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We acknowledge the traditional custodians of the many lands on which we all 

meet today,  I reside on Gadigal land of the Eora nation. We acknowledge this 

is Aboriginal land.

We pay our respect to Elders, past, present and emerging, extending that 

respect to Aboriginal and Torres Strait Islander people here today.

We respectfully recognise the continuing relationship Aboriginal and Torres 

Strait Islander peoples have with this land.
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Learning objectives

• By the end of this session, you will be able to

1. Dispel myths about certain STIs presentations

2. Consider common STD presentations 

3. Order and interpret serological testing appropriately 
for viral hepatitis and HIV.

4. Consider the role of PreP in HIV



Quick case 1

• What STD is this?



Quick case 2

• 29 year old presents with atraumatic 
unilateral left knee swelling of 3 days 
duration. 

• What could cause this?



Case 1

• Julie is a 20 year old lady who 
presents to you on a Tuesday 
morning. 

• She told the nurse that she has “a 
painful groin”



Ddx?



Case 1

• Julie is a 20 year old lady who presents to you 
on a Tuesday morning. 

• She told the nurse that she has “a painful 
groin”

• You call her in from the waiting room and she 
shuffles into your room and finds it hard to sit 
down

• She feels unwell with body aches and is 
worried she has a UTI, as her friend had one 
the other week 



Case 1

• You take a sexual history and in 
summary Julie has had a new male 
partner 4 weeks ago, had insertive 
vaginal sex and receptive oral sex. She 
didn’t see any bumps or lumps on her 
partners face or penis. 



https://www.cdc.gov/std/treatment/sexualhistory.pdf





Examination

• Explanation

• Consent

• Chaperone

• Modesty



Examination

• Explanation

• Consent

• Chaperone

• Modesty

• Have all the swabs ready just in case 

• Speculum if tolerated (cervicitis)



What you see:



HSV



Genital herpes

• It is common!
• Studies have found that up to 1 in 5 adults have evidence of HSV-2 

infection. Most of these people have either no or only very mild symptoms, 
such that they are unaware of having been infected.

• HSV causes lifelong infection with the potential for reactivation or recurrence. 
Often people refer only to HSV-2 when discussing genital herpes, but both 
types can cause infection in the genital area. Clinically, about 60–70% 
of primary genital infections are due to HSV-2 with the rest due to HSV-1.



First episode

• Often very painful.

• The severity is generally greater than in 
recurrences.

• Men: Painful penile ulceration lasting 2-3 weeks. 
LNs tender. 

• External genitalia, mucosae of the vulva, vagina 
and cervix. Pain and difficulty passing urine are 
common. 

• Some people also have flu-like symptoms with 
fever, headache and muscular aches and pains



What investigations would you order? 

Be specific – what do you write on the pathology request form?



Diagnosis

• NAAT - Swab of base of ulcer
• Requires visible lesions to be present

• I would write “HSV PCR/NAAT of labia minora lesion” Clinical notes “Painful ulcer, 
likely HSV”

• Serology as screening?
• No!

• ASHM: “Serological tests do not represent definitive microbiological diagnosis, 

and lack positive predictive value in low prevalence populations. There are no    
evidence-based interventions for asymptomatic individuals who have reactive 
serology and antibody results are not specific to anatomical sites of infection.”

• Also consider other STI screening



Treatment?



Treatment?



Recurrent episodes

Recurrences may be triggered by:
• Minor trauma.
• Stress; either emotional or concurrent infection 

• Ultraviolet radiation (sun).
• Menstrual cycle (flare-ups may occur before the 

monthly period).

In most cases, however, no reason for the recurrence is 
evident.

• Recurrent infections: Smaller, tightly grouped, shorter 
duration, less systemic symptoms. 



Prodrome

• Itching or burning can precede a lesion 
by an hour or two 

• Recurrences can cause distressingly 
painful symptoms, or the lesions can be 
unnoticed. 

• Lesions normally heal in 7–10 days 
without scarring. 

• Recurrences tend to be in the same 
region, but not always at the identical 
site.



Suppressive vs. episodic therapy?

