-strategic program from ACON in response to the
identified issue of risk of HIV transmission for gay men into group sex. HIV notification, epidemiological
data and other research has suggested that group sex (with three or more men) can be a risk factor for HIV
transmission.
Working with gay men who have group sex to provide HIV education and safe sex materials can be
challenging as sex groups often form spontaneously and disband within a few hours. Further, formal sex
networks and private sex parties can also be difficult to reach with information and safe sex supplies due
to their underground and secretive nature.
ACON’s Three Or More (T.O.M) campaign was established in 2006 with the aim of engaging gay men in
Sydney who participate in private group sex parties and who “hook up” for group sex after major dance
parties.

470
THREE IN THE BED AND
SOMEONE SAID …
T.O.M. BOYS! A HEALTH
PROMOTION PROGRAM
ADDRESSING THE NEEDS
OF GAY MEN WHO HAVE
GROUP SEX
Tart B, Calmette Y
Aids Council of NSW, Sydney,
Australia

The campaign was first trialed over the 2006 Sleaze Party weekend, and has been successfully expanded to
include other major events, selected licensed venues and as a resource available for order online.
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This presentation will describe the rational, response, process and outcomes of the project including ways
that key community members and partnerships were incorporated within the project framework. Its
purpose will be to skill-share with other sexual health educators about the process of engaging with this
particular sub-population, and to facilitate discussion about further ways in which educators can deliver
HIV prevention programs for gay men who have group sex.
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215
THE EVIDENCE FOR
PRIMARY HEALTH STI
SCREENING PROGRAMS
IN REMOTE ABORIGINAL
COMMUNITIES

The prevalence of sexually transmissible infections (STIs) in remote Aboriginal communities is about tenfold greater than non-Indigenous populations. Screening has been identified as a key prevention strategy
to reduce the transmission of STIs.

Guy R1, Ward J1, Rumbold A2, Silver
B2, Skov S3, Boffa J4, AhChee D4,
Donovan B1, Law M1, Maher L1,
McDermott R5, Kaldor J1

Published evaluations of three programs were identified. In the Anangu Pitjantjatjara Lands of South
Australia, community and opportunistic STI screening coordinated by Nganampa Health Council achieved
coverage rates of 61%-78% among 14-40 year olds from 1996-2008 with a significant reduction in STI
prevalence in this period; rates falling rapidly in the first few years and remaining below 8% (gonorrhoea)
and 6% (chlamydia) for the most other years. In the Tiwi Islands opportunistic, community and schoolbased screening programs achieved coverage rates of 82-84% among 15-30 year olds from 20022005. Among 15-35 year olds there was a reduction in gonorrhoeae prevalence from 8.7% to 4.3% and
chlamydia prevalence from 4.7% to 0.3%. There was also a significant reduction in STI notification rates but
no reduction in Katherine and Darwin Remote. In Central Australia community-based screening achieved
coverage of 44-52% from 2004-2006 and among 15-30 year olds gonorrhoeae prevalence decreased from
13.3% to 10.4% but chlamydia prevalence increased from 10.2% to 14.0%. All three screening programs
were components of broader STI prevention strategies, the characteristics of such will be compared.

National Centre for HIV
Epidemiology and Clinical Research,
University of NSW, Sydney, New
South Wales, Australia; 2Menzies
School of Heath Research, Casuarina,
Northern Territory, Australia; 3
Northern Territory Department
of Health and Families, Darwin,
Northern Territory, Australia; 4Central
Australian Aboriginal Congress, Alice
Springs, Northern Territory, Australia;
5
University of South Australia,
Adelaide, SA, Australia
1

We reviewed the literature to identify the impact of primary health clinic screening programs on the
transmission of bacterial STIs in remote Aboriginal communities evidenced by changes in STI disease
outcomes.

Tuesday 8 September
3.30pm – 5.00pm

There is some evidence of success of STI screening programs in reducing STI prevalence in Aboriginal
communities; with variation according to different levels of service activity. Interpretation is compromised
by potential confounding related to factors such as mobility, sexual behaviour and treatment-seeking
behaviours which may change over time and vary across communities. A community-based randomised
controlled trial to enhance STI diagnosis and management service activity currently in development in
Central and Northern Australia, may provide a more definitive answer to this question.
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TRICHOMONAS
VAGINALIS – SUPPORTING
THE CASE FOR ROUTINE
SCREENING IN FAR NORTH
QUEENSLAND

The prevalence of Trichomonas vaginalis (TV) in Australia has declined over the past 30 years, however
rates in Indigenous communities have remained high. We assessed the prevalence of TV in women
presenting to the Cairns Sexual Health Service (CSHS) in order to inform the decision as to whether or not
TV should be included as part of our routine screening.

Downing SG1 and Russell DB1
(on behalf of the Cairns Sexual Health
Service clinicians)

Screening, using first void urine PCR testing, was conducted on 549 women. Twenty four women, 4.4%
(95% CI: 2.5, 6.1), were diagnosed with TV. The highest prevalence of TV was seen in Aboriginal and/or
Torres Strait Islander women (17.9%), overseas visitors (6.0%), those aged < 16 years (7.1%) and those 35
years or above (9.0%). Five women with TV had concurrent infections; three with Chlamydia trachomatis
(CT), one with Neisseria gonorrhoea (NG) and one with both CT and NG.

Cairns Sexual Health Service, Cairns,
Queensland, Australia
1

Routinely collected data from all women undergoing sexual health screening at the clinic between 1st
March and 31st December 2008 was collated and analysed.

The high prevalence of TV in women presenting to CSHS supports the decision to include TV in routine
screening.
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The Western Australian Aboriginal Sexual Health Team was established in 2005, utilising the ‘8 way model’
approach to provide a comprehensive sexual health service. The Kimberley team consists of 6 members,
with an equal number employed by Aboriginal Community Controlled Health Services (ACCHS) and
Western Australia Country Health Services (WACHS) sites.
The Kimberley has a history of a positive working relationship in the Sexual Health program, between
ACCHS and WACHS sites, which is a necessity considering the equal amount of health services provided
by the two across the Kimberley, and the unacceptably high rates of STI’s. Regional decisions on STI
management and protocols are decided between the Kimberley Public Health Unit and Kimberley
Aboriginal Medical Services Council. Annual STI workshop updates are provided by KPHU, with an input
from KAMSC and other ACCHS. Sites are also kept in touch with the Kimberley Sexual Health Network.
The STI rates in the Kimberley are an ongoing challenge to find solutions to decrease the burden of disease
that the Aboriginal population endure. A solid working relationship between the two main health service
providers in Population Health, ACCHS and WACHS, is essential to try to make an impact in this area.

182
ABORIGINAL
COMMUNITY
CONTROLLED HEALTH
SERVICES (ACCHS) AND
WESTERN AUSTRALIAN
COUNTRY HEALTH
SERVICES (WACHS)
PARTNERSHIP IN
DELIVERING SEXUAL
HEALTH PROGRAMS IN
THE KIMBERLEY
Forrester J1 and Lane JM2
Kimberley Population Health Unit,
Broome, Western Australia, Australia;
2
Kimberley Aboriginal Medical Health
Service Council, Kununurra, Western
Australia, Australia
1

A mixed methods research approach was used in the study. Initially, semi-structured interviews were
conducted. This information informed the development of a structured questionnaire and visual resource.
Subsequently, face-to-face questionnaires were administered during adult health checks or STI checks,
and participants were tested for gonorrhoea, chlamydia and trichomonas by NAAT. A venous blood
sample was also collected for syphilis screening.
Of the 324 participants who consented for the study, 137 (42%) were female and 187 (58%) were male. Of
these, 177 (55%) were aged less than 25 years. A total of 95 (29%) participants were determined to have
chlamydia, gonorrhoea or trichomonas.
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CENTRAL AUSTRALIAN
STI RISK FACTOR STUDY
Smith K1, Watson C2, Senior K3 and
Latif A4
Sexual Health and BBV Unit, Alice
Springs, NT, Australia; 2Centre for
Remote Health, Alice Springs, NT,
Australia; 3Menzies School of Health
Research, Casuarina, NT, Australia;
4
Sunrise Health Service, Katherine, NT,
Australia; 5World Health Organisation,
NT, Australia
1
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The aims of the study were to: determine the behavioural and situational risk factors for STIs in young
Aboriginal people across central Australia and their prevalence; determine the association of these risk
factors and STIs; explore the feasibility and acceptability of systematic inquiry into sexual behaviour and
associated risk factors in community clinic settings; and develop practice guidelines for individualised risk
assessment and the offering of immediate, presumptive STI treatment for asymptomatic persons who
present to central Australian community clinics.

At multivariate level, being female, younger age group (less than 25 years), having current symptoms and
STI history (ever) were sustained as significant predictors of increased risk of STIs (chlamydia, gonorrhoea
or trichomonas).
We have established that it is feasible and acceptable to undertake a systematic inquiry into sexual
behaviour and associated risk factors in community clinic settings. This study contributes to an extremely
small body of research from central Australia regarding risk factors for STIs and contributes to an evidence
base to guide the development of presumptive treatment guidelines.

7-9 SEPTEMBER 2009 @ BRISBANE CONVENTION & EXHIBITION CENTRE, QUEENSLAND

101

Indigenous Health Proffered Papers - 3.30 pm – 5.00 pm

102
ADDRESSING
SEXUAL HEALTH
DISADVANTAGE IN FAR
NORTH QUEENSLAND
INDIGENOUS
COMMUNITIES
Crouch,AA1, Robertson, H1
Tropical Population Health Services,
Cairns, QLD, Australia
1

Long-standing high rates of bacterial sexually transmitted infections, low levels of sexual health
knowledge, low levels of personal risk perception, high levels of social apathy, inadequate condom
distribution infrastructure, and the virtual absence of curriculum-based sexual health education in schools
provides compelling evidence of sexual health disadvantage among young people in remote Far North
Queensland Indigenous communities. World Health Organisation global best practice studies in sexual
health promotion and HIV prevention suggest that investment in health promotion strategies is critical
to addressing underlying societal factors influencing sexual health risk. The Sexual Health Program
within Tropical Population Health Services of Queensland Health has strengthened its capacity in sexual
health promotion and committed significant investment toward community-driven strategies to target
underlying sexual health risk, including schools-centred, curriculum-based sexual health education,
population-wide communications campaigns and youth-focused condom social marketing. This paper
reports on the challenges, constraints and occasional successes of those health promotion efforts over the
past three years, to address factors underlying sexual health risk by placing the demonstrated sexual health
disadvantage of young people squarely on the remote Far North Queensland Indigenous community
social and political agenda.
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189
PROVIDING QUALITY
SEXUAL HEALTH CARE
TO AT RISK INDIGENOUS
YOUTH IN A NORTH
QUEENSLAND SCHOOL

In partnership with Apunipima in February 2009 at the request of an Indigenous secondary school north of
Cairns, the Dolls House Indigenous Health Workers delivered a comprehensive sexual health component
of an Adolescent Health Check. This included safe sex education, condom provision, and ascertainment
of sexual activity and a urine PCR for Chlamydia, gonorrhoea and trichomonas. Of the 24 adolescents (age
range 14-19 years) 10 Sexually Transmissible Infections(STIs) were detected in 7 students. At follow-up the
Dolls House Indigenous Health Worker performed contact tracing, treatment, and booked the students in
to the Dolls House clinic for full STI testing and more intensive education.

Vogler CM1, Russell D1, Wenitong M2
and Mein J2

The students are clearly a high risk group for STIs. The sexual health component of the Adolescent Health
Check appeared to be acceptable and effective. Factors in the success included the preparatory education
that the Indigenous Sexual Health Workers did with some of the students well before the screen, the
school’s support of the check, placing sexual health in the context of a complete health check, and the
excellent rapport established and continued between the students and the Health Workers.

The Dolls House Sexual Health
Service, Cairns District Health
Service, Cairns, Queensland,
Australia; 2Apunipima Cape York
Health Council, Cairns, Queensland,
Australia2
1

Other school health needs were addressed with Apunupima’s advocacy, and support of the school.
Student sexual health needs are high and ongoing. Therefore discussions are underway regarding the
provision of regular tailored education sessions on abstinence, safe sex and STIs conducted at the school
by the Dolls House Health Workers, and commencement of routine ongoing Dolls House STI testing for all
new school attenders, and post school holidays testing.
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The Tennant Creek Township (PARRTA) is home to the Warrumungu people and is situated in the NT. 500
kms north of Alice Spring and 1.000 kms south of Darwin. Tennant Creek is a part of the Barkly Region.
There are 5 Aboriginal languages that are regularly spoken across the different cultural group living in the
region. Warrumungu language is the language for Tennant creek.
The creation of “Ssssami the Safe Sex Snake” has increased the public profile of Anyinginyi Aboriginal Health
Corporation (AHAC). The success of AHAC’s sexual health programs in reducing STI rates in the Tennant
Creek region can be directly attributed to “Ssssami the Safe Sex Snake”
“Ssssami the Safe Sex Snake” creates “feel good messages”
“Ssssami the Safe Sex Snake” promotes safe sex in a fun way, which encourages condom use and safe
circles
“Ssssami the Safe Sex Snake” promotes family planning
“Ssssami the Safe Sex Snake” helps break down barriers e.g.
- Age
- Gender
- Cultural sensitivity
- Embarrassment
- language

200
SSSSAMI THE SAFE SEX
SNAKE
Ahkit P
Anyinginyi Aboriginal Health
Corporation

“Ssssami the Safe Sex Snake” motivates people to seek help and assistance to deal with STI related problems.
The Tennant Creek High School students perform 4 Safe sex role plays at our local “Ssssami the Safe Sex
Snake” condom pack launch.

The presentation will begin with an introduction to Ssssami the safe sex snake. Followed by a presentation
about the Aboriginal Medical Service in Tennant Creek where Ssssami the safe sex snake lives. This will also
be an interactive presentation with the audience being asked to participate in role plays. Role play 1. Man
and Women sitting by the camp fire in the desert under the milky way. All of a sudden, superman music
begins to play. A pink object flies pass them through the air. Man and Women say, is it a bird, is it a plane,
its Ssssami the safe sex snake. Condoms are falling out of the sky. Man says thanks Ssssami you are my hero.
Role play 2. We have a Ssssami the safe sex snake costume. This will be worn by a Health Worker, other
Aboriginal health Workers will be dressed in other costumes called Syppy, Chlammy Gonno. The theme
from rocy plays and Ssssami the safe sex snake comes out and chases away Syppy, Chlammy and Gonno.

Tuesday 8 September
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Health Promotion. AHAC is proactive in responding to community needs in regards to community driven
health promotion activities “Ssssami the Safe Sex Snake” is a part of our health promotion Bus. “Ssssami the
Safe Sex Snake” AHAC is in the process of liaising with the community of Tennant Creek to agree to having
a yearly calendar week to promote “Ssssami the Safe Sex Snake” and Sexual Health

A 30 year gym enthusiast presents with painful ulceration of the buttocks and anal cleft, for at least one
week. He is unable to lie on the bench-press. He has been training for special event for a coveted title.
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No history of genital herpes. He has male sexual partners and is very careful with condom use for anal sex.
He has regular unprotected oral intercourse with known casual sex partners. His last STI check was three
months ago and was completely negative including HIV.
Examination reveals several superficial ulcers in the anal cleft and red sores on his left buttock. He has left
sided inguinal lymphadenopathy.
The area was swabbed for HSV and Treponema pallidum PCR. He was treated presumptively for HSV with
valtrex 500 mg b.d. A screen for anal gonorrhoea and chlamydia was done.

536
A CASE OF MR. SA.

Wednesday 9 September
7.30am – 9.00am

Wednesday, 9 September 2009 - Trainee Update Breakfast - 7.30 am – 9.00 am

Bissessor M & Read T
Melbourne Sexual Health Centre,
Carlton, Vic, AUSTRALIA

Results: HSV PCR negative. TP PCR negative. Gonorrhoea negative. Chlamydia positive(anal). His anal
chlamydia was treated with azithromycin 1g stat.
He presented two weeks later with persistent symptoms. The ulceration and the sores on the buttock had
now become confluent. Inguinal lymphadenopathy persisted.
An LGV swab was done – subsequently negative. The area was also swabbed for microscopy and culture
which yielded the diagnosis which will be discussed during the presentation.

