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INTRODUCTION
and PURPOSE
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Introduction
This orientation manual focuses on issues related to sexual health
and clinical practice in rural and remote areas of WA, including
the Pilbara, Goldfields and Kimberley regions, where sexually
transmitted infections (STIs) are very common. Because STI rates
are so high in these areas, we call them STI endemic regions, and
clinical practice needs to take this into account.
While the information in this manual can inform your clinical
practice, you are also directed to other resources, especially
the Guidelines for Managing Sexually Transmitted Infections — A
Guide for Primary Health Care Providers (known as the ‘Silver
Book’ because of its silver-coloured cover). This is available online at http://silverbook.health.wa.gov.au/ or a hard copy can
be obtained by telephoning (08) 9388 4841.
Your organisation will also have policy books and guidelines.
Each area has a number of experts in STIs, including doctors,
nurses, and Aboriginal Health Workers.

NOTE: THIS BOOKLET CONTAINS
EXPLICIT IMAGES OF VARIOUS STI
AND GENITAL INFECTIONS
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Objectives
The objectives of this manual are to:
1. Increase capacity of staff to effectively manage
uncomplicated cases of STIs in individuals by appropriate
assessment, management and follow-up care.
2. Introduce staff to the STI Clinical Management Form.
3. Ensure that within two weeks of commencement of
employment staff are provided with the policies and guidelines
relating to confidentiality, cultural safety and referral pathways in
relation to STI management.
4. Ensure that within three months of employment all new
employees receive information to facilitate greater awareness
and understanding of the extent and effect of STIs.

target audience
All nurses, health professionals and Aboriginal Health Workers
(AHWs) working in endemic regions.

MANUAL CONTENTS
This manual contains a simple overview of the most common
sexually transmitted infections (STIs) and blood borne viruses
(BBVs) to inform your clinical practice and includes practice
scenarios and an example of a Clinical Management Form.
Clinical Management Forms (CMFs) will be provided to you by
your local Sexual Health Coordinator to use with the scenarios.
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Assessment Process
Completion of the following assessment counts
towards three hours of professional learning for nurses.
To complete the assessment the participant must:
Work through this manual,
OR
Attend a sexual health orientation session-telephone the
Sexual Health Coordinator in your regional Public Health Unit
to arrange (page 120)
AND
Complete three Clinical Management Forms available from
the Public Health Unit based on three separate Scenarios
(see pages 122 and 123), using them as starting points for
‘practice’consultations
OR
complete three Clinical Management Forms based on
actual clinical consults.

Send the completed Clinical Management Forms to
the Sexual Health Coordinator in your region within
two weeks of your orientation.
The Sexual Health Coordinator will return your
completed Clinical Management Forms along with
any feedback and coaching if required.
Completion of this manual counts towards three hours
of professional learning for nurses.
On submission of three correctly completed Clinical
Management Forms, a certificate will be issued as
evidence of learning.
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SECTION 1
The purpose of this section is to outline:
• the endemic nature of STIs in the Goldfields, 		
Kimberley and Pilbara regions
• the need for opportunistic screening in 			
asymptomatic clients
• the implications for practice.

STIs are infections which are acquired from having sex with
an infected person. In this section, we’ll talk about the
epidemiology of STIs.
STIs are endemic in these regions, which means we have
to have a different approach to prevention, education,
testing, treatment and management from areas where STIs
are not so prevalent.
This is because in regions with high rates of infection,
the likelihood of acquiring an STI by participating in
unprotected sex is very high. That’s why we offer an STI
check to all clients in our service who might be at risk.

In regions with high rates of infections,
the likelihood of disease is increased.

THEREFORE, OFFER AN STI CHECK.
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STIs are often asymptomatic
If a person has one STI they may have
others – so always test for all STIs.
STIs always involve more than one
person. Contacts must also be tested
and treated.
Early treatment will prevent
complications and reduce
transmission to others.
The social impact and stigma of STIs
must not be overlooked.
Privacy and confidentiality must
always be respected.

STIs will have a
big impact on
your clinical
practice.
You have a
responsibility
as a health
care provider
to assist in
managing STIs.

You can do this by:
• participation in a regional STI & Blood-Borne Virus
orientation program and yearly updates
• being familiar with both state and local
level policy and guidelines involved in the
management and maintenance of the STI
program, including notifications, treatments, and
contact tracing
• active participation in making STI screening
available and accessible
• being familiar with clinical presentations such as
lower abdominal pain, which is more likely to be
an indicator of an STI in an endemic region
• knowing and using local referral pathways and
documentation
• promotion of health education, prevention and
harm reduction activities/hardware.