Suppressive

• It reduces viral shedding, decreases 
recurrences by 70 to 80% and halves 
the rate of transmission. 

• Indication? Pts experiencing several 
recurrences per year, or during a 
period of time when a recurrence 
would be particularly inconvenient.

• Valaciclovir 500mg daily 

Episodic
• Start at the promdromic phase

• Short courses of therapy are 
effective because viral replication in 
recurrent infection is short-lived

• Pick an antiviral: 
- aciclovir 800 mg orally, 8-hourly for 

2 days 

- famciclovir 1 g orally, 12-hourly for 1 
day 

- valaciclovir 500 mg orally, 12-hourly 
for 3 days.



Busting the myths

• Myth:

“Herpes “cold sores” on the mouth are 
not the same as genital herpes.”

• Fact:

Cold sores on the mouth are 
caused by HSV-1 and are 
commonly transmitted to the 
genitals (causing genital herpes) 
through oral-to-genital sex. 



Busting the myths

• Myth:

“Herpes “cold sores” on the mouth are 
not the same as genital herpes.”

“If you have genital herpes you can’t 
have (receive) oral sex”

• Fact:

Cold sores on the mouth are caused by 
HSV-1 and are commonly transmitted to 
the genitals (causing genital herpes) 
through oral-to-genital sex. 

Up to 50% of genital herpes is caused by 
HSV-1.

Herpes transmission to the mouth is 
uncommon.



Busting the myths

• Myth:

“Only certain sorts of people get 
herpes.”

• Fact:

No, it is very common and anyone who has 
ever had sex can get genital herpes. 

 



Busting the myths

• Myth:

“Only certain sorts of people get 
herpes.”

“Herpes isn’t that common and I 
am unlikely to get it.”

• Fact:
No, it is very common and anyone who has 
ever had sex can get genital herpes. 

Up to 80% of the population has been 
exposed to HSV1. 

Up to 22% of sexually active adults have 
genital herpes caused by HSV-2. 

Most people with herpes will not have 
symptoms and therefore will not be aware 
they have it. 

75% of people who acquire herpes get it 
from partners who are unaware they have 
it.



Other facts:

• Herpes does not affect fertility

• Herpes is not spread via toilets or 
towels 

• Herpes is not passed via blood

• It is not routinely checked for on 
STD/STI checks

Wonderful resource:

• https://www.herpes.org.nz/



Questions?



Same same but different



Case 2

• Julie is a 20 year old lady who presents to you 
on a Tuesday morning. 

• She told the nurse that she has “lower 
abdominal pain”

• Her obs are normal apart from a fever of 38.1 
degrees



Case 2

• Low abdominal pain

• Fever

What are you differential diagnoses?  Red Flags?



Case 2 - Jenny

• Low abdominal pain

• Fever

What are you differential diagnoses?  Red Flags?

• Ectopic Pregnancy, Ovarian Torsion, Ovarian Cyst

• Appendicitis, Urinary Tract Infection (UTI), Pyelonephritis

• Pelvic Inflammatory Disease (PID)



Case 2 – Jenny Further history

She has had vaginal discharge and dysuria for the last two days

Sexual History:

• In a relationship with a male partner

• Unprotected sexual intercourse (vaginal) with new partner of one month

• No history of anal/oral sex

• Menstrual History:
• Menarche aged 13yrs, regular 28 day cycle
• No previous intermenstrual bleeding / post-coital bleeding 



Further examination 

Examination:

• Well looking, normal BMI

• BP = 110/70      HR = 95 reg      T = 38.1      RR = 14

• CVS, Resp, ENT normal

• Abdomen:  No distention, soft, mild lower abdominal tenderness
• No organomegaly

• PV Exam:  tender spec insertion, cervix inflamed & some cervical motion 
tenderness, some white/yellow discharge noted

• Urine HCG negative. 

Further Investigations?



Case 2 - Jenny



Case study – Meet Jenny…

What’s the Diagnosis?

• Pelvic Inflammatory Disease (PID) due to Chlamydia

• PID encompasses Endometritis, Salpingitis, Tubo-ovarian abscess, Pelvic 
peritonitis 

• Other causes:  Gonorrhoea, Mycoplasma Genitalium 

• Up to 70% have an unidentified cause!