Since the discovery of the hepatitis C virus in 1989 there has been debate regarding the risks of sexual
transmission. While it has been clearly established that percutaneous contact is the most common mode
of transmission, hepatitis C can also be sexually acquired, although the efficiency of sexual transmission
is far less than with other bloodborne viruses such as hepatitis B or HIV. But has the importance of sexual
transmission been overlooked especially in higher risk groups such as those with concurrent STI’s including
HIV or with higher risk sexual activity?
The case is a 55 year old male attending for regular sexual health screens with ASHS since 2005. He has
been diagnosed with gonorrhoea, syphilis, herpes simplex and AIN 2 on different occasions. His sexual risks
were unprotected anal and oral sex with casual male partners. There were no percutaneous risk factors.
In June 2007 he presented with acute icteric hepatitis and was diagnosed with hepatitis C at the Auckland
liver unit. Tests showed he was Anti HCV (total antibody) reactive and HCV RNA positive 44 IU/ml using
Roche Cobas Ampliprep/Taqman HCV test. HCV genotype not detected. He was clinically observed
and his HCV RNA was negative by September 2007 and remained negative until February 2008. He was
considered to have spontaneously cleared infection.

537
A CASE OF RECURRENT
HEPATITIS C INFECTION
- RISKS OF SEXUAL
TRANSMISSION IN MEN
WHO HAVE SEX WITH
MEN
J. S. Oliphant & N. Perkins
Auckland Sexual Health Service
(ASHS), Greenlane Clinical Centre,
Auckland, New Zealand

In January 2008 his HIV western blot test was positive. In February 2008 his HCV RNA level rebounded up
to 111,000 IU/ml and genotype testing showed he had sub-type 2b. He was considered to have been
re-infected with HCV and was commenced on interferon and ribavirin for acute hepatitis C infection. Six
months post treatment his HCV RNA remains negative and he has been discharged from follow up by the
liver unit.
In this case, the possibility of sexual acquisition of hepatitis C was overlooked. In the outpatient clinic letter
following his initial presentation, the Auckland liver unit noted “- has never had a blood transfusion or used
intravenous drugs so has no risk factors for hepatitis C infection”. However sexual transmission of hepatitis
C can occur and this will be discussed in a literature review of this topic.
We present the case of a 40 year-old woman with the diagnostic problem of small bowel obstruction and
intra-abdominal sepsis subsequently found to be due to Neisseria gonorrhea.
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246
ADHESIONAL SMALL
BOWEL OBSTRUCTION
AND PELVIC SEPSIS
DUE TO NEISSERIA
GONORRHEA
Doyle JS, Lee J, Morrissey CO
Infectious Diseases Unit, The Alfred
Hospital, Melbourne Australia

Our patient presented with a three day history of abdominal pain, distension, dysuria and fever, coinciding
with the onset of menstruation. She was a married mother of two and did not report new sexual contacts.
Her past history included urinary tract infections, an open appendicectomy and multiple laparoscopies for
ovarian cysts. On arrival, her temperature was 38.3 degrees, and abdominal tenderness without guarding
was maximal in the lower abdomen and left flank. Pelvic examination revealed no cervical discharge or
adnexal tenderness.
Initial investigations showed an elevated white cell count (23.8 x109/l) with otherwise normal liver and
renal function, and beta HCG negative. A mid-stream urine showed elevated leucocytes (1000 x106/l) and
red blood cells (1000 x106/l) with no culture growth. An abdominal and pelvic CT scan and transvaginal
ultrasound showed no free fluid or collection but mildly distended small bowel loops. High vaginal swabs
and first pass urine were collected.
She was admitted to hospital and commenced on intravenous ampicillin, ceftriaxone and metronidazole,
with involvement of general surgeons who also advised conservative management of the bowel
obstruction.
On day three of her admission, her husband reported that he had concurrently been diagnosed and
treated for Neisseria gonorrhea urethritis. Azithromycin was added to her antimicrobial regimen. Her
bowel obstruction worsened clinically and radiologically, necessitating laparoscopy on day four. At
operation, there was evidence of gross intra-abdominal sepsis with inflammatory adhesions causing
obstruction requiring division and washout. Operative swabs revealed polymorphs but were stain and
culture negative. Endocervical swab and urinary polymerase chain reaction (PCR) subsequently confirmed
the diagnosis of gonorrhea.
Pelvic inflammatory disease (PID) due to gonorrhea can present similarly to other abdominal pathologies.
This case illustrates that the apparent absence of epidemiology factors for sexually transmitted infections
should not exclude their early consideration and treatment. Additionally, while inflammatory adhesions
are recognised as complication of PID, they rarely cause mechanical bowel obstruction as demonstrated
here.
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There are increasing calls for anal cancer screening programs, particularly in groups at very high risk. This
session will:
Identify those most at risk of anal cancer
Compare acceptability of differing sampling methods
Discuss the sensitivity and specificity of cytological specimens
Describe current screening programs
Introduce potential new screening technologies

532
HOW TO SET UP
AN ANAL CANCER
SCREENING PROGRAM:
HOW DO YOU SCREEN?
Botes L P1,2, Hillman R J1,2
Sexually Transmitted Infection
Research Centre (STIRC), University of
Sydney, Westmead, New South Wales
Australia; 2Applied Medical Research
Centre (AMRC), St Vincent’s Hospital,
Darlinghurst, New South Wales
Australia
1

High grade AIN is widely regarded as comparable to CIN2/3, and the direct precursor of anal cancer. This
session will:
Review the data underlying these assumptions
Describe current treatment guidelines
Discuss current treatment modalities
Introduce potential new treatment methods

Wednesday 9 September
9.00am – 10.30am
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HOW TO SET UP AN ANAL
CANCER SCREENING
PROGRAM: HOW DO YOU
MANAGE AIN?
Hillman RJ1,2
Sexually Transmitted Infection
Research Centre (STIRC), University of
Sydney, Westmead, New South Wales
Australia; 2Applied Medical Research
Centre (AMRC), St Vincent’s Hospital,
Darlinghurst, New South Wales Australia
1

Anal cancer screening is not currently part of standard of care for HIV positive or negative men who have sex
with men (MSM) in Australia. Anal cancer is similar to cervical cancer in that Human Papillomavirus (HPV)
is thought to be a necessary, sexually transmitted, precursor. Anal cancer occurs at rates of 137/100,000 in
HIV + MSM.
Studies of cervical screening and testing for HPV in women have shown psychological impacts of increased
anxiety; reduced quality of life and diminished sexual well-being. There are no reported studies of the
psychological effects on HIV positive MSM who are screened for Anal Squamous Intra-epithelial Lesions,
the precursor to anal cancer.
The BASIL study, (Blokes with Anal Squamous Intra-epithelial Lesions) an anal screening program along
with a prospective longitudinal study of the psychological impact on the participants is being conducted.
The psychological study will investigate the baseline psychological well-being of participants (depression,
anxiety, stress, avoidance, quality of life, emotion expression, social supports and lifestyle factors) and
changes to well-being after cytology and histology sampling procedures and receiving those results.
Before any standardised screening program is introduced it is important to investigate and prepare for
any potential adverse psychological outcomes. This will allow understanding of the psychosocial support
needed for men, perhaps similar to the support available with cervical screening programs.
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WHAT ARE THE
PSYCHOLOGICAL
CONSEQUENCES OF
SCREENING HIV + MEN
FOR ANAL CANCER?
Landstra JMB 1,2, Botes LP 1,3, Ciarrochi
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St Vincent’s Hospital, Darlinghurst,
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HOW TO SET UP AN ANAL
CANCER SCREENING
PROGRAM: IS IT WORTH
IT?

Screening has been proposed for high grade anal intraepithelial neoplasia. This session will:
Review the cost-effectiveness data from overseas
Consider the value for money from the Australian perspective
Discuss the data required to improve decision making

Anderson JS
National Centre In HIV Epidemiology
and Clinical Research Darlinghurst
New South Wales Australia

531
WHO WANTS IT ? WHAT
MEN KNOW ABOUT ANAL
CANCER
Pitts M

Whilst knowledge of HPV and cervical cancer have been extensively studied in women, there are
comparatively few studies of HPV and anal cancer knowledge that include men. This presentation will
review what the current research findings can tell us about:
Knowledge of HPV
Understanding of risk factors for anal cancer
Sexual practices as they relate to HPV
Attitudes and knowledge of screening for anal cancer

Australian Research Centre in
Sex, Health and Society, La Trobe
University, Melbourne Victoria
Australia

110 						
7-9 SEPTEMBER 2009 @ BRISBANE CONVENTION
EXHIBITION2009
CENTRE,
QUEENSLAND
7-9&SEPTEMBER
@ BRISBANE
CONVENTION & EXHIBITION CENTRE, QUEENSLAND

The history of HIV, from the clinician’s viewpoint, is dominated by the history of antiretroviral therapy (ART), 79
as the single most important measure in tackling the HIV epidemic. The outcomes and interpretation of
A LIFETIME OF HIV/AIDS
some of the original ART trials have influenced the development of treatment guidelines and the course
of ART implementation. The early studies examining the use of acyclovir in the treatment of HIV and the
Cooper D
incremental implementation of new drugs, progressing from mono and dual therapy to triple ART therapy,
are good examples of the influence that particular studies have had on the subsequent treatment of HIV in National Centre in HIV Epidemiology
the clinic. This progression of course was not without complications; good examples being the recognition & Clinical Research
and investigation of the underlying mechanisms of lipodystrophy and the identification of an association
between abacavir and myocardial infarction. The development of ART demonstrates the importance not
only of the original ART trials but also continued investigation of specific drugs and regimens in the clinic
to identify and manage any subsequent treatment issues that may become apparent after the rollout of
these therapies.

Interest in enhancing and applying social research in HIV prevention has intensified in recent years with
greater recognition of the role of social context and social forces (known as “social drivers”) in both fueling
epidemics and mounting effective responses. This recognition has led to a sense of urgency about
identifying and deploying social-level, or “structural”, interventions. But, the arsenal of evidence-based
structural interventions is small, and developments in this area are hampered by significant methodological
and evidentiary obstacles that have not been fully explored and redressed. This presentation will examine
key issues in the conceptualization, operationalization, and measurement of social drivers of HIV/AIDS and
evaluation of attempts to modify them. It will argue for new approaches to HIV prevention research that
engage social drivers, rethink causal pathways, and employ a range of methodologies to have a greater
impact on HIV epidemics everywhere.
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ADDRESSING SOCIAL
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HPV Symposium - 11.00 am – 12.30 pm
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- ASSOCIATED CANCERS
IN IMMUNE DEFICIENT
POPULATIONS
Grulich AE
National Centre in HIV Epidemiology
and Clinical Research, University of
New South Wales, Sydney, Australia.

HIV and HPV can both cause chronic infections and are acquired during sexual contact. In general the
protective immune response to chronic viral infections is a polyfunctional type 1 response of both
CD4+ helper T cells and CD8+ cytotoxic T cells. Indeed a successful defense against HPV16 infection is
commonly associated with the installment of a systemic effector T-cell response against the viral early
antigens. E2, E6 and E7. HIV infection results in a progressive loss of CD4+ T cells that is associated with
an increased prevalence of HPV infections, type-specific persistence and an increase of malignancies. On
the one hand this illustrates the important role of HPV-specific CD4+ helper T-cell immunity, on the other
it shows the Achilles heel of the HPV-specific immune response. The use of highly active antiretroviral
therapy (HAART) results in a rapid disappearance of HIV and a reconstitution of systemic CD4+ T-cell
levels through redistribution and enhanced thymic output. As a consequence immunity to opportunistic
pathogens is restored when the levels of pathogen-specific CD4+ T cells rise as a result of exposure to
these pathogens. Notably, the rates of HPV-induced diseases have not declined since the introduction
of HAART indicating that the use of HAART has no beneficial effect on HPV-induced diseases. This was
to be expected as our studies of the spontaneous immune response to HPV in patients with LSIL and
HSIL lesions in non-immunocompromised subjects already revealed that patients with LSIL or HISL initially
failed to build a protective HPV-specific T-cell response and often mounted a dysfunctional HPV-specific
T-cell response reflected by their incompetence to produce pro-inflammatory cytokines (e.g. IFNγ, IL2) and an HPV-specific suppressive T-cell response during progression of the HPV-induced lesion. The
induction of such a non-protective immune response in patients with progressing lesions is likely to be the
result of increased dose of antigen presented to T cells in a non-stimulatory suppressive local environment.
The relief of immunosuppression through HAART, therefore, may put HIV-infected patients in a similar
situation as non-immunocompromised patients but will not restore proper presentation of HPV antigens
to the immune system. Therapeutic vaccines, delivering HPV antigens in a stimulatory context, may be an
option. Recently, we have shown that vaccine-induced restoration of HPV16-specific Th1/CTL responses is
associated with the regression of HPV-induced lesions in patients with HPV16-induced lesions of the vulva,
one can envisage that such a therapeutic vaccination of HIV-patients on HAART may have similar clinical
outcome.

Over the past decade, studies in solid organ transplant recipients and in people with HIV have demonstrated
that infection-related cancers occur at increased rates. For some of these cancers, such as those related
to the Epstein-Barr virus (non-Hodgkin lymphoma) and Kaposi’s sarcoma herpesvirus (Kaposis sarcoma),
cessation or reduction of immune deficiency is rapidly followed by dramatic decreases in incidence. In
contrast, for some other cancers, including the HPV-related cancers (of the cervix, vulva/vagina, anus
and oro-pharynx) there is no evidence of reduction in rates. This is of particular concern for anal cancer,
where the main population with HIV in Australia–homosexual men- have increased rates even when HIV
negative. The incidence of anal cancer in people with HIV has not decreased in the era of HAART, and there
is some evidence it may be increasing. In Australia, anal cancer has recently become the most common
non-AIDS defining cancer, and the third most common cancer overall, in people with HIV.
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Indigenous Health Symposium supported by Queensland Health - 11.00 am – 12.30 pm
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Prevention of anal cancer related morbidity in homosexual men should be an urgent public health priority.
Whether or not HPV vaccination will prevent HPV-related anal cancer is unknown, but data on prevention
of anal cancer precursors will be available soon. If it proves effective, HPV vaccination would need to occur
before the commencement of sexual activity, as anal HPV infection in homosexual men is nearly universal.
Males are currently not vaccinated in the Australian HPV vaccination program, so anal cancer in homosexual
men will not be prevented. In the absence of an effective vaccination program, much attention has been
given to screening for anal cancer precursors, to allow for early diagnosis and treatment and cancer. The
extraordinarily high prevalence of HPV infection and of pre-cancerous squamous intra-epithelial lesions in
these populations, and concerns regarding the effectiveness of treatment, have impeded implementation
of screening. Pragmatic means of screening for anal cancer in homosexual men require investigation.
For almost two decades the main sources of information on the occurrence of sexually transmissible
infections and blood borne viruses among Aboriginal and Torres Strait Islander people, have arisen from
routine notifications required by public health legislation in Australia. Despite this there remain considerable
gaps in information related to Aboriginal and Torres Strait Islander people living in regional and urban areas
of Australia where the majority of this population reside. In addition there have been no national surveys
conducted to understand changes in sexual behaviour among Aboriginal and Torres Strait Islander people,
despite annual or periodic surveys conducted in all other high risk populations.
A number of initiatives have been recently introduced or are planned to provide a more comprehensive
picture of trends in STI and BBV in Aboriginal and Torres Strait islander people. The Australian Collaboration
for Chlamydia Enhanced Sentinel Surveillance (ACCESS) reports on Chlamydia infections outcomes in
90 clinical services across Australia and provides data specifically related to Aboriginal and Torres Strait
Islander people. A data linkage project will be undertaken in 2010 to improve accuracy and completion of
STI and BBV data in NSW and a national behavioural survey of young Aboriginal and Torres Strait Islander
people is planned to be conducted from 2010 onwards.
These initiatives will provide a more comprehensive map in Australia of trends in STI and BBV in Aboriginal
and Torres Strait islander people and provide valuable information to inform mathematical modelling.