13

One way to manage and measure the rates of STIs in
these regions is mandatory notification of certain STI
diagnoses. Doctors and nurse practitioners are required
to notify the Department of Health if they diagnose a
client with:

Chlamydia

Gonorrhoea
Hepatitis B
Hepatitis C
Syphilis
Donovanosis
HIV/AIDS
Chancroid
Lymphogranuloma
venereum (LGV)

Some common sexually transmissible
infections which are NOT notifiable to the
Department of Health include:
Herpes simplex virus (HSV)
Human papilloma virus (HPV, or wart virus)
Trichomoniasis
Molluscum contagiosum
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Check whether there are regional treatment guidelines
in relation to specific infections. Otherwise, follow the
treatment guidelines in the Silver Book http://silverbook.
health.wa.gov.au/.

Rates of sexually
transmissible infections
The following graphs and maps provide an overview and
comparison of the distribution of chlamydia, gonorrhoea and
syphilis in WA and regional WA.
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Chlamydia Notifications
Crude Rate by Public Health Region
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*2009 ERP used in rate calculation
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Syphilis Notifications
Crude Rate by Public Health Region
0-1
1.1 - 4
4.1 - 8
8.1 - 12
> 12

Kimberley
57.13

Pilbara
10.52

Midwest
7.80
Goldfields
11.77

North Metro
6.47
South Metro
5.12

Wheatbelt
3.19

South West Great Southern
0.63
5.09


0

125

Syphilis Notifications 2010
Crude Rate per 100,000 persons*
*2009 ERP used in rate calculation
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Up-to-date epidemiological information can be found at:

http://www.public.health.wa.gov.au/3/480/2/
stis_and_bloodborne_virus_reports.pm
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The high rates of STIs in the endemic regions are
a serious issue … so in STI endemic regions, we
recommend offering an STI check to these people
below.

• An asymptomatic person of any age
requesting an STI check up
• A sexually active Aboriginal young person
under 35 years
• A man who has sex with men (MSM)
• A sex worker
• A sexually active young person under 25
years
• Person who has changed partners in the last
12 months
• Person with a previous history of STI/BBVs
• A person who injects drugs
• Pregnant woman (at first visit and in the third
trimester)
• A sexually active overseas traveller
• A person from a country with high
prevalence of STI/BBVs
• A person with psychiatric illness, particularly
disinhibiting disorders.

You must be alert for STIs in all these target groups.
You must consider STIs, even with asymptomatic
presentations ...
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Often you just can’t tell whether a client
has an STI, or is at risk of STIs. So — be
suspicious!
All STIs are preventable, many are
curable, and most have no symptoms.
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NOTES
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SECTION 2
Opportunistic
Screening
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OPPORTUNISTIC SCREENING
Well people should be offered an STI test as many people
with STIs may be asymptomatic. This is called opportunistic
screening. You should offer a screening test:
• during an adult health check
• during antenatal visits
• when there is a request for
contraception
• when doing a Pap smear
• when people report returning from
travel especially overseas
• when a client has recently been
released from, or detained in,
prison
• when a client presents for some
other condition that is non-acute.
This is particularly needed for
young men who rarely present to
health services.

When offering an opportunistic test to a client
presenting for some other condition that is nonacute, you may wish to bring the subject up
by saying: “We are offering STI test to all young
people under the age of 25 because the rates
of infection in this area are very high. Would
you like to have a test while you are here?
It’s a simple urine test”. It may not always be
appropriate on these occasions to ask for a full
sexual history.
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The answers
to these
questions
may also
prompt
offering an
STI and BBV
test.

Do you have a new sexual partner?
How long have you been together?
Have you had any other partners in
the last 12 months?
Do you use condoms?
Could you be pregnant?
Have you ever injected drugs? Have
you ever shared injecting equipment,
including spoons, water filters, and
tourniquets?

However when a client:
•
•
•
•
•
•

has symptoms suggestive of STI
is a named contact of a person with an STI
has a history of a previous STI
has a history of high-risk behaviour
has a positive STI result
has requested an STI checkup

It is essential that the health provider takes
a full sexual history using the Clinical
Management Form (CMF — see sample on
pages 77-78) to ensure that everything is
covered in clinical management.
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SECTION 3
Health Impacts
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SECTION 3
The purpose of this section is to provide the
practitioner with knowledge of the health impacts
of STIs and the importance of early management.

You must
consider STIs,
especially if
your patient
mentions
any of these
symptoms

Urethral / vaginal discharge
Dysuria
Pelvic/abdominal pain
(male or female)
Genital sore or ulcer
Suspicious rash
Enlarged testes
Abnormal vaginal bleeding

Other times
you should
offer a test

Antenatal checks.
When doing a well person’s check;
e.g. during a pap smear.
Disclosure of unprotected sex.
Change of relationship/new
relationship.
Opportunistically — when
attending for other health reasons.
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In many cases it is the pain that brings patients into
a clinic or service. But most STIs have no symptoms,
so people don’t know they are infected.

SOME HEALTH IMPACTS OF STIs

Infertility (male & female).
Pelvic Inflammatory Disease (PID).
Premature labour.
Illness; e.g. cardiac, arthritis.
Early death.
Social impact (possible domestic
violence, shame, stigma).
Increased risk of acquiring HIV.
Disease in newborn babies.