How do you Treat it? What else do you need to do?



sti.guidelines.org.au

Mild to Moderate
• Ceftriaxone 500mg IM/IV STAT

PLUS…  Metronidazole 400mg PO BD 14 Days
PLUS…  Doxycycline 100mg PO BD 14 Days 

Severe
▪ Ceftriaxone 2g IV Daily OR Cefotaxime 2g IV TDS

PLUS…  Azithromycin 500mg IV Daily 
PLUS…  Metronidazole 500mg IV BD 

Complicated Infection 
➔Seek Specialist Advice 

Contact Tracing



Contact Tracing 

• Let Them Know 

  (letthemknow.org.au)

• The Drama Downunder 
(thedramadownunder.info)

• Better to Know
(bettertoknow.org.au)

https://stipu.nsw.gov.au/wp-content/uploads/STI-HIV-Testing-Tool-online-version-2.pdf 

https://stipu.nsw.gov.au/wp-content/uploads/STI-HIV-Testing-Tool-online-version-2.pdf




BBV serology



Brett

• You are the JMO on an orthopaedic term

• Brett, a 47 y.o male is fasting on the ward, awaiting tendon repair

• His father has diabetes



Brett

• You are the JMO on an orthopaedic term

• Brett, a 47 y.o male is fasting on the ward, awaiting tendon repair

• His father has diabetes

• He has no other medical history, no allergies and is on no medications

• He is obese (BMI 31.2, waist circumference 107cm)

Feeling a bit tired- could I have diabetes doc?



LFTs

- ALT 255 ( 35)

- AST 189 (41)

- GGT 40

- ALP 62

- Bili 18

- Alb 41

- Normal FBE, EUC, fasting G, A1c



Broadly speaking what can cause LFT derangement?

- ALT 255 ( 35)
- AST 189 (41)
- GGT     40
- ALP      62
- Bili 18
- Alb 41





Common causes of raised LFTs

• NASH/ NAFLD (most common 25-51%)

• Alcohol

• Less common

• Medications

• Haemochromatosis

• Viral hepatitis

• Rare

• AI hepatitis, Wilsons and alpha 1 anti trypsin

https://www.aafp.org/afp/2017/1201/p709.html 

https://www.aafp.org/afp/2017/1201/p709.html


What tests do you add now we 
have those differentials?



Add on tests

Viral hepatitis screen 

• HBV sAb neg

• HBV sAg pos

• HBV cAb pos

• HCV Ab - neg

• Iron Studies- NAD (ferritin 87, Hb 154)

• (HIV test), HAV test- neg

• Liver specific markers (AI/ 
Copper/anti-trypsin etc)- not done

• US or ?fibroscan available

• Cholesterol profile normal!



Interpret the HBV results

HBV sAb    neg 
HBV sAg    pos
HBV cAb    pos



Interpreting Lab results



https://www.hepatitisb.org.au/hepatitis-b-virus-testing-and-interpreting-test-results/

-Ab

-Ab
-Ab

-Ab

-Ab

-Ab

-Ab

-Ab

-Ab

-Ab

-Ab

Do I have hepatitis B 
infection?

Surface antigen

Do I have hepatitis B 
immunity?

Surface antibody

Have I been 
exposed to 
Hepatitis B?

Core 
antibody

HBV sAb    neg 
HBV sAg    pos
HBV cAb    pos

https://www.hepatitisb.org.au/hepatitis-b-virus-testing-and-interpreting-test-results/


Chronic HBV

• 227,000 Australians, 

• 450 die of HCC assoc w 
HBV each year

• 73% of ppl w HBV in 
NSW not in care

• Transmission

• sexual (mucosal)

• IV

• maternal





Further History

• Brett had a new sexual partner 5 months ago 

• Previous STI screen negative

• Retest in 4 months

• HBV sAb – pos(586)

• HBV sAg - neg

• HBV cAb - pos

• Resolved HBV infection

Initial Viral hepatitis screen 

HBV sAb neg
HBV sAg pos
HBV cAb pos



HCV



The Kirby Institute. HIV, viral hepatitis and sexually transmissible infections in Australia, Annual Surveillance Report 2018

HCV Prevalence

• 140000 people living w HCV

(230,000 in 2014)

• Only 80% are diagnosed

• Liver cancer

• Cirrhosis

• Most common sx among ppl living w HCV is depression

2019
• Since March 2016

• 80,000 people have accessed 
prescriptions to cure their HCV!