A review of STI testing and management was conducted at 3 Kimberley Aboriginal Medical Services Council
(KAMSC) affiliated services in the Kimberley. Laboratory data indicates that PCR testing at KAMSC affiliated
ACCHS has increased in the last 5 years while the yield of positive chlamydia tests has decreased. It was not
clear whether this represented a true decrease in prevalence or a decrease yield secondary to an increase
in testing among lower prevalence populations. Data on PCR and syphilis testing was therefore extracted
at individual ACCHS to obtain more information about the patterns of testing, yield of positive test results
and case management. Data was collated and fed back to clinic staff to identify and address gaps in STI
testing and management. Despite an increase in STI screening secondary to the implementation of the
adult health check, gaps in testing and management were identified and appeared to be common across
different services. Common gaps included the following; low testing rates amongst the highest risk age
groups; significant amount of testing amongst age groups at lowest risk of infection; gaps in management
of women presenting with signs and symptoms of chlamydia and gonorrhoea. PCR and syphilis testing
among age groups at least risk of STIs contributes to a significant amount of time and resources spent at
both primary and public health services and diverts time and resources away from where they would be
more cost effective. Data collected, fed back and utilised at the clinic level has enabled a more detailed
understanding of gaps in STI screening programs and ways to address those gaps effectively.
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Regional Perspectives Forum - 1.30 pm – 3.00 pm
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Graham Neilsen
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CHLAMYDIA: THE PACIFIC
RESPONSE IN A (COCO)
NUT SHELL

Chlamydia prevalence in Pacific island states and territories in recent surveys ranges from 6-29% in
antenatal clinic populations. As a result, a pilot program to introduce chlamydia and gonorrhoea testing
commenced in 2007-08. Results of the pilot evaluation and ongoing program implementation and
expansion will be discussed

McNulty, A
Sydney Sexual Health Centre
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Papua New Guinea Institute for
Medical Research

Papua New Guinea’s (PNG) epidemic has and continues to be spread sexually. In order to respond to the
expanding epidemic PNG began introducing antiretroviral therapies (ART) in 2004. Improvements in
health and well-being on ART and beliefs of reduced infectivity have been anticipated to increase sexual
activity, particularly unsafe sex, in the developing world. Is this true of PNG? In this paper we describe the
sexual practices of people with HIV in PNG who are on ART.
In a purposive sample from clinics and PLWH care centers, 374 people with HIV on ART in six provinces
throughout PNG were surveyed. Participants had to be over the age of 16 and on treatment for more than
two weeks to participate.
Just over a third (39.4%) reported that they had had sex since being diagnosed with HIV and 37.9% had had
sex in the last 6 months. Of those with a regular partner 94.4% identified that they had had vaginal sex in
the past six months. Fewer than half (46.2%) of the participants who had had vaginal sex with their regular
partner in the last 6 months reported that they always used condoms, however there was higher condom
use (62.2%) the last time participants had vaginal sex with their regular partner.
Only 11 people (8.5%) had anal sex with a regular partner. However, only 2 of those (18.2%) reported that
they used a condom the last time they had anal sex with their regular partner. Overall there were low rates
of reported casual sex, men paying for sex and men who reported having sex with men.
There was a low rate of sexual activity amongst the sample in this study. Condom use was relatively high
but of concern is the extremely low use of condoms for anal sex. Attention needs to be paid to increasing
awareness of anal sex as a means of HIV transmission. Ongoing research into the sexual practices of people
with HIV on ART in PNG is needed.
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Contact Tracing Symposium supported by the Government of Western Australia, Department of Health -1.30 pm – 3.00 pm
The consequences of re-infection with bacterial STIs have considerable personal and public health
implications. Partner notification is a key intervention to prevent infection transmission & re-infection.
Patient referral, which is the most commonly practiced PN method is failing despite considerable effort.
Patient delivered partner therapy, the mainstay of expedited partner therapy, is the one intervention most
likely to improve PN outcomes. However, it is not considered legal in many countries, including Australia &
UK. I will discuss elements of PN practice for which there is evidence of effectiveness, including Accelerated
Partner Therapy with emphasis on what we can introduce into our practice now and in the future.
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IMPROVING PARTNER
NOTIFICATION: HOW
CAN WE USE THE
EVIDENCE TO IMPROVE
PRACTICE?
Estcourt C
Barts & The London School of
Medicine & Dentistry, London, United
Kingdom

Levinia Crooks will present on two projects currently being conducted in Western Australia (WA). The
Contact Tracing project involves the development and piloting of an online educational package on HIV
testing and contact tracing issues with a particular focus on rural and remote settings and hard-to-reach
populations, including indigenous Australians, mobile workers and Culturally and Linguistically Diverse
(CALD) communities in WA. The Partner Notification project aims to increase the capacity of general
practice staff in Western Australia to undertake partner notification for Chlamydia. This project aims to
provide general practitioners and their clinical staff with easy to use, time efficient strategies and resources
to encourage partner notification.
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OVERVIEW AND KEY
ISSUES OF THE DOHWA/
ASHM CONTACT
TRACING & PARTNER
NOTIFICATION
PROGRAMS
Crooks, L

Joanne Leamy will report on the progress of the Queensland Contact Tracing Project. This three year project
commenced in 2009 as a result of a review of contact tracing services in Queensland. Five regional contact
tracing support officers have been appointed to take a practical and sustainable approach to increasing
the capacity of clinicians to undertake contact tracing focusing on the areas of highest identified need –
Gold Coast, Sunshine Coast, Cairns, Townsville, Mt Isa, Cape York and Torres Strait. This session will focus on
the first four months of planning and development of the Project, with a look at some of the challenges
and opportunities working in a team of five that is spread over a distance of 1,700 kms.
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QLD CONTRACT TRACING
SUPPORT OFFICER
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Leamy, J
Cairns Sexual Health Service
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The Great Debate and Sexual Health Conference Closing - 3.30 pm – 5.00 pm

IS PREP BETTER THAN
CURE? - THIS HOUSE
BELIEVES THAT THE
BENEFITS OF HIV
PRE –EXPROSURE
PROPHYLAXIS
OUTWEIGH THE RISKS

Pre-exposure prophylaxis(PrEP) has been shown to be effective in reducing the acquisition of SHIV in
monkeys. Trials of PrEP in humans are underway around the world and will report results in the coming
year. The introduction of effective PrEP could have a substantial impact on HIV in Australia but many
questions remain: Is it safe? What impact will it have on risk behaviour? Who should have it? Who shouldn’t
have it? Can we afford it? How will it affect other types of health promotion? This debate will consider the
issues from all directions with an expert panel from Australia and the United Kingdom. Come along, listen
to the arguments and have your say.

Simon Barton¹
Colm O’Mahony²
Bridget Haire³
Jonathan Anderson4
¹Chelsea & Westminster Hospital,
United Kingdom, ²Countess of
Chester Foundation Trust Hospital,
United Kingdom, ³Family Planning
NSW, 4National Centre in HIV
Epidemiology & Clinical Research
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3.30pm––5.00pm
5.00pm
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A pre and post intervention study design was used to evaluate a new resource, a contact tracing card for
Chlamydia, using qualitative contact tracing outcomes. Clients, >18 years, diagnosed with Chlamydia at
the Pacific Clinic and consenting to participate, were interviewed by telephone, two weeks after being
advised of the need for contact tracing. Information was collected on contact tracing outcomes and
methods. Results were also compared to a pre study audit.
There were 35 subjects in both the intervention phase (IP) (June 08 – Jan 09) and the pre intervention
phase (PIP) (Nov 07 – May 08). The study subjects were similar in age in both the IP and PIP (mean age
26.2 yrs vs 23.3yrs). The majority in each phase were male (62.86% in both phases). In the IP more subjects
reported only opposite sex partners (94.29% vs 65.71%).
The ratio of contacts notified to index cases was slighter higher in the IP than in the PIP (1.9 contacts: index
vs 1.8 contacts: index), but the ratio of contacts known treated to index cases was the same in both phases
(0.9 contacts: index). Both outcome measures were higher in the two phases of the study compared to
the audit results.
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CLINICAL
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Edmiston N1, Ooi C1, Merrit T2
1Pacific Clinic, Newcastle Sexual
Health Service, Newcastle, NSW,
Australia 2 Hunter New England
Population Health, Newcastle, NSW,
Australia

Contact notification was in person or by telephone for the majority of contacts in both phases. In the IP, 8
(34.8%) of 23 subjects who recall being given the card passed it on to a contact. Thirteen subjects found
the card useful. Two subjects accessed the website listed and both reported it was useful. In the PIP, eight
(50%) of the sixteen index cases who reported being given a letter passed this on to a contact.
The intervention studied, a contact card, did not produce appreciable differences in contact tracing
outcomes compared to the PIP.

The NSW Sexual Health Infoline aims to promote the sexual health of the community, and facilitate efficient
use of publicly funded sexual health services. Since July 2008, the service has recorded priority populations
and key issues as identified in the NSW Sexually Transmissible Infection (STI) Strategy (2006-2009).
Calls from NSW general public and General Practitioners (GP) from 1/6/08 to 31/3/09 were analysed by
caller demographics, reason for calling and referrals made.
3,499 general public callers contacted the line over the period, with 1005 (29%) referred to a GP. Of those
referred to a GP, the median age was 31 years, 580 (58%) were male and 425 (42%) were female. Nine
hundred and forty seven (94%) were heterosexual and 333 (33%) reported recent partner change. Two
hundred and thirteen (21%) had genital symptoms and 231 (23%) were determined to be from another
STI priority population group.
Eighty one GPs contacted the service, and 65 (80%) were from metropolitan NSW. An equal number, 22
(18%) each, called about sexual health testing and chlamydia. Fourteen (17%) requested information about
non STI related issues, such as sexual assault, termination of pregnancy referrals and health promotion and
21 (26%) of GPs were referred to their local publicly funded sexual health service for further support.

POSTER NUMBER: 2
PAPER NUMBER:198
SEXUAL HEALTH
CONNECTIONS WITH
GENERAL PRACTICE
Ewing ML1, 2, Murray C1, Ryder N 2,
McNulty A2, 3, Bourne C1, 2,3
New
South
Wales
Sexually
Transmissible Infections Programs
Unit, Sydney, NSW, Australia1 Sydney
Sexual Health Centre, PO Box 1614,
Sydney, NSW, Australia2 School
of Public Health and Community
Medicine, University of NSW,
Australia3.

The general public callers to the NSW Sexual Health Infoline who were referred to a GP were predominantly
heterosexual, had a median age above that of peak STI incidence and were rarely determined to be
members of an STI priority population group. GPs mostly called about STI testing and one quarter required
further support from their closest public sexual health service.
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In 2002 Sydney Sexual Health Centre, in partnership with Waverley Action Youth Service, established an
outreach youth oriented sexual health service -the “Satellite”. The service is open to those under 24 years
of age and provides free, confidential sexual health care, information and condoms. Initially, clients could
access the Satellite by either booked appointment or attending on a ‘drop-in’ basis. In June 2007, as a result
of an audit of service utilisation, the clinic attendance mode was changed to a solely “drop-in” service.
We retrospectively analysed the 12 month periods before and after changing to drop-in only service to
determine whether the change in mode of attendance altered the number of clients seen and the client
demographic profile.
The clinic database was used to extract the number of clients seen, age and diagnoses in the two time
periods. In the year prior to the service delivery change 184 clients attended and146 were tested for
chlamydia, and in the drop-in only period, 187 clients attended, and 159 were tested for chlamydia. There
was no significant change in the proportion of clients under 20 years (68% vs 69%, p=0.91). Significantly
more cases of chlamydia were diagnosed during the drop-in period (2.7% vs 11%, p<0.01)

Sydney Sexual Health Centre, Sydney
Hospital, Sydney, New South Wales,
Australia1 School of Public Health
and Community Medicine, University
of New South Wales, Randwick, New
South Wales, Australia2

We plan to perform a further in-depth analysis on the behavioural profiles of the clients in the two time
periods. All medical records will be manually reviewed to extract data from the detailed proforma risk
assessment tool, completed prospectively for all Satellite clients, including sexual behaviour, drug and
alcohol use, educational, social, environmental and psychological factors.

POSTER NUMBER: 4
PAPER NUMBER: 235
DEMOGRAPHIC
AND CLINICAL
CHARACTERSITICS
OF NEW CLIENTS IN
SOUTHERN NSW SEXUAL
HEALTH, HIV AND BLOOD
BORNE VIRUS SERVICES.

Southern NSW has a number of regional and outreach-based sexual health services providing clinical
services and health promotion across this vast area health service. The area covered by the Greater
Southern Area Health Service has a population of 300,000 and a land mass three-quarter the size of Italy
making service provision challenging.
The demographic and behavioural characteristics of new attendees to the service over the last 3 years will
be outlined. The frequency of the principal diagnoses at the first episode of care will be presented.

Significantly more cases of chlamydia were detected in our youth clinic following the change to a drop-in
only service. We will analyse prospectively obtained behavioral data to determine whether there was an
associated change in the risk profile of the clients.

Kincaid AJ1, Carmody CJ1,2, Turner K1,
Mina M2 , Ridley R1, Woodward S1,
1
Sexual
Health,
Human
Immunodeficiency Virus (HIV) & Blood
Borne Virus Service, Greater Southern
Area Health Service (GSAHS), Albury,
NSW, Australia. 2 Sydney South West
Area Health Service, Sydney, NSW,
Australia.
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An increasing prevalence of sexually transmissible infections in Australia, along with relatively fixed
resources, has led publicly funded sexual health services to explore new methods to improve efficiency.
Sydney Sexual Health Centre (SSHC) triages all new and return patients requesting appointments. This was
shown to successfully increase the proportion of available sessions utilised by those clients most at risk, but
overall non-attendance rates remained high, leading to wasted clinic capacity. In 2006 SSHC developed
an interactive electronic appointment system, with inbuilt SMS appointment reminder system, whereby
an SMS was sent the day before each appointment. We conducted this review to determine the effect
implementation of the reminder system had on appointment waiting times and non-attendance rates.

PAPER NUMBER: 5
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AUTOMATIC SMS
REMINDERS DECREASE
WAITING TIME AND NONATTENDANCE RATE AT A
SEXUAL HEALTH CENTRE

Over the week there is an average of 96 daily general clinic patient sessions available a day for nurses,
doctors and counsellors, of which 50% are booked and 50% open to walk in patients. For each day over
5 week periods before, and after, the introduction the reminder system, the attendance data record
was reviewed to determine the period of time until the next available nursing, counseling and medical
appointments, and also the proportion of general sexual health appointments for each day for which the
client did not attend.

Ryder N1, Lu H1 and McNulty A1,2.

Mean non-attendance rates decreased by approximately half for medical (21% to 12%) and nursing units
(24% to 12%) following implementation of the SMS reminder system. Similarly, the wait time for a booked
appointment reduced from 7 to 5 days for nursing, and from 2 to 1 day for both medical and counseling
units.
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Sydney Sexual Health Centre, Sydney
Hospital, Sydney, New South Wales,
Australia1 School of Public Health
and Community Medicine, University
of New South Wales, Randwick, New
South Wales, Australia2

Introducing an interactive electronic appointment system, with automated SMS appointment reminders,
dramatically improved the utilisation of available clinic capacity at SSHC. The waiting time for clients
requesting appointments also decreased, potentially leading to earlier diagnosis and treatment of sexually
transmitted infections.

Vaginal symptoms have been reported in association with a number of infections. Likewise, a wide number
of organisms have also been reported as being potentially involved in the development of urethritis in
males. These include: Chlamydia trachomatis, Neisseria gonorrhoeae, Mycoplasma genitalium, Ureaplasma
urealyticum, Ureaplasma parvum,Ttichomonas vaginalis, Mycoplasma hominis, Gardnerella vaginalis, herpes
simplex virus types 1 and 2, adenovirus, Neisseria meningitidis, Haemophilus influenzae, and Streptococcus
pneumoniae. Little is known of the epidemiology of some of these common occurring organisms in women.
We therefore conducted a prospective study to determine the prevalence of these microorganisms in
female attendees at three Sydney sexual health clinics. A Multiplex PCR (mPCR) method was designed
using primers and probes for the specific microorganisms. Urine specimens, endocervical and selfcollected vaginal swabs were tested.
A total of 216 women were recruited into the study, 102 (47%) of whom were symptomatic at the time of
presentation. Symptoms included vaginal discharge, dysuria, urinary frequency and lower abdominal pain.
The correlations of urogenital symptoms, risk factors and detection of these organisms will be presented.
Of particular interest will be an analysis of the roles of the organisms most commonly associated with
urethritis in men.
The improved ability to detect a wide range of potential pathogens in the urogenital tracts of women
will allow a greater understanding of their epidemiology and help clarify their roles in the development
of disease.
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The use of polymerase chain reaction (PCR) detection of herpes simplex virus (HSV) is being increasingly
used in the diagnosis of genital herpes (GH). Patients are being more involved in medical diagnosis by
taking their own swabs.
We examined the correlation between physician diagnosis and stage of genital herpes with HSV PCR
results from patient self collected swabs.
Data were collected as part of the Famciclovir Short Course Herpes Therapy (FaST) 2-day versus 5 day
treatment. Immunocompetent men and women, over age 18 with proven genital herpes, and at least
2 recurrences in the last 12 months were eligible. Patients noticing an outbreak swabbed the lesion and
presented for physician assessment within 24 hours. Verbal and written instructions on swab collection
were provided at trial entry.