Many STIs are
curable, but
if you don’t
treat them in a
timely manner,
some of the
complications
are permanent.
There are
physical,
mental
and social
complications
— check out
this list.

Epididymitis.

Epididymitis — a possible complication of
gonorrhoea and/or chlamydia.

STIs, particularly herpes, increase infectivity of HIV,
and the effect of HIV infection on the immune system
increases the risk of other STIs.
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BE ON THE ALERT FOR PID!
or
In addition, untreated
women
delayed treatment in
infertility.
can lead to PID and
• A woman with gonorrhoea has a 15-20%
likelihood of developing PID
• A woman with chlamydia has a 8-10%
likelihood of PID. The likelihood increases
with repeat infections
• 10-15% of women with PID develop
fallopian tube scarring and tubal infertility
• PID and ectopic pregnancy:
       7% risk after one episode of PID
       15% after second episode
       40% with >2 episodes.

ovary

normal
fallopian
tube
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infected
fallopian
tube

ACUTE SALPINGITIS (PID)

Untreated STIs can also lead to early death.
This is because HPV is positively linked with cervical
cancer, and hepatitis B virus is linked with liver
cancer and poor outcomes in newborn babies.
Untreated syphilis can lead to serious health
outcomes and death, and can have severe health
implications for babies.
And, of course, untreated HIV has very serious
impacts on health.
Other impacts of STIs on newborns include:
• Severe conjunctivitis with risk of
blindness is related to gonorrhoea
• Conjunctivitis and pneumonitis are
linked to chlamydia
• Congenital syphilis affects many
systems in newborns.
• Herpes — there is a minimal risk of
contraction of herpes in newborns
• On very rare occasions warts can
lead to laryngeal infection in
newborns
• Premature rupture of membranes
can result from bacterial vaginosis,
trichomoniasis, gonorrhoea and
chlamydia
• HIV in newborn babies is serious and
life-threatening.
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NOTES
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SECTION 4
STIs
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SECTION
4 OUTCOMES
Learning
SECTION 2
The purpose of this section is to enable
practitioners to:
• recognise the different signs and symptoms of
different presentations of STIs
• recommend treatment regimens for STIs
• understand the burden of disease associated
with STIs and BBVs.

In STI endemic regions Pelvic Inflammatory
Disease (PID) is often misdiagnosed. If a
woman presents complaining of lower
abdominal pain, vaginal bleeding after sex,
or bleeding between periods it is often a
symptom of an STI…
		
BE SUSPICIOUS, TEST FOR STIs.

Working in this region means you have to have clinical
information relating to STIs and blood-borne viruses (BBVs).
You probably already know something about STIs, so this is
a chance for you to revise your skills and knowledge in this
area.
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You have already learned that STIs often travel together
and that it is important to test for more than just one STI and
BBV.
Let’s revise the main groups of STIs that you might come
across in the region. These are grouped according to
the signs and symptoms patients might present with.

STIs that can cause
discharge and/or dysuria:
Gonorrhoea
Chlamydia
Trichomoniasis
STIs that can cause 		
sores/ulcers/lumps:
Syphilis
Donovanosis
Herpes
HPV
Blood-borne viruses:
HIV
Hepatitis B
Hepatitis C
NOTE: Hepatitis C is sexually
transmitted only in very rare
circumstances when blood and/
or lesions are present, and is not
generally considered to be an STI.
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There are some infections which
can be sexually transmitted, but
which are not classed as STIs.
These might include...

Skin infestations that can
be sexually transmitted:
Scabies
Pubic lice (crabs)
Molluscum
contagiosum

Here is some information
for you to use in your
clinical practice.
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CHLAMYDIA
Caused by Bacterium: Chlamydia trachomatis.
Organism grows within cells — found in
endothelium and epithelium of the cervix, rectum,
peritoneal cavity, fallopian tubes and urethra,
oropharynx and conjunctiva.
Asymptomatic in up to 80% of infected women,
and around 50% of infected men.
7-14 days incubation period.
If untreated, can be infectious on average for 12
months.

Mode of transmission
• Unprotected vaginal, oral or anal sex
• An infected mother can pass the infection to the
baby during delivery.

Symptoms and complications
• Often asymptomatic
• Urethral discharge (clear, white or grey)
• Vaginal discharge
• Abnormal bleeding (cervicitis)
• Testicular or scrotal pain (epididymo-orchitis)
• Abdominal pain and fever (PID).

It’s recommended that you
read the Silver Book http://
silverbook.health.wa.gov.
au/ for more information on
chlamydia and gonorrhoea.
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Gonorrhoea
Caused by bacterium: Neisseria gonorrhoeae
Asymptomatic in up to 80% of infected
women and around 10% of infected men.
Incubation period 2-10 days.
If untreated, is infectious on average for 6
months.