• STIGMA



HCV risk factors 

• Injecting drug use (current/ever) 

• Sharing of snorting equipment 

• Birth in high prevalence country

• Blood transfusions and blood products before 1990 in Australia

• Unsterile tattooing/body piercing 

• Unsterile medical/dental procedures/blood transfusions in high 
prevalence countries 

• Time in prison 

• Needlestick injury 

• Mother to child transmission

• Sexual transmission in men  who have sex with men (MSM)



Does this person have chronic HCV?



From EC partnership toolkit, adapted from ASHM



HCV?



DAA’s

• Newer Directly Acting Antivirals

• Combination

• Oral

• Short course

• 95% effective

• Minimal side effects

• Retreatment possible

• GPs/ NPs can prescribe to non 
cirrhotic patients

• Medical officers can prescribe 
under guidance of ID/ gastro 
specialists

• Epclusa (sofosbuvir/velpatasvir)
• 1 one daily 12 weeks

• Maviret (glecaprevir/pibrentasvir)
• 3 daily, 8 weeks



This person has completed treatment



PREP



Case

• You are the resident on immunology and receive a phone call from a colleague who 
has just had a needlestick injury with needle while drawing blood from HIV positive 
patient.

• Do you give PEP or PrEP or TASP?



HIV in NSW

• In 2019

• 215 new HIV diagnoses in MSM 

• Over half overseas born

• 55 in heterosexual people

• 19 female

• Number of PLHIV 28,000 in Aus

https://www.health.nsw.gov.au/endinghiv/Publications/q4-2019-and-annual-hiv-data-report.pdf
https://ashm.org.au/resources/hiv-resources-list/general-practitioners-and-hiv/

https://www.health.nsw.gov.au/endinghiv/Publications/q4-2019-and-annual-hiv-data-report.pdf
https://ashm.org.au/resources/hiv-resources-list/general-practitioners-and-hiv/


HIV

• Ss RNA virus

• Replication after attaching to CD4 receptors on lymphocytes

• 90% people symptomatic seroconversion

• ART slows loss of CD4 by suppressing VL

• AIDS after 2-10 years in ppl untreated

• Transmission Aus – MSM 63%, (Africa mostly heterosexual)
• Concurrent STI, IDU, perinatal





Source: ASHM PEP guidelines



PEP/ TasP

• Post exposure prophylaxis (PEP)

• 72 hours

• 28 days of 2 meds(tenofovir/emtricitabine) or 3 meds 

• PEP guidelines

Window = most seroconvert in 6 weeks, some are late, so 3 months is the 
official policy

• Treatment as prevention (TasP)

• All people with HIV should start treatment ASAP

• ART





‘Undetectable equals untransmissible’, or 

U=U, refers to the fact that people who take 

antiretroviral therapy for HIV daily as 

prescribed, and who achieve and maintain 

an undetectable viral load, cannot sexually 

transmit the virus to an HIV-negative partner



What is PrEP?

Pre Exposure prophylaxis

• Daily medication on PBS, prescribed by any doctor

• Online (e.g. pan.org.au)

• Taken by HIV negative people

• Prevent HIV infection- aim to eliminate HIV transmission

• Tenofovir disoproxil 300mg/200mg emtricitabine (streamlined PBS)



Who should be offered PrEP?

https://ashm.org.au/resources/hiv-resources-list/decision-making-in-prep

CLI= Condom Less Intercourse

https://ashm.org.au/resources/hiv-resources-list/decision-making-in-prep


https://ashm.org.au/resources/hiv-
resources-list/decision-making-in-prep/

https://ashm.org.au/resources/hiv-resources-list/decision-making-in-prep/
https://ashm.org.au/resources/hiv-resources-list/decision-making-in-prep/


Questions?
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