McCloskey J, Waddell R2, Haigh M3 and Between January 2003 and February 2006, 751 recurrences were evaluated in 512 patients (274 males, 238
females) mean age 39.8 (range 18-79). Sixty-three percent of the self collected swabs were positive (59.8%
the FaST study group
HSV-2, 3.4% HSV-1, 0.2% HSV 1&2). HIV status did not alter HSV detection. Thirty-seven % of recurrences
(95.5% clinician confirmed) were PCR negative (female 41%, male 32%, p = 0.02). Papule, blister or ulcer
Sexual Health Services, Royal Perth
stages were more likely to yield positive results.
Hospital, Perth, WA, Australia1 STD
Services, Adelaide, SA, Australia2
Patient self collection of genital HSV swabs during symptoms can be performed successfully. Swabbing
Novartis Pharmaceuticals, North Ryde, at the ulcer stage yields the highest positivity. Females are more likely to have negative results than males.
NSW, Australia3
Patients should be counselled about possible false negative results, even when lesions are present and a
sensitive diagnostic test is used.

Intrauterine devices (IUD) are a reliable long acting reversible contraceptive. In 2001 they were estimated
to be used by around 1% of Australian women needing contraception. There has been no recent
estimate, but use is likely to have increased, as the per capita number of IUD insertions (as counted by
Medical Benefits Schedules) claims has increased by more than 300% since 2003. This coincides with
the introduction of Mirena™, to the pharmaceutical benefits scheme. Available data suggests Australian
doctors are reluctant to insert IUDs in nulliparous women, whereas this is a common practice in Family
Planning Clinics. A clinical audit of IUD insertions undertaken in 2008 examines choice of IUD, parity, failed
McNamee K1,2, Inness C1, Lean G1, Cook
IUD insertion and follow up at six weeks.
M1, Barker C1

POSTER NUMBER: 8
PAPER NUMBER: 254
EXPERIENCE OF IUD
INSERTION IN AN URBAN
FAMILY PLANNING CLINIC

1 Family Planning Victoria, Melbourne,
VIC, Australia 2 Department of Obstetrics
and Gyneacology, Monash University,
Clayton, VIC, Australia

POSTER NUMBER: 9
PAPER NUMBER: 194
HOW MANY MEN WHO
HAVE SEX WITH MEN
COMPLETE THE HEPATITIS
A VACCINE SCHEDULE IN A
SEXUAL HEALTH CLINIC?
Hanlon M1, Williamson A1, Ryder N1,2
1 Sydney Sexual Health Centre,
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Australia 2 School of Public Health
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The NSW sexually transmitted infection strategy recommends sexual health clinics promote and fund
Hepatitis A vaccination to men who have sex with men (MSM). Long term immunogenicity against Hepatitis
A is achieved after completing the recommended two dose schedule. Sydney Sexual Health Centre
recommends immunization of all MSM for Hepatitis A, the first dose is provided free and the second dose is
self funded. We aim to retrospectively determine the completion rate of hepatitis A vaccination among MSM
and identify associated factors.
From the clinic database MSM receiving their first hepatitis A vaccine during the period July 2006 to June
2007 will be identified. Medical records will be manually reviewed to determine how many men received
their second dose in the 18 months following their initial dose. We will also collect data on client attendances,
vaccine prescriptions received and demographic variables to determine factors associated with noncompliance.
Over the period 290 men received a first dose of hepatitis A vaccine. Following preliminary analysis of the
first 133 men, 46 (35%) have documented completion, only 96 men ever reattended the service following
their initial vaccine, giving a completion rate of 50% among these men. Among the remaining 46 men who
reattended but did not complete vaccination schedule, 18 (39%) were given a prescription but did not
purchase the vaccine and return to the clinic.
The completion rate of hepatitis A vaccination among MSM at our sexual health clinic is low. Funding the
second dose for those reattending would only have increased the completion rate to just over half; however
more men may have returned had free vaccine been available. Following full analysis of the data the clinic will
evaluate strategies that may be used increase the completion rate, such as automated electronic reminder
systems and the effect financing the second dose.
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The goal of the National Sexually Transmissible Infections Strategy 2006-2008 is to reduce the transmission
of sexually transmitted infections through improved awareness and access to services. Suggested actions
to control chlamydia include promoting opportunistic testing in general practice and sexual health clinics,
and improving contact tracing.
Funding was received from NSW Health Nursing and Midwifery Office Nursing Innovation Scholarships to
develop an online learning module targeting nurses and health workers who have the ability to test for
chlamydia in their practice, including practice nurses, sexual health, youth health nurses and midwives.
The aims of the module are to increase the awareness of the importance of testing young people at risk
and highlight contact tracing.
The content is structured as a memory tool outlining seven steps involved in the testing and treatment of
chlamydia. Set in a fun and interactive board game format, the module plays on the theme of the seven
seas, with pre and post test quizes and a certificate of completion.
Development of the module invloved a clinical advisory group, an online educational company and focus
testing with nurses to ensure the content and visual style were appropriate. The ‘seat’ time is approximately
20 minutes, enabling a learning opportunity for nurses without having to commit to a full eduactional
program.
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Hosting of the module in the resources section of the The NSW STI Programs Unit also provides an active
link with practice nurse and sexual health nurse education projects and enables broad access. Future
opportunities include incorporating the module into larger online education courses.
The presentation will overview the module development and the evaluation of knowedge gained as
measured by a pre and post module questionaire with the focus test groups, website hits following
dissemination and a snapshot of the content.

Bigge Park Centre identified that Gay Men and Men who have sex with Men (MSM) in Sydney South West
Area Health Service (SSWAHS) Outer West, may not be accessing local Sexual Health Services.
In collaboration with SSWAHS Outer West Health Promotion team, an action plan was developed which
implemented strategies to increase both awareness and access for this Priority Population.
Over a period of 12 months incremental increases in attendance of MSM at Bigge Park Centre were noted
thus indicating the strategies implemented have been successful.
Demographic profile and clinical presentations will be discussed.
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Recurrent vulvovaginal candidiasis is a difficult condition to manage, and many patients seek alternative
therapies to gain relief from symptoms. Mainstream management of this condition involves suppression
and maintenance therapy, using oral or intravaginal antifungals, usually for up to six months. Following
cessation of this therapy, up to 50% of patients suffer relapses.
The evidence base for alternative therapies is poor, yet many patients turn to these methods if dissatisfied
with conventional therapy. Allium sativum, commonly known as garlic, has been shown to be effective
as an antifungal against Candida species, using in-vitro studies. To date, no human studies have assessed
the efficacy of oral garlic tablets in vulvovaginal candidiasis. Anecdotally patients have found oral garlic
to be helpful, but before it can be confidently recommended quality studies need to provide a basis for
management.
The author will discuss her findings regarding the potential for Allium sativum in vulvovaginal candidiasis.
The PhD currently being undertaken by the author seeks to clarify whether the active component of garlic,
allicin, or its transformation products, would be secreted into vaginal tissue in sufficient quantity to have
antifungal effect. Following this study, microbiological studies to ascertain whether commercially available
garlic products contain ingredients which have an effect against the most common species of Candida will
be performed. .Finally, a small human pilot study will be performed which, should the results be promising,
will form the basis for a randomized controlled trial.
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Co-infection of HSV with HIV is associated with greater frequency of HSV recurrences and has important
public health ramifications due to the enhanced risk of transmission of HIV and other sexually transmitted
infections. Famciclovir 500mg bid has been approved for use in Australia in suppression of recurrent HSV
in HIV patients. Short term (8 weeks) suppressive therapy has demonstrated decreased frequency and
severity of HSV recurrences in HIV-1 co-infection. There are no long term data on the safety and efficacy of
suppressive famciclovir therapy in this population.
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SAFETY AND EFFICACY
OF FAMCICLOVIR 500MG
BID SUPPRESSIVE
THERAPY IN HIVA prospective, cohort study to determine the safety and efficacy of famciclovir 500 mg bid over a 24 month 1 ADULTS WITH
period enrolled patients attending a high HIV caseload primary care practice with HIV-1, recurrent genital RECURRENT GENITAL
HSV and prescribed famciclovir 500 bid for ≥30 days. HSV recurrences were self-recorded in a patient HERPES
diary and reviewed at routine visits when HIV virological and immunological monitoring was performed.
Validated diaries recorded the participant’s HSV clinical lesion recurrence severity and duration. Adherence
to famciclovir was measured using 3 category questionnaires.

The study enrolled 36/98 adult males with HIV-1 prescribed famciclovir., Median age was 46 years, baseline
CD4 T lymphocyte count 528 cells/µL with 76.5% having plasma viral loads < 50 copies/mL, HIV CDC
classification categories A and B (42.4% each) and C, 15.2%. Follow up to date consists of 83% and 33% for
6 and 9 months respectively). 16% of study participants experienced HSV recurrences and 80% of these
occurred in those non adherent at 6 months. The average HSV clinical lesion recurrence lasted 3 days.
Study participants with immunosuppression (CD4<350 cells/µL) maintaining adherence to famciclovir
experienced no HSV recurrences. Only one study participant reported a famciclovir-related adverse event
(diarrhoea).

HIV

HIV

Bloch M, Quan, D, Cunningham N and
Franic T
Holdsworth House Medical Practice,
Sydney, NSW, Australia

Famciclovir 500mg bid suppressive therapy was safe and effective in treatment of recurrent genital HSV
with HIV co-infection.

Positive Directions (PD) is a Queensland Health funded care co-ordination, information and referral service
for people living with HIV/AIDS (PLWHA.). As a state-wide program, Positive Directions aims to assist in
bringing about best health outcomes for PLWHA by providing support in meeting the complex needs and
issues related to HIV/AIDS and chronic disease management.
Utilising a Care Co-ordination model, PD provides a range of services including primary health care,
clinical and social health service delivery, public health and community and stakeholder consultation and
liaison. The PD model of service is based on the health promotion frameworks outlined in the Ottawa
Charter (WHO 1986) and the Determinants of Health (WHO, 1991). The basis of service provision is that
the majority of PLWHA have complex needs that can be treated and supported in their own community
by local services. These services include those of a medical, social, psychiatric, nutritional, behavioural,
educational, employment, legal and practical support nature.
The first purpose of this poster presentation is to provide empirical evidence of the number of referrals and
destinations in the Gold Coast and Toowoomba region, which demonstrate that PLWHA access a variety
of social, community and clinical services, as part of the management of HIV. These referrals contribute to
meeting the goal of the Queensland HIV, Hepatitis C & Sexual Health Strategy 2005-2011.
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The second purpose of this poster presentation is to demonstration how the expansion of services into the
community sector has allowed PD to become a specialist referral, resource program and a central point of
information and support for PLWHA, clients and other service providers. The chronic disease management
model of those individuals with more complex care needs recommends this collaborative and integrated
co-ordinated approach to care.
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Lymphogranuloma venereum (LGV) is an invasive sexually transmitted infection caused by Chlamydia
trachomatis serovars L1 – L3. The invasive nature of LGV, compared to non-LGV genital Chlamydia, causes
symptoms such as inflammation, bleeding, and possible chronic complications if not treated. Rapid and
accurate diagnosis of LGV, including distinguishing it from non-LGV Chlamydia infection, is essential as
treatment involves prolonged antibiotic therapy.
Prior to 2003, LGV infection was confined to developing regions of Africa, India and northern South
America, however LGV outbreaks are now being reported worldwide amongst men who have sex with
men (MSM) populations. In response to the spread of LGV the Department of Microbiology and Infectious
Diseases at Royal Perth Hospital developed a Real Time Polymerase Chain Reaction (RT PCR) assay for the
detection of LGV in Chlamydia trachomatis positive rectal swabs. Since the routine introduction of this
testing in August 2008, 8 samples have tested positive for LGV infection. Following the detection of LGV by
PCR, the samples were then sequenced to determine which serovars were present in Perth.
Sequence analysis of the 8 RT PCR LGV positive samples revealed 6 to be L2b serovars, 1 unable to be
sequenced and 1 that is still being investigated. These findings correspond with other LGV sequencing
studies, which has shown L2b to be the predominant serovar.

Abnormal vaginal discharge is one of the commonest presentations for women attending sexual health
services. The infective causes include Neisseria gonorrhoeae, Chlamydia trachomatis, bacterial vaginosis
(BV), trichomoniasis (Trichomonas vaginalis), and candidiasis (usually caused by Candida albicans).
Current clinical practice is to test for these conditions only. However, a range of other pathogens has been
implicated, but existing technologies render their routine identification impractical.
Multiplex polymerase chain reaction–based reverse line blot (mPCR-RLB) assays allow for the rapid
detection of multiple organisms in low concentrations. This method was previously validated to detect
the following 14 microorganisms: C. trachomatis, N. gonorrhoeae, Mycoplasma genitalium, Ureaplasma
urealyticum, Ureaplasma parvum, T. vaginalis, Mycoplasma hominis, Gardnerella vaginalis, herpes simplex
virus types 1 and 2, adenovirus, Neisseria meningitidis, Haemophilus influenzae, and Streptococcus
pneumoniae.

We examined 216 women from three sexual health clinics in Sydney (with and without vaginal symptoms)
McKechnie ML1,2, Jones R1,3, Lowe
P3, Couldwell D3, Davies SC4, Kong F2, and obtained urine specimens, endocervical and self-collected vaginal swabs, which were analysed by the
mPRC-RLB method.
Gilbert GL2 and Hillman RJ1,3
Sexually Transmitted Infections
Research Centre (STIRC), Westmead
Hospital, NSW, Australia1 Centre for
Infectious Diseases and Microbiology
Laboratory Services, Institute of Clinical
Pathology and Medical Research
(ICPMR), Westmead, NSW, Australia 2
Parramatta Sexual Health Clinic (PSHC),
Parramatta, NSW, Australia 3 Northern
Sydney Sexual Health Service, Royal
North Shore Hospital, St Leonard’s,
NSW, Australia 4

Results were available from all 216 women. C. trachomatis was detected in at least one site in 8 women
(3.7%), N. gonorrhoeae in 1 (0.5%), T. vaginalis in 2 (0.9%), HSV-1 in 6 (2.8%), U. urealyticum in 52 (24.5%),
U. parvum in 103 (47.7%), M. genitalium in 10 (4.6%), M. hominis in 27 (12.5%), H. influenzae in 11 (5.1%),
G. vaginalis in 112 (51.9%) and Adenovirus in 3 (1.4%). HSV-2, S. pneumonia and N. meningitidis were not
found in any specimens. Infection with multiple organisms was detected in 105 cases.
mPCR-RLB was a convenient method to rapidly identify a wide range of microorganisms from urine,
endocervical and self-collected swabs using a single laboratory method. Greater use of such technologies
may help improve our understanding of these organisms and potentially reduce the burden of disease.
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The Victorian Non-Occupational Post Exposure Prophylaxis (NPEP) Service is a state-wide service which
co-ordinates the provision of post exposure prophylaxis (PEP) to those who have been, or are at high risk
of being exposed to HIV in the community. Since the inception of the Victorian NPEP Service (VNPEPS) in
August 2005, there have been approximately two thousand consultations for PEP. Almost all those seeking
PEP have been exposed through high risk sexual activity and the majority (approximately 65%) do not
know the HIV status of their sexual partner (source). Of those patients whose source HIV status is unknown,
approximately 30% indicate that their source partner is able to be traced, however follow-up information
on the source is only received on <10% of occasions. We aim to increase the proportion of sources with an
unknown serostatus who are traced and then tested for HIV to 40%.
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PEP can be associated with unpleasant side effects and is an expensive HIV prevention intervention.This
study aims to reduce unnecessary PEP prescriptions by offering support to the exposed person to contact
their source partner and initiate a discussion about the source HIV status. The source partner will be offered
a rapid HIV test and the option of a mobile, outreach testing service. If the source is found to be HIV
negative with no recent HIV risk exposures, then PEP may be discontinued in the exposed patient. Where
PEP is able to be stopped this will alleviate concern around HIV transmission for the exposed person and
reduce PEP associated adverse events. This will assist in more appropriate targeting of PEP and a more cost
effective service.