Mode of transmission
• Unprotected vaginal, anal or oral sex
• An infected mother can pass the infection
to her baby during delivery. Gonorrhoea
can cause conjunctivitis (severe blindness) if
not treated.

Symptoms and complications
• Often asymptomatic in women
• Urethral discharge
• Cervical discharge

Complications
• Anorectal infection
• Pharyngeal infection
• PID causing abdominal pain
• Prostatitis and epididymitis
• Conjunctivitis
• Skin lesions
• Arthritis
• Rarely meningitis or endocarditis
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This baby has
gonococcal
conjunctivitis
contracted during
birth. That’s why
antenatal screening
for STIs is so important.
Treatment of STIs
before childbirth will
prevent congenital
infection and
complications such
as this.

Constant vigilance is required!

TREATMENTS FOR CHLAMYDIA AND
GONORRHOEA
We have access to highly effective treatments for STIs. Let’s
revise those now. The most important thing is to refer to your
local standing orders. But there are some generally accepted
treatment regimens. The standard treatment for uncomplicated
gonorrhoea and chlamydia is a ‘Zap Pack’.
ZAP PACK

3 grams amoxycillin
1 gram azithromycin
1 gram probenecid
These medications make
up the ‘ZAP PACK’ that
some areas use.
You should directly observe
your patient taking these
as a single dose treatment.
Check the protocols for
your region.

As with all treatments recommended in this manual, know
the specific precautions, contra-indications, side effects and
adverse reactions possible for each of the drugs. Check the
patient has no known allergies or contra-indications to any of the
medications.
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If your patient has contracted gonorrhoea
overseas, interstate or in the Perth Metropolitan
area, then you will need to contact the GP or
Public Health Unit for medication order for:

Ceftriaxone 500 mg in 2ml of 1% lignocaine
intramuscularly as a single dose
We use this treatment for pharyngeal and
anorectal gonorrhoea as well.

• Consult the doctor before treating
pregnant women
• Consider treating for both chlamydia and
gonorrhoea even when only one infection
has been diagnosed, as many patients
have co-infection
• Test for syphilis and HIV if your client is
positive for chlamydia or gonorrhoea
• Check your local protocols.
The burden of disease is high for STIs.

Always treat for suspected STIs at the time of
consultation if your client is showing symptoms,
or if your client is a known high risk – and
especially if your client is a positive STI contact.
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SYPHILIS
A systemic disease caused by treponema pallidum
with different stages. Infectious in primary, secondary
and early latent stages.
Primary syphilis — incubation 9 to 90 days
Secondary stage — incubation 6 weeks to 6 months
Early latent stage — up to 2 years post primary 			
			infection
Late latent stage — more than 2 years post primary 		
			infection
Tertiary stage — can take from 5 to 35 years to
develop.

		

Mode of transmission

• Sexual intercourse – oral, vaginal or anal
• Direct contact with open lesions
• Infected mother can transmit the infection to the
foetus in utero.

Symptoms of primary syphilis
Painless hard solitary ulcer (chancre) at site of
infection 3-12 weeks after becoming infected, which
heals spontaneously after a few weeks.
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Syphilis sores are painless and a patient may not
know she or he has an ulcer. That is why it is extremely
important to perform a physical check if possible.

Symptoms of secondary syphilis
• Bilaterally symmetrical and non-itchy rash
— often on face, palms, soles of feet and
torso
• Ulcers or mucous patches to the mouth,
nasal cavity or genitals
• Enlarged lymph nodes
• Condylomata lata (careful not to confuse
with condyloma accuminata, or warts)
• Hair loss involving scalp and eyebrows.

Condylomata lata
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Non-itchy foot rash

Symptoms of latent syphilis
Untreated treponema pallidum is in
the body without symptoms or signs.
This can be:
• Early latent (within 24 months of
primary infection)
• Late latent (more than 24 months
since primary infection).

Symptoms of tertiary syphilis
Progression may involve damage to:
• Heart
• Nervous system and brain
• Eye
• Ear
Development of gummata
(granulomatous lesions)

Always contact your regional Public
Health Unit for best-practice advice
on treatment and management of
syphilis cases.
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The PHU will need the results of previous blood
tests, and treatment history to ensure correct
management — this may involve contacting
clinics in other towns, regions or states. We do
this in a timely manner in order to commence
the appropriate treatment.

Treatment
Primary, secondary and early latent
Benzathine Penicillin 1.8 g intramuscularly as a
single dose.

Late latent
Benzathine penicillin 1.8 g intramuscularly, once
weekly for three weeks.

Check with your PHU for current
best practice advice.
Resources to assist you:
1. The Silver Book
http://silverbook.health.wa.gov.au/
2. Your peers
3. Staff at the your PHU
4. Regional Sexual Health Coordinator / STI
Coordinator.
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DONOVANOSIS
Caused by Klebsiella granulomatis, a gram-negative
intracellular bacillus.
More common in tropical countries.
Uncommon in Australia, mainly occurring in northern
and central areas.
Eradication program commenced Australia wide in
2002/2003.

Mode of transmission
• Unprotected vaginal or anal sex.

Symptoms
• Incubation is undetermined and can be an extended
period of time
• Lesions develop over one to four weeks or longer
• Begins as single or multiple subcutaneous nodules
• Nodules enlarge and erode through the skin
• Beefy red painless ulcers result, with thick rolled edges
• Lesions are highly infectious.
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It is important
to remember
that these
lesions can
appear
anywhere
on a client’s
body, like this
one on this
client’s vulva,
so ...

Constant vigilance is vital. Treatment is
usually commenced on clinical diagnosis
after specimens are collected.

Treat with Azithromycin 1 gram orally
each week for four weeks or until healing
occurs (whichever is longer). You have
to keep checking because resolution of
lesions with progressive healing should
be apparent after seven days.
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GENITAL WARTS
Caused by the Human Papilloma virus (HPV).
Over 200 viral types identified, of which over 25
infect the genitals.
Visible warts are often caused by types 6 & 11.
Cervical neoplasia usually caused by types 16,
18, 31, 33, 35, and 39.
Vaccine is now available for types 6, 11, 16 and
18.

Mode of transmission

• Vaginal, oral or anal sex

• Direct skin to skin contact.

Symptoms of genital warts
• Majority of new infections are subclinical and
asymptomatic
• Clinically visible warts can be:
- Condylomatous (looks like a wart)
- Papular (small, solid skin elevation that does
not contain pus)
- Flat
- Keratotic (horny growth).
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1% visible warts

HPV: Estimated Prevalence

You can see it is a very common infection. There is
more information in the Silver Book http://silverbook.
health.wa.gov.au/.

Here are two pictures of
cases of warts so you can
see what they look like, but
remember, most cases are
not as bad as these shown.
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If warts are found, consult a doctor
about treatment.
The treatments for genital warts are:

Podophyllotoxin solution 0.5%, 3.5ml
Podophyllotoxin cream 0.15%
Cryotherapy (freezing with liquid
nitrogen)
Imiquimod 5%
Surgical ablative therapy for extensive
lesions.

In WA, Gardasil is used as a vaccine
for HPV. Gardasil is 80-100% effective in
preventing Types 6, 11, 16, 18.
The schedule includes 3 doses of
vaccine over a 6 month time frame (0, 2
and 6 months).
School-based vaccination program
commenced 2007.
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Genital Herpes
Caused by a virus, either:
Herpes simplex virus type 1 (HSV-1) —
usually associated with oral cold sores.
Herpes simplex virus type 2 (HSV-2) —
usually associated with genital infection.
However, Type 1 can affect the genital
area and type 2 can affect the mouth.

Mode of Transmission
• Vaginal, oral or anal sex
• Direct skin to skin contact
• Most easily spread when
there are visible blisters or
sores
• Can be spread when there
are no sores or symptoms
(asymptomatic viral
shedding).

Symptoms of herpes
• Most infections are
asymptomatic
• Flu-like symptoms are
common during primary
infection
• Painful genital lesions.
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There is no cure for genital herpes,
but we aim to manage symptoms.

It’s in the Silver Book, but here’s a copy of
our schedule of treatment.

Treatment of herpes
For first episode use:
Valacyclovir 500mg orally, 12 hourly
for 5-10 days
or
Aciclovir 200mg orally, 5 times daily
for 5-10 days.
Medication can be used for episodic
or continual suppressive treatment —
see Silver Book for dosages
http://silverbook.health.wa.gov.au/.
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trichomoniasis
Caused by protozoan Trichomoniasis vaginalis
Incubation 4 days to 4 weeks
Associated with:
- Increased risk of HIV transmission
- Preterm labour
Often found in older women

Mode of transmission

Unprotected vaginal or anal sex

Symptoms

• Often none — particularly in males
• Frothy, often irritating discharge with fishy
smell in women
• Vulval itch/irritation.

Diagnosis of trichomoniasis
• Vaginal pH >4.5      
• PCR swab or urine
• Wet film microscopy
• Sometimes on Pap smear.
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Trichomoniasis cervix

Treatment of trichomoniasis
Metronidazole 2g orally as a single dose,
or
Tinidazole 2g orally as a single dose,
or
Metronidazole 400mg orally, 12hrly for 5 days.
In pregnancy, consult doctor before
treatment.
Always treat regular partners.
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Bacterial
vaginosis (BV)
Bacterial vaginosis, or BV, is also
endemic. It is not an STI but is often
associated with sexual activity.

Associated with
Preterm labour
Postpartum endometritis
PID after termination of pregnancy
PID after IUD insertion
Increased risk of HIV transmission.

Symptoms
• Fishy smell — often most noticeable
during menstruation or during/after
intercourse
• Thin, greyish vaginal discharge.