Armishaw J1, Hoy JF1,2, Price B1,
Watson K1, Wright EJ1,2 and Pierce AB1

The Annual Report of Trends Behaviour 2008 reports on STI testing data from the Sydney Gay Community
Periodic Survey from 2003 to 2007 shows that gay community attached men are receiving more and more
comprehensive STI screening.
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While it is not possible to directly attribute the results to the work undertaken by the STIs in Gay Men
Action Group (STIGMA, a partnership of local government and non-government health and research
agencies), it is likely that some of the education and community development undertaken by STIGMA has
made a contribution to increasing comprehensive STI testing among gay men.
STIGMA has implemented a range of education programs to encourage gay men to get STIs tests, such as:
Use of a range of media and new technologies, including a specific site dedicated to STI prevention and
treatment www.whytest.org
Developing and implementing social marketing campaigns and resources, including ‘Last night I picked
up someone … and something!’ booklets
Maintaining strong relationships with a range of venues, party promoters and events to ensure messages
and products are promoted to targeted at-risk communities
Since its inception the Whytest website has seen a total of more 40,000 unique visitors and has been
copied, nationally and internationally.
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However, as nearly a third of men did not report having been tested for STIs other than HIV in the previous
year, one of the challenges remains to increase the number of gay men undergoing STI tests, particularly
HIV negative men.
This presentation will illustrate the education and community development work that has been
undertaken by STIGMA and its partners, the results and the challenges for the future.
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In 2007 and 2008 the South East Sydney Illawarra Health HIV/AIDS Related Programs (HARP) provided
funding to the Strategic Community Assistance to Refugee Families service (SCARF), to host sexual health
comic art workshops for newly arrived young refugee men and women to the Illawarra area.
The general aim of the project was to address the sexual health needs of young male and female refugees
in an engaging and accessible way that was sensitive to cultural, gender and language barriers. This was
done by hosting two half day sexual health comic art workshops (one for young women and one for
young men).
The workshop concept was initially only tentatively embraced by the refugee community due to crosscultural sensitivities around sexual health education. However time was taken to confer with health workers
and parents of the young people, to ensure the community became more comfortable. Because of this
consultation the workshops gained greater understanding and support from the targeted communities
and were ultimately seen as a huge success.
Workshops began with an information session on relationships and sexual health. Supported by
interpreters the HARP worker aimed to engage the young people in a manner were they felt comfortable to
ask questions and instigate relevant group discussions (indicating an enabling process around discussing
and making informed choices).
From this session the groups then identified their own themes and key points relevant to them. The groups
took these ideas to start a creative process facilitated by a low literacy specific comic artist, the young
people expressed words, images, design concepts and sketches. This was powerful not only through its
engagement process, but as an end resource for low literacy youth to access information in a relevant and
culturally identifiable way (A3 poster and postcard).
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Lesbian, Gay, Bisexual and Transgender ‘LGBT’ communities have mobilised on HIV/AIDS issues in
Australia since the first case was reported in 1982. While this process has contributed to the growth of
LGBT communities, it has also meant that many broader health issues, including sexual health, for these
communities have not yet been systematically addressed.
ACON formed as the Sydney LGBT community responded to HIV and has evolved into a broad LGBT
health organisation. Examples of ACON’s successful initiatives in lesbian sexual health include resource
development, social marketing, peer education, and the development of an evidence base through
research partnerships. This work has laid the foundations for developing a large scale social inclusion
agenda in the field of sexual health aimed at defining and building competency around sexual diversity in
health promotion and clinical settings.
Building on this organisational framework, ACON has developed a specific strategy, Turning Point, which
holistically addresses the sexual health and other health needs of lesbians.
Turning Point is the first strategy of its kind in the world. It demonstrates the possibilities of organisations
that have strong HIV agendas also addressing broader sexuality and health issues through an LGBT
framework, including sexual health issues that are particular to specific populations such as lesbians.
LGBT communities need not be constrained by the traditional emphasis on HIV/AIDS as the primary health
issue for their communities. It may be possible to prioritise the sexual health of the LGBT community more
broadly by building on the community’s response to HIV/AIDS. This can also include health and social
issues that are neglected by an HIV/AIDS-only framework.
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Long-standing high rates of bacterial sexually transmitted infections, low levels of sexual health
knowledge, low levels of personal risk perception, high levels of social apathy, inadequate condom
distribution infrastructure, and the virtual absence of curriculum-based sexual health education in
schools provides compelling evidence of sexual health disadvantage among young people in remote
Far North Queensland Indigenous communities. World Health Organisation global best practice studies
in sexual health promotion and HIV prevention suggest that investment in health promotion strategies is
critical to addressing underlying societal factors influencing sexual health risk. The Sexual Health Program
within Tropical Population Health Services of Queensland Health has strengthened its capacity in sexual
health promotion and committed significant investment toward community-driven strategies to target
underlying sexual health risk, including schools-centred, curriculum-based sexual health education,
population-wide communications campaigns and youth-focused condom social marketing. This paper
reports on the challenges, constraints and occasional successes of those health promotion efforts
over the past three years, to address factors underlying sexual health risk by placing the demonstrated
sexual health disadvantage of young people squarely on the remote Far North Queensland Indigenous
community social and political agenda.

A partnership between Canberra Sexual Health Centre and Sexual Health and Family Planning ACT
enabled the SHLiRP research project (2002-2003) to continue as a government funded program. Senior
secondary students are offered education/health promotion sessions and STI and BBV screening.
SHLiRP was conducted 8 times in 2004 – 2008 and 1507/~5,500 (27%) students (890 girls and 617 boys)
aged 15-20 years attended for consultations, 60-82% attending education sessions. 1153/1507 (77%)
reported ever having sexual intercourse and 1093 (95%) of these reported being currently sexually active.
57/353 (16%) not having had sexual intercourse reported having oral sex; 81 (7%) students (42 males,
39 females) reporting having anal sex; 10/617 (2%) males and 13/890 (1.5%) females reported same sex
relationships and 24/1507 (1.6%) reported having both male and female partners; median number of
partners in the past 6 months was 1 (range 0 - 15). 668/1093 (61%) sexually active students reported
“never” or “sometimes” using condoms. 1140 students reported drinking alcohol with 513 (45%) of these
reporting unsafe levels of alcohol use; 360 (24%) smoked tobacco. 1144 students (79%) were screened
for chlamydia, 14 (1.2%) of these tested positive and received treatment; 2/519 (0.4%) tested positive for
hepatitis B and 457 (30.3%) demonstrated immunity to the infection. No student tested positive for HIV or
hepatitis C; 3 were tested for syphilis, all were negative. 65 students were referred for further sexual and/or
reproductive health care including vaccination (19), sexual assault care (5), counselling (2) and for general
health care (4).
SHLiRP, a sustainable outreach program, allows for the concomitant collection of biological and behavioural
data and offers young people the opportunity to engage with clinicians and health promotion staff to
receive information, screening, clinical care and appropriate referral to other agencies. Unsafe drinking,
smoking and inconsistent condom use remain common among this population.
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Although hepatitis B vaccine is readily available in Australia, the incidence of notifications of hepatitis
B infection was still 0.9 per 100,000 population in 2008. We determined the prevalence of hepatitis B
seroprotection in clusters of senior high school students in the ACT from 2002 to 2008. Data were obtained
during the Sexual Health, Lifestyles and Relationships Program (SHLiRP) where students are offered
education/health promotion sessions and STI and BBV screening. Blood samples were collected from
consenting students and hepatitis B antibodies (HBsAb) determined. Students with an HBsAb titre of 10
mIU/mL or more were considered to have life-long immunity to hepatitis B.
2314 students (median age 17.4 years, range 15 – 20 years) attended a sexual health consultation during
the 7-year period. Of these 1162 (50.2%) provided sera for HBsAb testing (696 females and 466 males) and
2 students tested positive for hepatitis B.
The first cohort of students offered hepatitis B vaccination in year 6 during the mass vaccination campaign
commenced in the ACT in 1998 reached year 12 in 2004. Although the results of this audit demonstrate a
trend (y = 3.325x + 35.27) to increasing immunity to hepatitis B in senior high school students that is likely
to be attributable to the introduction of the hepatitis B vaccine into the Australian Standard Vaccination
Schedule, rates of students with no demonstrable immunity remain unsatisfactory.

The Sexual Health Week campaign has been annually implemented in September since 2005. It aims to
increase awareness of sexual health among young people with a focus on those who are marginalised.
In 2008, the campaign expanded its funding and included extensive strategies to implement health
promotion activities throughout the Greater Sydney region.
Evidence showed chlamydia was one of the sexual health issues affecting young people and was
prioritised to be a focus of the campaign in 2008 within a broader theme of STI prevention and testing. The
slogan was “Check It Out” which aimed to encourage young people to access sexual health information
and services.
This multi-strategic campaign was developed by a range of local government health services and
non-government organisations. The project showcases the importance of collaborative partnership in
developing and implementing a co-ordinated sexual health intervention that can address a particular
health issue at local level across a greater geographical area.
Various strategies included a community grants scheme, development of promotional resources and
distribution, trivia nights at local pubs, universities and TAFE. New initiatives included targeted media
strategies, online advertising and general practitioner engagement and resources.
The number of community grants allocated, resources available, resource distribution and media coverage
were significantly increased in comparison to the campaign from the previous year.
This paper will outline the process of health promotion strategies and how they were implemented by the
different working groups which focused on resources, community grants, media and general practitioners.
In addition, the findings of the evaluation and recommendations from the campaign will be described.
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The Western Australian Aboriginal Sexual Health Team was established in 2005, utilising the ‘8 way model’
approach to provide a comprehensive sexual health service. The Kimberley team consists of 6 members,
with an equal number employed by Aboriginal Community Controlled Health Services (ACCHS) and
Western Australia Country Health Services (WACHS) sites.
The Kimberley has a history of a positive working relationship in the Sexual Health program, between
ACCHS and WACHS sites, which is a necessity considering the equal amount of health services provided
by the two across the Kimberley, and the unacceptably high rates of STI’s. Regional decisions on STI
management and protocols are decided between the Kimberley Public Health Unit and Kimberley
Aboriginal Medical Services Council. Annual STI workshop updates are provided by KPHU, with an input
from KAMSC and other ACCHS. Sites are also kept in touch with the Kimberley Sexual Health Network.
The STI rates in the Kimberley are an ongoing challenge to find solutions to decrease the burden of disease
that the Aboriginal population endure. A solid working relationship between the two main health service
providers in Population Health, ACCHS and WACHS, is essential to try to make an impact in this area.
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Mobile phone text messages (SMS) are a promising method of health promotion to young people as
they are popular, fast, and low-cost. Studies of SMS in health promotion have demonstrated success, but
have been small-scale and applied to few behaviours. For SMS to be up-scaled into mainstream health
promotion strategies, a simple and cost-effective method of obtaining phone numbers and consent is
required.
The S5 Project (SMS for Safer Sex and Sun Safety) is a randomised controlled trial targeting Victorians aged
16-29 who receive mobile advertising from a telecommunications provider popular with young people.
Those eligible were randomised to receive periodic SMS and MMS (multimedia SMS) about either safer sex
or sun safety. Messages were pre-tested in focus groups of young people. A website for mobile phones
(WAP site) was developed to host baseline and follow up surveys to determine changes in knowledge
and behaviour; the surveys were advertised by SMS and banner advertising on the home WAP site of the
telecommunications provider.
At baseline 7603 individuals were receiving mobile advertising. Five percent of baseline survey banner
advertisements resulted in a click through to the WAP site, and 631 individuals (8.3%) completed
the baseline survey in December 2008. Although the baseline survey response rate was low by
epidemiological standards, the S5 project achieved one of the highest banner and survey response rates
ever recorded by the telecommunications provider. Six SMS and two MMS were sent to each group
from December 2008 until April 2009. The follow up survey opened in late April 2009. Working with a
commercial telecommunications provider raised many challenges, including the provider censoring safer
sex messages, reducing SMS length and delaying project broadcasts, all of which may have impacted on
the project’s success. These factors need to be considered when developing future large-scale SMS health
promotion projects.
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Chlamydia is the most commonly notified disease in Australia. Prevention strategies should be targeted
to high risk populations and behaviours and informed by strong epidemiological evidence. We assessed
prevalence and predictors of chlamydia infection in clients tested for chlamydia at eleven clinics in Victoria,
Australia.
Data from April 2006 to June 2008 from the chlamydia network of the Victorian Primary Care Network
for Sentinel Surveillance on BBVs and STIs was analysed. Clinics included family planning, sexual health
and other clinics servicing individuals potentially at high infection risk. Demographic and brief sexual
behaviour information were collected from all clients undergoing routine chlamydia testing and matched
to laboratory results. Logistic regression was used to assess predictors of chlamydia infection in females,
heterosexual males, and men who have sex with men (MSM).
Over 27 months, 38,197 questionnaires were completed (11,762 in females, 9,552 in males, 9,616 in MSM).
Chlamydia prevalence was 4.9% (95%CI 4.5-5.3) in females (6.9% amongst 16-24 year olds), 7.4% (95%CI
6.9-7.9) in heterosexual males (10.7% amongst 16-24 year olds) and 5.7% (95%CI 5.3-6.2) in MSM. Predictors
of infection for females and heterosexual males included being aged 16 to 24, born overseas, multiple
partners in the past year, inconsistent condom use with any sexual partner/s. Additional predictors
included a new sexual partner (females only) and being of Indigenous origin and STI symptoms (males
only). Predictors among MSM included being HIV positive and reporting six or more anal sex partners in
the past six months.
This analysis highlights the need for health promotion campaigns targeting young heterosexuals about
the risk of chlamydia associated with unprotected sex with any sexual partner; regular, casual and new.
For MSM, this analysis reinforces the importance of regular STI screening as recommended by the STIGMA
guidelines for those reporting high risk behaviour/s such as multiple partners.

In Victoria, the overall rate of HIV diagnoses and sexually transmissible infections (STIs) remains unacceptably
high in men who have sex with men (MSM) compared to other population groups. Prevention strategies
and clinical guidelines should be informed by local social and epidemiological research including risk
factors for infection. We describe findings from the first longitudinal system in Victoria able to provide
predictors of HIV/STI infection in Melbourne MSM.
We analysed data from April 2006 to June 2008 from the Victorian Primary Care Network for Sentinel
Surveillance for BBVs and STIs which includes four large primary care clinics with a large MSM clientele.
Demographic and risk behaviour information were collected from MSM using a brief questionnaire
completed at the time of routine HIV/STI testing and findings were linked to laboratory results. Predictors
of infection were estimated using multivariate logistic regression.
In just over two years, 9,067 HIV, 10,137 syphilis and 9,202 chlamydia surveys in MSM from the four sites
were received and matched to a test. The overall proportion positive for HIV was 1.9% (95% CI 1.6-2.2), for
infectious syphilis was 2.1% (95% CI 1.9-2.4) and for chlamydia was 5.7% (95% CI 5.3-6.2). HIV diagnoses
were significantly associated with being aged 30-39 and 40-49, born overseas, history of injecting drug
use, a previous HIV test over a year ago, a seroconversion illness and having a current HIV positive regular
partner. Being HIV positive and reporting STI symptoms were among the predictors of syphilis and
chlamydia infection.
This new surveillance mechanism has provided HIV/STI diagnosis rates and risk factors among the highest
risk population in Victoria. The findings highlight the need for continued focus on STI prevention in HIV
positive MSM and the risk of HIV transmission in MSM with HIV positive partners to be considered in
ongoing health promotions campaigns.
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A sexual behaviour diary is a data collection device designed to reduce recall bias; participants are asked
to record their sexual behaviour on a regular basis. Collection of sexual behaviour diaries via mobile
phone text messaging (SMS) has not been trialled previously. This randomised controlled trial compared
response rate, timeliness, completeness of data, and acceptability for SMS, paper and online diaries. The
correlation between behaviour reported in all three types of diaries and data collected in a retrospective
questionnaire was also determined.
Potential participants were randomised into one of three groups and recruited by telephone. Participants
completed weekly sexual behaviour diaries for three months by SMS, online, or paper (by post). After
the three months of diary collection, a retrospective online survey was conducted both as an alternative
method of collecting sexual behaviour data and as a means to assess the acceptability of the diary
collection method.
Seventy-two participants were enrolled in the study, 24 to each group, and 65 participants completed
the end point retrospective questionnaire. Online diaries were more likely to be submitted late than SMS
diaries (p<0.01). Diaries submitted online were less likely to contain incomplete information about a sexual
partner than SMS (p<0.01) and paper diaries (p=0.03). Participants were more likely to report being unsure
of how to complete the diaries if they completed diaries by SMS compared to online (p=0.05). Online data
collection was the preferred mode for 51%. The correlation between the diary and questionnaire on sexual
risk classification was substantial (kappa=0.74) regardless of diary mode.
SMS is a convenient and timely method of collecting brief behavioural data, but online data collection
was preferable to most participants and more likely to be complete. Data collected in weekly self-reported
diaries were found to agree with data collected through retrospective questionnaires.
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Since 2000, there has been a dramatic increase in syphilis notifications in Victoria, almost exclusively
among men who have sex with men (MSM). Evidence from several surveillance systems has suggested
that there are high rates of syphilis re-infection and HIV co-infection among MSM, but to date these have
not been examined at a state-wide level. In response to this, from 2009 the HIV status and syphilis reinfection status has been collected for all cases of infectious syphilis notified to the Victorian Government
Department of Human Services (DHS).
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Data for all cases of infectious syphilis notified to DHS between January and April were extracted to
estimate the proportions of syphilis re-infection, HIV co-infection and risk factors.