Diagnosis of BV
• Client complaining of fishy malodour
and grey vaginal discharge
• Vaginal pH >4.5
• High vaginal swab and slide (MC&S)
• Clue cells on microscopy from HVS.
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Treatment of bacterial vaginosis
Is not required for asymptomatic clients.
In pregnancy, consult doctor before treatment.
Metronidazole 400mg orally, 12 hourly for 5
days,
or
Metronidazole 2g orally as a single dose,
or
Tinidazole 2g orally as single dose.
RECURRENT CASES SHOULD NOT BE TREATED
WITH SINGLE DOSE TREATMENTS.
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SECTION 5
Blood-borne
viruses (BBVs)
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SECTION 5
The purpose of this module is to enable
practitioners to:
• Recognise the signs and symptoms of different
presentations of BBVs
• Discuss treatment regimes for BBVs
• Understand the burden of disease associated
with BBVs.

Human Immunodeficiency
Virus (hiv)
Did you know that where HIV is present:
Eight times higher levels of HIV are found in semen in
the presence of urethritis.
HIV has been found in herpes lesions.
Inflammation increases the susceptibility of cells to
HIV.
Gonorrhoea can increase the risk of HIV transmission
at least 5 times.
Chlamydia can increase the risk of HIV transmission
at least 3 times.
Trichomoniasis can increase the risk of HIV
transmission at least 2 times.
Ulceration of the genitals can increase the risk of HIV
transmission 5-10 times — allows direct entry of virus.
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WA has not experienced a widespread epidemic of HIV in
rural and remote regions. However, with high rates of STIs, it
is necessary to be constantly vigilant.
It is important to know that susceptibility to HIV is increased
in the presence of other STIs.
HIV is the virus which depletes the immune system and
Acquired Immune Deficiency Syndrome, or AIDS, is a
collection of illnesses resulting from the poor function of the
immune system, e.g. Kaposi’s sarcoma.

MODE OF TRANSMISSION
HIV can be transmitted in three main ways:
• Unprotected anal, vaginal or oral sex with
an infected person
• Blood-to-to blood contact particularly
through:
o sharing injecting drug equipment
o occupational exposure
o use of unsterile tattooing and body
piercing equipment
o transfusion of unscreened blood products
(in countries outside Australia where strict blood
screening does not occur)
• From an infected mother to her baby through:
o Transplacental transmission (rare)
o During childbirth
o Breastfeeding
HIV transmission by needlestick injury in the
community is extremely unlikely.
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It is good to know about virus and antibody
responses so you can give better client and
community information.

SYMPTOMS OF Acute HIV
Symptoms may occur 2-6 wks after
exposure. This is referred to as seroconversion.
High viral load soon after infection
means patients are more infectious at
this stage.
75% - 90% of patients have symptoms
but most patients do not recognise
these as being related to HIV:
• Vague flu-like symptoms
• Fever
• Rash
• Sore throat
• Oral thrush
• Enlarged lymph nodes.

STIs often travel together so we should
always test for all STIs if we suspect one.
And the presence of an STI increases the
risk of HIV transmission, so we should be
testing for HIV too.
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Testing for HIV
The HIV antibody test measures the level
of antibody to HIV present in the blood.
It does not involve looking for the actual
virus.
Window Period
This is the period of time after exposure
when antibody levels are just beginning to
increase, and an HIV test is still negative.
Nearly
perthat
cent
of– HIV cases test
‘Oh 100
I know
one
positive
withinresponse
three months of exposure,
the body’s
to the
virus.’
hence
the
importance of retesting three
months after initial exposure.

Remember, all STI testing should be
conducted only with informed consent.
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HIV Treatment
Antiretroviral medications are available to manage
HIV infection and slow progression to AIDS.
It is particularly important for HIV positive clients who
are pregnant to receive antiretrovirals in order to
reduce the risk of transmitting the infection to the
baby.

If we don’t know the mother’s status then we cannot
treat to prevent transmission.
Recommended antenatal screening testing for
sexually transmissible infections (STIs) and blood-borne
viruses (BBVs) including HIV is available on this link.
http://www.health.wa.gov.au/CircularsNew/circular.
cfm?Circ_ID=12299

Always contact your regional Public Health
Unit for best practice advice on treatment and
management of HIV cases.
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Hepatitis B
Hepatitis B is a blood-borne viral infection that can result
in inflammation of the liver. Preventing new infections and
managing established chronic infections will reduce the
burden of disease in the community.

Mode of transmission

The hepatitis B virus is mainly spread through direct
contact with infected blood and blood products,
but can also be transmitted through other body fluids
including semen and vaginal fluids.
Transmission can occur through:
• Blood-to-to blood contact, particularly sharing
injecting drug equipment, occupational exposure,
use of unsterile tattooing and body piercing
equipment or transfusion of unscreened blood
products (in countries outside Australia where strict
blood screening does not occur)
• Unprotected anal, vaginal or oral sex with an
infected person
• During childbirth if the mother is a hepatitis B carrier.
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Symptoms of hepatitis B
About half of all adults and most children with hepatitis
B have no symptoms. Some people feel well for several
months before having any symptoms.
Symptoms include:
• Fever
• Extreme tiredness for weeks and months
• Loss of appetite, nausea and vomiting
• Joint pain
• Abdominal pain
• Jaundice.

Ninety-five per cent (95%) of adults clear the virus
while 5% become chronic carriers. Only 10% of
neonates and children clear the virus meaning they
will have chronic hepatitis B throughout their lives.
Chronic carriers can infect others and can develop
serious liver conditions.

For more information on management of exposure
to hepatitis B, contact your regional Public Health
Unit or Emergency Department as soon as possible.
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Immunisation against Hepatitis B
The most effective way to prevent hepatitis B is through
vaccination. An effective immunisation program will
largely eradicate transmission and the subsequent
impact of the infection.
Vaccination is recommended for:
• Every baby born in Australia
• Partners and household contacts of hepatitis B carriers
• People who inject drugs
• Men who have sex with men
• Individuals with chronic liver disease, including
hepatitis C
• Inmates and staff of long term correctional facilities
• Adults with impaired immunity
• Healthcare workers.
The Silver Book provides further information including on
vaccination at:
http://silverbook.health.wa.gov.au/
or see: The Australian Immunisation Handbook at:
http://www.health.gov.au/internet/immunise/
publishing.nsf/content/handbook-home
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TESTING FOR HEPATITIS B
Consistent and appropriate practitioner initiated
screening and testing can reduce the impact of
hepatitis B in the community. Currently many chronic
carriers go undiagnosed or if diagnosed late in their
disease suffer significant mortality and morbidity.
Window period
After infection it can take from 6 weeks to 6 months
before the antibodies can be detected.

TREATMENT FOR HEPATITIS B
While viral eradication is not possible with current
treatments, treatment may suppress viral replication
and reduce the risk of progression to advanced liver
disease and complications including liver failure and
liver cancer. Treatment options are expanding rapidly.
For information and advice on testing and treatment
contact your local physician, Public Health Unit and /or
expert contacts at the completion of this booklet.
Some regions have a dedicated Regional Hepatitis
Nurse located in the Public Health Unit.

For further information access the following on-line
course with continuing professional development
status:
Hepatitis online learning: A resource for health
professionals
http://hepatitis.ecu.edu.au/hepb/index.php
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Hepatitis C
Hepatitis C is a blood-borne viral infection that can
result in inflammation of the liver. It is not vaccine
preventable.
There are approximately 6 genotypes (1, 2, 3 most
prevalent in Western countries) and many sub-types
within each genotype.
People can be co-infected (i.e. have both HIV and
hepatitis C, or hepatitis B and hepatitis C, or all three).

Mode of Transmission

The hepatitis C virus is spread through direct contact
with infected blood and blood products. It is seldom
sexually transmitted.
Transmission can occur through:
• Blood-to-to blood contact particularly sharing
injecting drug equipment; occupational exposure;
use of unsterile tattooing and body piercing
equipment; sharing personal items that have traces
of blood on them such as toothbrushes, razors or
dental floss; or transfusion of unscreened blood
products (in countries outside Australia where strict
blood screening does not occur)
• Unprotected sex involving blood or damage to the
skin such as anal sex and/or sex with an infected
woman during menstruation
• Low risk of an infected mother passing hepatitis C to
her baby either during pregnancy or at birth. There
is almost no risk from breast milk.
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Symptoms of hepatitis C
Many people with hepatitis C have no symptoms at
first or have a minor flu like illness. In some cases they
can have jaundice. Symptoms can disappear within a
few weeks.
Symptoms of chronic hepatitis C include:
• Mild to extreme tiredness
• Loss of appetite, nausea and vomiting
• Joint pain
• Abdominal pain
• Fever.
About 8 out of 10 people exposed to the hepatitis
C virus become chronic carriers. Around 1 in 5 will
develop cirrhosis of the liver, some of whom will
develop liver cancer. Chronic carriers can infect
others.
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TESTING FOR HEPATITIS C
There is an initial screening test for antibodies which
should be followed with an HCV PCR test to show if the
person has successfully cleared the virus or is currently
infected.
Window period
After infection it can take up to 3-6 months before the
antibodies can be detected.

TREATMENT FOR HEPATITIS C
Hepatitis C is currently treatable using pegylated
interferon and ribavirin. Treatment may vary between
6-12 months. Success rates vary between individuals.
However treatment options for hepatitis C are
expanding and improving so seek expert advice where
appropriate.
For information and advice on testing and treatment
contact your local physician, Regional Hepatitis Nurse,
Public Health Unit and/or expert contacts at the end of
this manual.

For further information access the following on-line
course with continuing professional development
status:
Hepatitis online learning: A resource for health
professionals
http://hepatitis.ecu.edu.au/hepb/index.php
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SECTION 6
CLINICAL
MANAGEMENT
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SECTION 6
The purpose of this section is to outline:
• effective clinical management of patients who
may have an STI or BBV
• use of the appropriate referral forms for STI/BBV
management
• taking an effective sexual history from a client
• collection of the appropriate specimens for
diagnosis.