Higgins N1, Fielding JE1, Barlow RM1,
Carter TR1, Hamilton AT1, Stone K1,
Hatch BA, Leslie DE2, McBryde ES3 1

A total of 119 cases of infectious syphilis were notified in the reporting period, of which 115 were in males
and 97 were MSM. Overall, 44% were HIV positive (48% in MSM). Thirty-nine percent of the HIV positive
MSM had a previous episode of syphilis infection compared to 15% of the HIV negative MSM (p<0.01).
The data also indicated that the majority of the syphilis infections diagnosed in HIV positive people were
tested because of the diagnosing doctors’ suggestion. Syphilis in HIV negative people were mostly tested
because they presented with clinical symptoms or patient requested for a test.
The results suggest that syphilis transmission among a pool of HIV positive MSM is making a considerable
contribution to the syphilis epidemic in Victoria. It also suggests that HIV is the harbinger of increasing rate
of syphilis notifications in Victoria. While efforts have already been made to address the syphilis epidemic
in MSM in Victoria, consideration should be given to the development of strategy specifically targeting
syphilis among HIV positive MSM.
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We present the results of an analysis of computerised client records at Melbourne Sexual Health Centre.
This analysis aimed to determine whether chlamydia positivity among female clients has changed over
time after adjusting for demographic, clinical and sexual risk factors associated with chlamydia infection.
Computerised records for all heterosexually active female clients who attended the clinic for the first time
between 2003 and 2007 and were tested for chlamydia, were included in the analysis. Chlamydia diagnostic
methods were constant during this time. Chlamydia positivity estimates and 95% confidence intervals
were calculated and logistic regression was used to assess any possible change in chlamydia positivity
over time adjusting for demographic, clinical and sexual risk factors. National chlamydia surveillance and
testing data and antibiotic utilisation data were also analysed and any trends over time evaluated using
linear regression.
The average age of the 10,498 women tested was 27.7 years (median 25.7 years, range 12.2 to 80.7 years).
The overall prevalence of chlamydia among female clients during the study period was 5.9% (95%CI: 5.5%,
6.4%). Chlamydia positivity increased each year from 4.2% in 2003 to 6.7% in 2007 (p<0.01). After adjusting
for other factors, chlamydia positivity increased on average 13% per year (OR=1.13; 95%CI: 1.06, 1.20).
The average daily defined dose of antibiotics effective against chlamydia declined significantly between
1992 and 2002 (from 20.2 to 12.6 per 1000 population; p<0.01) at a time when chlamydia positivity across
Australia was increasing (from 9.4% to 10.7%; =0.06).
These data suggest that the true prevalence of chlamydia in Australia is rising. One possible and biologically
plausible explanation for this, is that fewer antibiotics are being prescribed that would inadvertently treat
asymptomatic chlamydia infection.
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Mind the Gap! (MTG!) Is a three-tier community engagement and capacity building program focusing on
primary prevention of HIV and sexually transmitted infections (STIs) among young gay, lesbian, bisexual,
transgender, queer and intersex (GLBTQI) people aged under 25 and their friends in rural and regional
Victoria, funded by the Department of Human Services for three years. (2009 – 2011)
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These strategies will appeal to the wider community while also providing targeted information, capacity
building and resources to GLBTQI youth and health care providers.

Family Planning Victoria, Melbourne,
Victoria1
Burnett Institute, Melbourne,
Victoria2

The title, ‘Mind the Gap!’ was chosen to reflect the Federal indigenous health initiative, and highlight the
health inequities that also exist between GLBTQI and mainstream communities. Young GLBTQI people,
whether indigenous or not, living outside the metropolitan area are especially vulnerable to social exclusion
and disconnection from family and community networks, which can have profound negative effects on
self-esteem, mental health, risk taking behaviour and general well-being.

The three tiers are:
Sexual Health and Diversity Enterprise (SHADE)
Mind the Gap! social networking site
Q & A - Emerging Young Leaders Programme

To reduce the number of people living with HIV in Victoria, MTG! aims to intervene in the social determinants
causing gay men in particular to progress through the STI lexicon from Chlamydia at 20, Gonorrhoea at
30, Syphilis at 35 to HIV at 40. The objective is to ‘short-circuit’ the spiral of unhealthy behaviours that lead
many young GLBTQI people to engage in risk behaviours for HIV and other STIs by developing safe and
supportive community and healthcare environments, positive community role models, and better skills in
negotiating safe practices.
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Female SWs are often identified as being at high risk for acquiring and transmitting sexually transmitted
infections (STIs) and may also act as ‘core group’ for the transmission of these infections in the community.
Epidemiological studies have suggested that female SWs are at increased risk for the acquisition of HPV
infections and the development of cervical cancer. However there are limited recent data about cervical
abnormalities in CSWs in Sydney.
We therefore performed a retrospective descriptive case note review to evaluate the difference of Pap
smear abnormalities and STI prevalence in SWs and other female patients attending the PSHC.
Self identified female SWs and non-SW controls who had their 1st visit to PSHC and Pap smear any time in
the period between 1st January 2004 and 31st December 2008 were identified from the clinic database
and information from their notes was retrieved. Two controls for each SW were selected. Data about
cervical abnormalities STIs and behavioural information was retrieved and recorded on a secure database.
A total of 753 women were included in the analysis where 251 were female SWs and 502 were controls. 132
(52.6%) SWs were born overseas whereas 330 (65.7%) controls born in Australia. SWs were comparatively
older in age, more likely to be a smoker and the age distribution and rate of smoking in two groups was
significantly different. STIs including Chlamydia, Pelvic Inflammatory Diseases, Genital warts, Genital
herpes, Syphilis and Trichomonas were more prevalent in SWs but the rates did not reach statistical
significance. Reported Pap smear changes were common in both groups with significantly higher rates of
inflammation, human papilloma virus infection and mild atypia in SWs (8% vs. 1%, P=0.001).
Data concerning risk factors for STIs and abnormal Pap smears will be presented.

Safer Sex in the Sticks was developed to provide a broad community approach to reducing the transmission
of Sexually Transmitted Infections (STI’s) in young people in the Swan Hill region. Young people aged 1525 were the main target group. Secondary targets included agencies, recreational and entertainment
facilities and other service providers that come into contact with young people who could assist with
promoting STI prevention messages. The project aim was addressed through the implementation of three
complementary objectives: 1) raising awareness of STI’s, particularly Chlamydia, 2) increasing access to, and
use of, condoms, 3) improving access for young people to sexual health education and testing.
An online survey of young people (13-25yrs) was used to guide the marketing campaign. Chlamydia
awareness posters developed by local young people, radio ads, and promotional condom wallets were the
main marketing mediums. Following community consultation condom vending machines were installed
in 2 public toilets. Free condoms were distributed from Swan Hill District Health (SHDH) Health Promotion
department along with free Chlamydia testing for under 25’s. STI training and education workshops were
provided by Family Planning Victoria (FPV) for teachers & local youth service providers plus a parent forum
on youth sexual health.
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A number of successes identified, include:
Consultation with young people throughout the project provided assisted with the uptake of key
messages and strategies
Increase in number of Chlamydia tests processed through the SHDH pathology department
Engagement of local council for support through location of condom vending machines in public toilets
Youth Service Providers and teacher engagement through the education process, built partnership with
other project objectives.
The main challenges throughout the project were engaging parents and creating awareness without
creating controversy. Improved engagement with GP’s and Emergency Department-referral card system
was introduced late in the project and this could have further enhanced the project outcomes with a
longer implementation period.
Safer Sex in the Sticks received a Gold Award at the 2008 Victorian Public Healthcare Awards.
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This study evaluated the impact of an internet-based intervention on chlamydia testing among Australian
young people. A website about chlamydia was developed and housed an online questionnaire. Email
address, demographic information, sexual history, drug and alcohol history, and responses to chlamydia
knowledge and attitudes questions were collected. Those eligible (16 - 25, residing in Australia, sexually
active) were randomised into Intervention and Control groups on a 1: 2 ratio. Those in the Intervention
group received personalised emails from a nurse or doctor, inviting email-based discussion about
chlamydia testing; those in the Control group received impersonal monthly email reminders. After 6
months, participants were asked to complete a second questionnaire. Self-reported chlamydia testing
during the 6 month trial period, changes in condom use, knowledge about and attitudes towards
Kang M1, Rochford A1, Skinner R2,
Mindel A3, Webb M4 and Usherwood T1. Chlamydia and testing were measured. Data were analysed using chi-square. Seven hundred and four
young people (78.0% female) were enrolled over 9 months. Within the intervention group, 40.6% became
engaged in email interactions. The remainder in the Intervention group and all in the Control group did
Department of General Practice at
Westmead Hospital, University of Sydney, not engage via email. 312 participants (44.3%) completed the follow up questionnaire. At follow up, 40.6%
Sydney, NSW, Australia1
in the Intervention group and 31.0% in the Control group reported having had a chlamydia test in the
School of Paediatrics and Child Health,
preceding 6 months (p = 0.127). At follow up, 52.5% of “engaged” Intervention participants compared
University of Sydney, Sydney, NSW,
with 20.0% of “non-engaged” Intervention participants and 31.0% in the Control group reported chlamydia
Australia2
Sexually Transmitted Infections Research testing in the past 6 months (p =0.001). The proportion of young people using condoms mostly or always
Centre, University of Sydney, Sydney,
increased from 20.7% to 31.4% (p <0.0001). There were non-significant improvements in most knowledge
NSW, Australia3
questions and significant improvements in several attitudes towards Chlamydia testing. Engagement with
Inspire Foundation, Sydney, NSW,
a health professional via the internet leads to a greater likelihood of seeking chlamydia testing compared
Australia4
with no engagement.
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This presentation discusses the protocol design, background literature and some preliminary findings of “a
study of Chlamydia trachomatis: sexual risk behaviour, infection and prevention in the Australian Defence
Force”.
A prevalence study of C. trachomatis infection across the three services of the Australian Defence Force
has not previously been undertaken. This study will be the first on a national scale to assess the prevalence
of Chlamydia in 18-29 year olds in the Royal Australian Navy and additionally to obtain data on sexual
behaviour and risk of STIs. In 2008 testing of screening and surveying methodologies were conducted
at health sites in the Royal Australian Navy across Australia, including focus testing at HMAS Coonawarra,
Darwin.
Throughout 2009, a target to recruit 1000 personnel has been set and volunteers have been recruited at
health sites during their appointment for their annual health assessment (AHA). A urine sample is collected
for Chlamydia testing and the self administered survey asks for demographic information and sexual risk
behaviour information. This includes: information about place and type of last sexual activity; partners
involved in sexual activity and about risk taking behaviour.
The outcomes of this study will be used to develop evidence based policies and procedures for the
Australian Defence Force for monitoring prevalence of C. trachomatis infection in the ADF and for future
training of health personnel in sexual health screening and information gathering. These will take the form
of recommended ADF policy and constitute a formal outcome of this project.
The literature review has examined the history and epidemiology of Sexually Transmissible Infections (STIs)
in the Australian Defence Forces and overseas Defence Forces in comparison with the civilian community;
the effect of untreated C. trachomatis infection; risk behaviours for STIs; and Sexual Health Policies and
Directives in Defence Forces in Australia and Overseas.
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There has been a sustained increase in notifications of gonorrhoea since a nadir in 1990. We reviewed data
from multiple sources; including routine national surveillance data, laboratory surveillance data, and other
published studies to provide a current overview of gonorrhoea epidemiology in Australia.
Nationally, gonorrhoea notifications increased from11.2 cases per 100 000 in 1990 to 36.6 per 100 000 in
2007, quadrupling in New South Wales and Victoria over this period. The Northern Territory had 20 times
the national rate, similar to previous years. For the period 2003 – 2007, the highest rates of notification were
found in remote areas of Australia (625 per 100 0000). In NSW and Victoria the highest rates were in men in
major urban centres (51 per 100 000). The M:F sex ratio differed between urban centres (5.8) and remote
regions (0.9). These notifications and published surveys indicate sustained gonorrhoea transmission in
remote Aboriginal and Torres Strait Islander communities and a resurgence of gonorrhoea among gay
men in Australia’s larger cities.
We found no evidence of sustained gonorrhoea transmission among urban heterosexuals, and very low
prevalence and incidence rates among female sex workers. Enhanced surveillance data from Victoria and
South Australia found that 13% and 7% of infections were due to acquisition outside Australia.
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Gonococcal infections in Australia are concentrated among Aboriginal and Torres Strait Islander people
living in remote areas and gay men in urban centres.

Our aim was to assess variation by clinical setting in testing and detection for genital Chlamydia trachomatis
within the Waikato district, New Zealand. Waikato District Health Board (DHB) on the North Island has about
340,000 population, of whom approximately 20% are Māori compared with 15% nationally.
We undertook a retrospective study of all Chlamydia trachomatis tests from within the Waikato DHB during
Feb-Oct 2008. Non-genital samples and same-day duplicates for any individual were excluded. New
Zealand 2006 census population data served as denominator data.
There were 21,104 Chlamydia tests carried out on Waikato residents during Feb-Oct 2008; of these, 10,847
(51.4%) tests were from 15-24 year olds. Based on tests, uptake amongst 15-24 year old Waikato residents
was 22.2%, 36.9% amongst females and 7.7% amongst males. Test uptake was similar amongst young
Māori and non-Māori but test positivity was double amongst Māori. Data on testing and detection by
different clinical settings and provider types, including by ethnicity, will be presented.
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Morgan JM and Bell AJ
Waikato Hospital, Hamilton, New
Zealand

Efforts to improve management of Chlamydia, including more targeted testing, require education and
training. High Chlamydia testing providers have differing learning needs from low testing providers.
Gaining a better understanding of current Waikato Chlamydia testing and detection patterns by different
clinical settings and provider type will help inform planned local implementation of National Chlamydia
primary care guidelines during late 2009.
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In New Zealand, while there is surveillance of sexually transmitted infections (STIs) diagnosed at Sexual
Health Clinics (SHC) it does not include information on sexual behaviour. Unlinked anonymous surveys of
HIV prevalence among attenders having blood tested for syphilis and/or hepatitis B serology at SHCs have
been undertaken on three occasions. As information on demographics, the gender of sex partners and
diagnosed STIs were collected, this allowed evaluation of STIs by sexual behaviour.
STI prevalence among the 5722 participants in the 2005/6 survey was described by gender, sexual
behaviour, and age. 49.5% were heterosexual males, 10.2% men who had sex with men (MSM), 38.0%
heterosexual women and 2.3% women who had sex with women (WSW). 58.5% were under the age of
30; however MSM had a significantly older age distribution. Overall 53.9% were diagnosed with at least
one STI. Chlamydia and genital warts were the commonest diagnosed STIs and were more common
among heterosexual men and women. Gonorrhoea was the most prevalent in MSM, and the commonest
STI in this group, among whom rectal gonorrhoea was diagnosed in 3.1%.
Heterosexual
men
MSM
Heterosexual
women
WSW

Chlamydia

Genital warts

Genital herpes

Gonorrhoea

Syphilis

12.4%

10.9%

2.2%

2.4%

0.9%

7.3%

6.1%

1.5%

8.8%

1.2%

11.3%

10.0%

2.1%

1.6%

0.6%

9.0%

7.2%

3.1%

1.3%

0.0%

Given this sample of SHC attenders, those having serological testing, care needs to be taken in generalising
the results to all SHC attenders, in particular MSM at less risk might be more likely to have serological
testing. However, there are significant differences in patterns of STIs by sexual behaviour, with gonorrhoea
being the most commonly diagnosed among MSM.
Consideration needs to be given to collecting information in sexual behaviour in routine surveillance, and
collecting specific data on rectal gonorrhoea as an indicator of HIV risk.
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The Culturally and Linguistically Diverse (CALD) Gay Men’s Working Group is a collaboration between Area
Health Services across Sydney, MHAHS, and ACON. The purpose is to develop and implement projects
targeting high priority CALD populations to reduce HIV and STI transmission. This presentation describes
the implementation and evaluation of the ‘Sexo Latino. Sexo Caliente. Sexo Seguro.’ campaign, a safe sex
campaign for Spanish-speaking gay men (SSGM).
Advertisements developed with community input were placed in two gay newspapers over 11 weeks
commencing in late October 2008. Poster versions of the advertisements were also placed in a number of
SOPVs. The messages focused on sero-sorting, HIV and STI testing and condom use. A media release was
distributed to three Spanish speaking newspapers. Two newspapers published stories based on the media
release. In addition, key S100 prescribers and sexual health clinics were alerted to the campaign and the
potential to utilise the campaign to offer STI and HIV testing to relevant clients.
A key outcome of the project and engagement with SSGM is the development of a social support group
which has had an initial meeting to plan future activities.
The evaluation of the campaign is underway. Numbers of SSGM attending sexual health clinics requesting
HIV and STI testing is being compiled. Involvement from SSGM in the development and formulation of
the messages for the campaign increased the cultural appropriateness and acceptance of the campaign
among SSGM. A more flexible response to the structure and format of the support group activities needs
to be employed to maintain the momentum of community involvement.
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Lymphogranuloma venereum (LGV), caused by L1-L3 invasive serovars of Chlamydia trachomatis, has
been shown to be an important sexually transmitted infection (STI) among men who have sex with men
(MSM) mainly in Europe and North America. There are no published estimates of LGV prevalence among
non-clinical samples of MSM. We performed LGV detection on chlamydia-positive samples from two
community-based cohort studies of HIV-infected and -uninfected MSM in Sydney, Australia.
Participants were offered STI screening at annual face-to-face interviews, including testing of urine, anal
and pharyngeal samples for C. trachomatis by strand displacement amplification (SDA). The omp1 gene
nucleotide sequencing (encoding for MOMP) was used for serovar determination on all chlamydia-positive
samples from January 2005 until study completion in June 2007.
A total of 2082 (90.2% of eligible visits in HIV-uninfected participants) and 521 (70.8% of eligible visits in
HIV-infected participants) SDA chlamydia tests were performed. Among HIV-uninfected and HIV-infected
participants, C. trachomatis was identified on 34 and 13 anal; 9 and 3 urine; and 3 and 2 pharyngeal samples.
Current anal symptoms were reported at fewer than 4% of visits. Only one LGV (L2b) was identified on an
anal swab in an HIV-infected participant with symptoms (incidence in HIV-infected cohort: 0.3 per 100 PY,
95% CI 0.008-1.7).
LGV was present at low rates among predominantly asymptomatic HIV-infected and uninfected MSM in
Sydney. We identified only one L2b-positive sample among 64 chlamydia infections. Our findings support
the assertion that most LGV is symptomatic. Routine LGV detection in asymptomatic MSM does not
appear to be justified.

The pilot project’s aim was to improve access to the Emergency Contraceptive Pill (ECP) in the Auckland
District Health Board (ADHB) area.
The project provided a free ECP service through community pharmacies together with a pamphlet
detailing how the ECP should be taken, how to get information on other methods of contraception, where
to go regarding sexually transmitted infections and how to seek help if the sex was non-consensual. In
addition, a supply of condoms was provided to each person receiving the ECP.
The contract budget was $300k and it was anticipated that the pilot project would last approximately six
months, from October 1 2008 to March 31 2009.
The project reached women in most ethnicities and in similar proportions to the ethnic make up of the
region’s population as a whole. Women under the age of 30 were the predominant participants.
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It appears from early data that the ECP is being used as intended by the majority of people. The project
has also been able to heighten awareness around contraception and services available where sex has
been non-consensual. The information pamphlets will continue to be provided to pharmacies after the
completion of the project. Statistics on the impact of this pilot service on teen pregnancies are unavailable
at this stage.
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The prevalence of Trichomonas vaginalis (TV) in Australia has declined over the past 30 years, however
rates in Indigenous communities have remained high. We assessed the prevalence of TV in women
presenting to the Cairns Sexual Health Service (CSHS) in order to inform the decision as to whether or not
TV should be included as part of our routine screening.
Routinely collected data from all women undergoing sexual health screening at the clinic between 1st
March and 31st December 2008 was collated and analysed.

Downing SG1 and Russell DB1 DoyleAdams S1
(on behalf of the Cairns Sexual Health
Service clinicians)

Screening, using first void urine PCR testing, was conducted on 549 women. Twenty four women, 4.4%
(95% CI: 2.5, 6.1), were diagnosed with TV. The highest prevalence of TV was seen in Aboriginal and/or
Torres Strait Islander women (17.9%), overseas visitors (6.0%), those aged < 16 years (7.1%) and those 35
years or above (9.0%). Five women with TV had concurrent infections; three with Chlamydia trachomatis
(CT), one with Neisseria gonorrhoea (NG) and one with both CT and NG.

Cairns Sexual Health Service, Cairns,
Queensland, Australia1

The high prevalence of TV in women presenting to CSHS supports the decision to include TV in routine
screening.
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The NSW Sexual Health Infoline (SHIL) is a confidential and anonymous telephone information service.
The aims are to promote the sexual health of the community and facilitate efficient use of public funded
sexual health services (PFSHS). This study was performed to review the service priorities identified in the
NSW Sexually Transmissible Infection (STI) Strategy (2006-2009). A detailed caller information data base was
developed in June 2008.

Ewing ML 1, 2 , Knight V 2, Ryder N 2 ,
McNulty A2,3, Bourne C1, 2,3

SHIL calls from the NSW general public from 1/6/08 to 31/3/09 were analysed using the following variables:
caller demographics, STI priority group, call content and referrals.

New South Wales Sexually
Transmissible Infections Programs
Unit, Sydney, NSW, Australia1
Sydney Sexual Health Centre, Sydney,
NSW, Australia2
School of Public Health and
Community Medicine, University of
NSW, Australia3.

Three thousand, four hundred and ninety nine calls were received of whom 1% identified as Aboriginal
and/or Torres Strait Islander. Seventy two percent of calls were from metropolitan Sydney and 15% from
rural/remote NSW. Callers were mostly male (59%), heterosexual (84%) and aged 25-39 years (48.5%). Callers
were identified in one or more STI priority group: 27% were young; 24% heterosexuals with recent partner
change; 16% had genital symptoms; 12% men who have sex with men; 3% sex workers; 1% injecting drug
users; 0.4% people living with HIV/AIDS. Seventeen percent of callers were not in a priority group. The three
main reasons for calling was related to STI testing (37%), non STI related issues, such as sexual dysfunction
(18%) and Herpes Simplex Virus (16%). As well as providing verbal, printed or web based information, 1/3
of callers were referred to a PFSHS and/or 1/3 to a General Practitioner.
Calls from the general public, particularly from young people and heterosexuals with recent partner
change, are concerned mostly about STI risk and testing. Phone triage, information provision and referral
to GP to those considered a low priority is occurring. For those considered at high risk facilitating referral
to PFSHS is appropriate.
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PEOPLE’S SEXUAL
This project sought to understand how NSW sexual health clinics are addressing youth as a priority HEALTH NEEDS IN NSW
population and to enable the NSW STI Programs Unit (STIPU) to better support the reorientation of PFSHS. PUBLICLY FUNDED
SEXUAL HEALTH
In 2008, STIPU commissioned the Young People and Sexual Health Background Paper accompanied by an SERVICES
Young people are identified within the NSW STI (Sexually Transmissible Infections) Strategy as a priority
population. Responding effectively is a challenge for sexual health services due to the large population of
young people, the growing chlamydia epidemic and the limited capacity of publicly funded sexual health
services (PFSHS).

online forum. It found that there is generally a consistent understanding of youth sexual health needs even
though PFSHS operate under a range of service delivery models
PFSHS with larger populations of sex workers, men who have sex with men and Aboriginals are under
greater pressure to prioritise access. These PFSHS have narrowed the definition of youth as a priority group
and offer a mix of clinical services that cater primarily to vulnerable and marginalised young people. Most
PFSHS are building capacity and partnerships with general practice and other youth services, because they
recognise that youth sexual health needs are likely to be better met outside of PFSHS
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Holtmann M, Spina A, Poetschka N,
Bourne C and Moore S
New South Wales Sexually
Transmissible Infections Programs
Unit, Sydney, NSW, Australia1

PFSHS have limited capacity and need to:
set realistic service use targets
define their core business and articulate it clearly to staff, clients and stakeholders.
define the young people most at risk of STI in their local area and tailor services to them.
identify potential partner organisations and support them to take on sexual health clinical and other health
activities targeting high risk young people
support the clinical capacity of organisations, such as general practice, to service the majority of young
people who are at lower risk.

There is a mismatch between the sexual health issues commonly associated with the adolescent age group
and sexual health issues as perceived by adolescents. Better understanding of the sexual health concerns
of this target group would enhance communication and build rapport between health professionals and
adolescent patients.
A content analysis of 1000 systematic randomly selected (1 in 15) unsolicited emails submitted to the health
column of an Australian adolescent girls’ magazine was conducted over a 6 month period. The emails were
categorised into 3 main foci of concern: Context of Concern, Health Issue of Concern and Advice Sought
for Concern. Within the Health Issue of Concern, emails were further divided into 5 subcategories: sex,
body, relationships, mind and other. This paper focuses on a sub-sample of results specifically relevant to
sexual health.
The great majority of all emails (80%) expressed concerns about sex (32.9%) and their body (47.1%).
Concerns within the body and sex categories ranged enormously, but frequently expressed intimate
descriptions of anatomy, sexual practices (including masturbation) and relationships. The proportion
of concerns about sexual health issues commonly associated with this age group (such as pregnancy,
contraception and sexually transmitted infections) was relatively small.
A deeper understanding of the sexual health concerns and anxieties of adolescents will enable health
professionals to engage more effectively with this target group. By addressing issues other than just
pregnancy, contraception and sexually transmitted infections, the delivery of age appropriate sexual health
advice and services can improve.
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Department of Health Psychology,
University of Technology Sydney,
Sydney, NSW, Australia2
School of Public Health, University of
Sydney, Sydney, NSW, Australia3.
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DEVELOPING A
PHARMACY-BASED
CHLAMYDIA SCREENING
MODEL FOR THE
AUSTRALIAN HEALTH
CARE SETTING
Yow XL1, Gudka S1, Marshall L2 and
Clifford RM1
Pharmacy, University of Western
Australia, Perth, Australia1
Infectious Disease Department,
Fremantle Hospital, Perth, Australia2
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WHO ACCESSES
PHARMACY-BASED
EMERGENCY HORMONAL
CONTRACEPTION?
Gudka S1, Scook PJ1, Marshall L2 and
Clifford RM1
Pharmacy, University of Western
Australia, Perth, Australia1
Infectious Disease Department,
Fremantle Hospital, Perth, Australia2

Chlamydia trachomatis is the most common notifiable sexually transmitted infection in Australia. Although
pharmacy-based chlamydia screening has been implemented internationally, the same models cannot be
replicated directly into other countries.
Our objectives were to:
To review current international screening models; and to
Develop a practice models for pharmacy-based chlamydia screening within the Australian health care
setting.
From 24 chlamydia screening models identified, 10 fulfilled inclusion criteria and were reviewed. Five “core
requirements” were identified:Patient recruitment strategies;
Patient eligibility criteria;
Laboratory testing procedure (including type of specimen and transport of sample);
Arrangements for reporting results; and
Management of positive patients and their sexual partners.
A stakeholder meeting was conducted and the five “core requirements” were explored within the Australian
healthcare setting. An Emergency Contraception Mediated Pharmacy Access of Chlamydia Testing
(ECOMPACT) was developed. ECOMPACT has its own unique features (pharmacist initiated, emergency
contraception consumer, self-collected low vaginal swab, partnership with pathology and sexual health
physician). This model of pharmacy-based chlamydia screening will be piloted in Western Australia in
2008-09.
Emergency Hormonal Contraception (EHC) became available over-the-counter in Australia on the 1st
of January 2004.The Pharmaceutical Society of Western Australia in conjunction with Family Planning
Western Australia published supply protocols for pharmacists and an individual self –reported patient
checklist for pharmacists to use during all EHC consultations. Our aim was to review this checklist and
gather information about the typical pharmacy-based EHC consumer.
Following ethics approval, a retrospective review of EHC supply was undertaken. An invitation to
participate was sent to 62 randomly selected pharmacies in metropolitan Perth. The pharmacists were
asked to provide all completed EHC checklists from the period of 1st January 2007 to 1st January 2008.
All information from the checklist was de-identified and entered into a Microsoft database and analysed.
The mean age of the consumer was 25 ± 6.4 years. Use of condoms was stated as the usual source of
contraception by 60%, only 19% stated use of the contraceptive pill, and 9% stated they did not use any
contraception. However, when the reason for obtaining EHC was questioned, 33% stated they did not use
any contraception for that one episode, and 51% stated missed pill or condom breakage. Saturday, Sunday
and Monday were the days with the greatest demand for EHC and 77% of women accessed pharmacy
based supply within 24 hours of unprotected intercourse. Almost all (99.5%) of the consumers accessed
EHC within the 72 hour time-frame.
This research shows that the average consumer was in their early to mid-twenties. Almost all of them
accessed EHC in the 72 hour time-frame, and on days when there is a lack of other sexual health services.
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It is estimated that 13,000 – 20,000 Aboriginal and/or Torres Strait Islander people have been exposed to
the hepatitis C virus, with approximately 16,000 living with chronic hepatitis C. This represents 8% of the
total Australian population living with hepatitis C 1
Sydney South West Area Health Service and South Eastern Sydney Illawarra Health worked in partnership
over the last 12 months to provide a retreat for Aboriginal people living with hepatitis C, from 26-28
November 2008 at an Aboriginal Healing House in Picton, New South Wales.
The idea for the retreat came out of growing concerns regarding the level of hepatitis C infection in the
local Aboriginal community. The program was initiated and coordinated by a male and female Aboriginal
Sexual Health Worker in Sydney. Their objective was to identify a strategy that would enable crucial hepatitis
C treatment information to reach Aboriginal people living with hepatitis C in a way that was supportive
and informative and different from the usual ways of delivering information.
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McGowan AC, Prince R and Shaw MJ,
Health Promotion HARP Health
Promotion Team SSWAHS,
CAMPERDOWN, NSW

More than twenty community members attended over the 3 days. The retreat provided a safe and
culturally sensitive environment for participants. The program focussed on delivering hepatitis C treatment
information and education through a series of informal and participatory discussions with key specialists.
Some participants have progressed to hospital appointments for assessment for treatment.
This paper will discuss the process of:
developing and planning the retreat
developing and formalising partnerships
promoting the retreat among the local Aboriginal communities
program delivery and preliminary results
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SEX: TELLING IT LIKE IT
Resultantly, comprehensive sexual health education is vital – delivered in schools, the community and
IS – A PARENT AND TEEN
at home. To best to support our teens, we need to have strong, open relationships and a thorough
INSIGHT
understanding of their situation.
Statistics have shown us that young people are having sex, are often having unsafe sex and are dealing
with a number of sex misconceptions.

Marie Stopes International recently conducted research on 1,000 Australian parents and teens, exploring:

Michelson J1

the level of teenage engagement in sexual activities, and parents knowledge of activities;
the level of teen understanding of sexual and reproductive health; and
the role and importance of parents, schools, governments, the medical profession and NGOs in educating
and providing a sounding board for teens on issues of sexual and reproductive health.

1Marie Stopes International,
Melbourne Australia

The findings suggest significant room for improvement in STI knowledge levels generally amongst teens
and a need for stronger sex education and support programs in schools and the community for both
teenagers and their parents.
Session learning objectives include gaining an insight into:
areas of concern and confusion for teens with regard to sex and sexual health;
who teens feel they can/can’t turn to for sexual health related advice and information;
the role that the school system and parents are currently playing in educating young people about sexual
health issues; and
the differences between what parents see/perceive and what is reality with their own teenage child when
it comes to sex.
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SEXUAL PERCEPTION
AND SEXUAL
BEHAVIOURS AMONG
ADOLESCENTS IN
CHILILAB, VIETNAM
Nguyen Van Nghi1, Le Cu Linh1 and
Vu Manh Loi2
Hanoi School of Public Health, Hanoi
, Vietnam 1
Institute of Sociology ,Vietnam 2
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NURSING ESTIHM IN
GENERAL PRACTICE:
INTEGRATING A SEXUAL
HEALTH PRACTICE
NURSE IN TO PRIMARY
CARE
Powell S1, Owen L2 and Snow AF1

Adolescents aged 10 – 19 years old is often seen as a healthy group, however adolescent is also a
vulnerable in the issues such as suicide, smoking, sexual and reproductive health. Sexual perception and
sexual behaviors is specific among particular culture and social context. The market oriented economy
and globalization has influenced adolescent life style in Vietnam and behaviors to increase risks of unsafe
sexual behaviors.
Of this study is to explore the sexual perception and behaviors in adolescent. Data used in this article is
from the baseline survey of the adolescent health research project conducted in CHILILAB which belongs
to INDEPTH Network– a research and training field site of Hanoi School of Public Health.
About 3/5 of adolescents do not agree with having sexual intercourse before marriage. Rural boys and
urban girls and older adolescents are higher percentage of the agreement. In contrary, there is more
boys than girls agree with sexual intercourse before marriage. There is 1.7% boys and 0.4% girls has had
sexual experiences and it is not yet found differences between urban and rural. The percentage of sexual
experiences increase with the level of the open -sexual perception. The multinomial regression has found
that variables of gender (boy), open- sexual perception are risk factors and household economic condition
(wealthy) is protective factor of sexual behaviors among adolescents. Average age at first sexual intercourse
is 16,2 years old for boy and 16,1 years old for girls and is lower than that in the Survery Assessment of
Vietnam Youth 2003 (SAVY). Age at first sexual intercourse is lower in age group 10-14 year olds for both
boys and girls. Spontaneous sexual intercourse is dominant (73%) and it is higher in boys compare to girls
and higher in urban compare to rural counterpart.

In an effort to address rising notifications of syphilis among Men who have Sex with Men (MSM) in Victoria,
the State Department of Health is funding a 2 Year project, Enhancing STI Control among Homosexually
Active Men in Primary Care Project (The ESTIHM Project). The principle aim of the project is to support and
enhance HIV/STI screening in inner metropolitan general practices that have high case loads of MSM.
Since October 2008 a Sexual Health Practice Nurse (SHPN) employed by Melbourne Sexual Health Centre
has been deployed to The Centre Clinic (Victorian AIDS Council/Gay Mens Health Centre), in St Kilda ,
Melbourne.
In addition to providing STI related care, the SHPN role has rapidly evolved to encompass HIV chronic
disease management planning and care, immunization and the development of recall systems.

Melbourne Sexual Health Centre, The
Alfred, Carlton, Victoria, Australia1
The Centre Clinic, Victorian AIDS
Council/Gay Men’s Health Centre, St
Kilda, VIC, Australia2
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DO STRAIGHT MEN
AND MEN WHO HAVE
SEX WITH MEN DIFFER
IN INFORMATION
The project aims to identify those areas of concern for each of the two groups of men diagnosed with
NEEDS IN RELATION
prostate cancer (i.e. men who have sex with men, and heterosexual (straight) men).
TO PROSTATE CANCER?
AN ANALYSIS OF ONLINE DISCUSSIONS OF
PROSTATE CANCER
VIA INTERNATIONAL
WEBSITES

SOCIAL RESEARCH

SOCIAL RESEARCH

There are approximately 12,000 new diagnoses of prostate cancer in Australia annually. During that one year,
the disease will claim the lives of more than 2000 Australian men. Currently there is only limited information
available concerning a diagnosis and treatment of prostate cancer. Moreover, for a marginalised group (e.g.
Men who have sex with men with prostate cancer), available information is limited.

Thomas CB
La Trobe University, Melbourne, VIC,
Australia
Melbourne Sexual Health Centre,
Melbourne, VIC, Australia

Sexual violence is recognized as a serious health and social problem for women. However, in Vietnam, sexual
violence in marriage is a hidden problem, and there is very little information on how women and social
services response to this problem. This paper explores women’s obstacles in seeking and receiving support
for sexual violence. This paper uses data from an intervention research project in coastal Vietnam from mid
2006 to mid 2009 that seeks to reduce gender based-violence and mitigate its effects. Data from in-depth
interviews and focus group discussions with women, men and people in the supporting system that was
created are analyzed. The findings show that the concept of sexual violence, particularly sexual violence
within marriage is very blurred. The term sexual violence is strongly negative, and therefore, people tend
not to use it in daily conversations and do not see it as applying to their own intimate relationships. Sexual
violence within marriage is socially and culturally tolerated. A number of interviewed women accept to
have sex when they do not want in order to avoid troubles with their husbands. There is also evidence that
some women suffered unwanted and harmful sexual practices. Further more, women are expected not
reveal it with other people. None of the abused women interviewed in the study who experienced sexual
violence sought support to stop it or to help them deal with its effects, though some sought support for
the physical violence they also experienced. Moreover, people in supporting system expressed that they
felt embarrassed to ask women about sexual related concerns. Some said that they would be confused and
incapable in handling this issue. The study findings suggest that encouraging people to talk openly about
sex could be laid the groundwork for more extensive interventions to stop sexual violence.
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SEXUAL VIOLENCE
WITHIN MARRIAGE
IN COASTAL AREA IN
VIETNAM: CHALLENGES
FOR INTERVENTION
Vu SH1, Hoang TA1, Quach TT1, Tran
TT1 and Schuler S2
Consultation Of Investment In Health
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THE KNOWN AND
UNKNOWN OF OLDER
WOMEN’S EXPERIENCES
OF FERTILITY
MANAGEMENT/CONTROL
PRIOR TO A PREGNANCY
TERMINATION: A
SYSTEMATIC REVIEW.
Abigail WF
Flinders University, Adelaide, South
Australia, Australia

Fertility patterns are changing worldwide. There is a shift in fertility patterns with more women commencing
childbearing over 30 years of age. Correspondingly, there has been an increasing trend in women over
the age of 30 years having pregnancy terminations. With the ongoing debates surrounding pregnancy
terminations, it is important to have an understanding of the research literature available in this area. A
systematic review was conducted to establish what is known and not known about fertility management/
control issues women experience prior to a pregnancy termination. Of particular interest were issues older
women experience.
Electronic literature databases, reference lists, library catalogues, government websites, and women
specific websites, were searched for publications between 1992 and 2009. The inclusion criteria included
studies that had been conducted immediately prior to a termination of pregnancy, or retrospective studies
of women’s experiences of their fertility management/control issues in relation to a pregnancy termination.
Teenage specific studies were excluded.
A total of 78 national and international articles were identified. These comprised of qualitative, quantitative
and mixed methods studies. Major themes identified were contraception, relationship issues, access, fertility,
psychological issues, and miscellaneous issues (such as culture and religion). Numerous subthemes were
also identified. The search highlighted the multifaceted issues women experience prior to a pregnancy
termination. However, the majority of studies were conducted over five years ago, and many up to 20 years
ago. Particularly of note was the lack of research specific to women over 30 years of age.
The results of this review may help provide valuable insight into the complexity of the issues women
experience of their fertility management/control prior to a termination of pregnancy. This information
may be of value to women’s health providers, local, regional, state and national government and nongovernment bodies.

POSTER NUMBER: 57
PAPER NUMBER: 121
DERM DOWN UNDER –
EDUCATING DOCTORS
ABOUT GENITAL
DERMATOLOGY AND
GENITAL PAIN USING AN
ONLINE PROGRAM
Brown KM 1,2, Wray L 1,2, Bohl T3,
Tracy M4
Royal Australasian College of
Physicians, Sydney, NSW1
South East Sydney and Illawarra Area
Health Service, Warrawong NSW2
Gippsland School of Rural Health,
Monash University, Moe3
GenesisEd, North Ryde NSW4

The authors were aware of a gap in GP education regarding the management of genital dermatology and
pain. They sourced an unconditional grant from a pharmaceutical company to develop a learning activity
on this topic.
The Active Learning Modules (ALM) activities are based on a case study, which takes the participant through
the diagnostic pathway with opportunities to learn more about aspects of genital dermatology and pain
as click down menus throughout the modules. As the diagnosis of dermatological conditions relies on
history and visual appearance, a number of photographic images were also sourced and referenced. A
graphic artist developed an illustrated demonstration of vulval pain. Participants complete an evaluation
of the program and are allocated Continuous Professional Development (CPD) points for both the module
and the evaluation. Genesis Ed was chosen to translate the program to the web-based format as they are
GPs with extensive teaching experience. Their Web-site has 9700 Australian GPs registered.
The ALM was launched in November 2008. By February 2009 140 health professionals had completed
the modules. This presentation will provide an overview of the learning tools used and the results of the
evaluations to August 2009.
The online learning format provides participants in a wide range of locations with access to a diverse
program of activities. In Australia, many health professionals are located a long way from the major teaching
hospitals and centres of excellence. Online learning provides the opportunity to keep up to date without
having to travel. Programs such as this also have potential for a wider international audience as they require
only access to the internet and familiarity with the English language.
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Sexual health skills and knowledge are essential for medical graduates.
In a collaboration between the School of Women’s and Infants’ Health at the University of Western Australia
(UWA) and a community organisation, FPWA Sexual Health Services, an option unit in sexual health was
developed for third year medical students
The learning program aimed to enable students to further develop their confidence and competence in
working in the field of sexual health. The unit was designed to encourage students particularly interested
in sexual health, as well as those who identified a need to acquire knowledge and skills in this area.
In this presentation, the outcome-based learning objectives, student-centred teaching methods and
positive student evaluation of the programme are outlined. Included in the discussion are the challenges
and the triumphs of implementing this teaching and learning experience.

Justice Health is a statutory organisation providing health services to prisoners in NSW custodial settings.
There are custodial centres in 32 sites around the state and prisoners are housed any of these, depending
on classification and security levels. These centres are in metropolitan, regional and remote locations.
Patients with complex health needs can be housed in any of these centres. This can make the provision of
health care to patients with complex and /or multiple health concerns challenging as it can require the coordination of various health care providers, including specialist services, to ensure that the patient receives
optimal and timely care.
This presentation will describe the coordination of specialist services within the custodial setting and
explore the patient journey of an HIV positive female patient with multiple medical and surgical needs.
This necessitated the co-ordination of a number of specialist services outside of the custodial environment
while still maintaining patient confidentiality and security.
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DEVELOPING AND
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Carmody DF1, Creagh AR1,2
School of Women’s and Infants’ Health,
University of Western Australia, Perth
Western Australia, Australia1; FPWA
Sexual Health Services, Perth Western
Australia, Australia2
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COMPLEX CASE
MANAGEMENT WITHIN A
SECURE ENVIRONMENT
Douglas J
NSW Justice Health, Matraville, NSW,
Australia

Targeting Gay Men and Men who have sex with Men (MSM) in outer-metropolitan areas can be a
challenging task. Regular testing amongst this population group is a hard task due to the higher levels
of stigmatisation, homophobia and social isolation that Gay men and MSM can experience in outermetropolitan areas. Gay men and MSM have been identified as a key priority population group in the NSW
HIV and STI frameworks 2006 – 2009.
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INCREASING ACCESS
FOR GAY MEN/MEN
WHO HAVE SEX WITH
The Sydney South West Area Health Service (SSWAHS) HIV/AIDS & Related Programs Health Promotion MEN TO SEXUAL HEALTH
Team (Liverpool) and Liverpool Sexual Health Clinic (Bigge Park Centre) have been working in partnership CLINICS IN AN OUTERto develop a series of strategic actions to increase the number of Gay men and MSM (in particular young METROPOLITAN AREA
males) attending the clinic for regular testing.
A HEALTH PROMOTION
PERSPECTIVE.
In the past twelve months we have witnesses a sufficient increase in Gay men/MSM attending the service.
The strategic framework has been rolled out in various settings throughout the local community.

Duck T¹, Walker P², Doughty S¹, Ball R²
and Paramsothy Y¹
HIV/AIDS & Related Programs Health
Promotion Team (Liverpool), Sexual
Health Service, SSWAHS, NSW
Australia¹.
Liverpool Sexual Health Clinic, Sexual
Health Service, SSWAHS, Bigge Park
Centre, NSW Australia²
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HIV RESULTS BY PHONE
– CAN WE IDENTIFY LOW
RISK CLIENTS?

Currently all clients consenting to an HIV test at Sydney Sexual Health Centre are required to return in person
to collect their results. If risk factors could be identified an assessment algorithm could be developed to
identify those who were at low risk of testing positive. These low risk clients could be offered the option
of collecting their results by telephone. In order to help develop an algorithm we reviewed the medical
records of all patients testing HIV positive in the clinic over the period from January 2004 to January 2007
(37 months) to identify factors associated with a positive HIV result.

Wright S 1, Ryder N1,2, Knight V1,
McNulty A1,2

All clients having a HIV test at our urban sexual health clinic from January 2004 to January 2007 were
identified from the clinic database. Medical records were retrospectively reviewed of all clients receiving
their first HIV positive result to extract more detailed demographic and behavioural data.

1Sydney Sexual Health Centre,
Sydney Hospital, Sydney, NSW,
Australia
2School of Public Health and
Community Medicine, University of
New South Wales, Randwick, NSW,
Australia

Overall 13,290 HIV tests were performed, of which fifty-nine returned a positive result, giving a prevalence
of 0.45%. Among MSM there were 55 positive results from 6194 tests (0.88%), whereas from other clients
there were only 4 positive results from 7096 tests (0.056%). Of the 4 non-MSM clients with positive results
two were females from Thailand with a history of commercial sex work, one male reported unprotected
vaginal sex with a partner from a high HIV prevalence country and the final male reported recent unsafe
injecting drug use, all 4 clients reported these risk factors during the HIV pre-test discussion.
Our data indicates that for clients with no identifiable risks of HIV infection, it is extremely unlikely they
would test HIV positive. The risk of an unexpected positive result is not a valid reason to require low risk
people to return for their HIV result.
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TE TUHONO TAPU O TE
TANGATA THE JOINING
OF ONES SACREDNESS
TO ANOTHER - AN
INDIGENOUS APPROACH
TO SEXUAL HEALTH
PROMOTION
Thomas TB
Northland District Health Board
“Using the tools of our Tupuna
(Ancestors) to address and solve
issues of sexuality/sexual health
which are affecting us today.”

By using strategies in melding these two cultural worlds together can assist and further enhance sexual
health promoters and clinical staff who are looking for culturally appropriate information to enhance
meaning in their deliveries to their target groups.
An effective working example will be Presented/Demonstrated. A Chlamydia Haka (Battle Dance) has been
composed and incorporated in the “BOYZ DAY” a Chlamydia screening day for high school students. It was
designed primarily to challenge Maori male high school students, to access available sexual health services
and to be Chlamydia screened.
Our School health services are all currently being accessed by some school students, however, anecdotally,
the majority of students accessing services regarding sexual health issues are young women and the
current services could be better utilized by young men. This is possibly due to one or more actual or
perceived barriers including fear, misinformation/lack of information, lack of awareness that the services
exist and/or a perception that they are there for women, unsure about how to access services, location,
embarrassment, concerns regarding confidentiality, a perception that male health is not important and
that “real” men do not need to seek “help” regarding their health.
The Chlamydia Haka, combined with humour, positive Maori male role model speakers, cultural dance and
food has proven to be a successful formula screening an average of 200 boys per day per school.
This presentation received a popularity award at the NZ Veneralogical Society Conference (Dunedin)2008
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Rates of STIs have been increasing in gay men and other men who have sex with men (MSM) in Australia
since the mid-1990s, with more rapid increases seen since 2002. To respond to this, the Australian
Federation of AIDS Organisations (AFAO) developed ‘The Drama Downunder’, a widespread national
community based campaign to promote regular and comprehensive sexual health checks for these men.
This campaign was implemented nationally from 2006 to 2008. The campaign differed from most other
community based campaigns in that it employed the tools of mainstream outdoor advertising as a key
engagement component.
The external evaluation of the campaign found very high levels of campaign recognition of up to 84%, and
comprehension of 88%. This high level of recognition was aided by engaging creative and a broad media
strategy that incorporated different kinds of mainstream advertising channels including outdoor media.
The evaluation demonstrates that the approach of adopting a more comprehensive media strategy was
effective at increasing the reach of the campaign and suggested some evidence of behaviour change.
These results support the value of using mainstream advertising strategies for targeting gay men and other
MSM in future campaigns.

FPWA is a large NGO that sees around 17,000 clients and provides over 500 clinical teaching sessions each
year from its Northbridge Clinic. Maintaining and developing a dynamic workforce to ensure effective
service delivery while increasing client numbers requires a willingness to be creative and explore flexible
ways of working. Same day appointments, drop in appointments, specialty clinics, flexible start and finish
times are some of the successful initiatives employed. Results have been significant, with client no show
rates reduced from as high as 39% to at its lowest, 2%, and client numbers simultaneously increasing by
10%.
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Wilcock B1, Asselin J2
Australian Federation of AIDS
Organisations (AFAO), Sydney, NSW,
Australia1
Victorian AIDS Council/Gay Men’s
Health Centre (VAC/GMHC), Melbourne,
VIC, Australia2
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FLEXIBLE, EFFECTIVE,
DYNAMIC MANAGEMENT
IN A CLINICAL SETTING
Wright DG, Henderson H.
FPWA Sexual Health Services,
Northbridge Western Australia.
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Vu 		
Waddell
Walker
Walker
Ward
Watson
Werder
Whelan
White
Wilcock
Williams
Wright

R
S
M
P
M
B
K
M
M
B
M
DJ
CB
TB
D
P
K
RC
S
SH
CM
SH
R
J
P
J
CJ
SF
G
S
B
A
DG

67
93
87
114
144
79
101
61
82
99
81
145
151
66, 154
129
87
83
70
112
17, 60
102
151
78
80
129
113
90, 130
145
83
96
155
74
155
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