REMEMBER: Well people should also be tested.
Offer a screening test to sexually active people
under the age of 35 years (especially 15-19 year
olds) whenever the opportunity arises.
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Effective clinical management
Provide an appropriate physical environment that is
private and confidential.
Take a full sexual and BBV history to work out the risk
factors.
Give education and information, and answer client
questions.
Give pre- and post-test information and obtain client
consent to be tested.
Do a physical examination if there are symptoms, if the
patient is a sexual contact of an STI index case, if there
is a history of a previous STI, if the patient reports high risk
behaviour, or has a positive result.
Collect appropriate specimens based on sexual history,
and arrange storage and transport.
Treat for suspected STI cases and treat contacts as well
(empirical treatment).
Interpret results, in consultation with an MO or PHU if
unclear. Make a diagnosis and give results to the client.
Treat if positive test is returned, if not already treated.
Take blood for syphilis and HIV if the client is positive for
gonorrhoea and/or chlamydia.
Give education for harm reduction and STI prevention.
Arrange contact tracing.
Provide follow-up, including:
• Any referrals that are needed.
• Retesting three months after treatment (or at
one month if clinically indicated).
• Retesting for BBVs after window period.
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It is really
important to
make sure
the clinical
environment
is as
comfortable
and nonthreatening
as possible.
Here are some
essentials.

The clinical environment should:
Be private and secure from
interruptions.
Provide all the equipment necessary
for an examination and for specimen
taking.
Comply with accepted infection
control guidelines.
Meet the special gender and cultural
needs of the local population through
careful consideration of entrances
and use of non-specific consultation
rooms.

It is easier if you use the Clinical Management Form
to guide you through the management process of
a client at risk of an STI. Each region has STI Clinical
Management Forms which are available from your
Public Health Unit.
And of course it is in the Silver Book
http://silverbook.health.wa.gov.au/.
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SAMPLE CLINICAL MANAGEMENT FORM
GIVEN NAMES

FEMALE SEXUAL HEALTH
CLINICAL MANAGEMENT

D.O.B.

CLINIC: ____________________________________

SEX

ADDRESS

DATE: ____________________________________

Would you like a copy of your results to be sent to your GP?
Marital status:
Ethnicity:

Never Married
Aboriginal/TSI

Reason for visit:

De facto

Yes

Married

Other:

Self

Please use ID Label or block print
URN

SURNAME

WA COUNTRY HEALTH SERVICE - GOLDFIELDS

No GP’s Name:
Widowed

Separated

Divorced

Language spoken at home:
Contact tracing

Sex work in last 12 months

Other:

Referred by:
PART A: WOMEN’S HEALTH

PRESENTING HISTORY

HEALTH HISTORY

REPRODUCTIVE HISTORY

Do you have any family history of Breast Cancer?

No

Yes

If so please specify:

Gravida:
Delivery:

Are you allergic to any drugs or other substances?

No

Yes

Have you ever had high blood pressure?

No

Yes

Do you have any other medical condition?

No

Yes

If so please specify:

Para:
Vaginal

LUSCS

Date of LMP:
Duration LMP:
Cycle length:

If so please specify:

Abnormal bleeding:

PCB:

Yes

No

IMB:

Yes

No

Contraception:

Have you had any surgical operations?

No

If so please specify:

EXAMINATION

Yes

If abnormal: outcome?
Follow-up HPV/DNA:

INFORMATION PROVIDED

Introitus:

BSE

Vaginal Walls:

HPV

Cervix:

Menopause

Discharge:

Continence

Pelvic Examination:

Pelvic Floor

Pelvic Floor (muscle tone, 0-5):

Other:

TESTS
HPV typing 1st

Pap Smear

HPV typing 2nd

STI - Go to Part B

Signature:

Other:
Date:

RESULTS
Pap Smear Result:

Next Due:

6 months

Phone

Mail
Date:

TMR XX

Referral:
Client notified:

2 years

Other:

HPV typing:

Signature:

1 year

FEMALE SEXUAL HEALTH CLINICAL MANAGEMENT

Date last pap & result:
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PART B: SEXUAL HEALTH & BLOOD BORNE VIRUSES
PRESENTING HISTORY

SEXUAL HISTORY
Previous STI(s):

No

Sexual Partner(s):

Regular sexual partner(s)

Casual sexual partner(s)

Partner(s):

Male

Female

Both

Sexual contact in last 3mths:

Local

Perth/Interstate

Lifetime sexual partners:

0

1-10

11-50

>50

Sexual practices:

Oral (give)

Oral (receive)

Vaginal

Anal

Condom use:

Always

Sometimes

Never

Injecting drug use:

Past

Current

Tattoos/piercings:

Professional

Other

Transfusion blood/tissue:

No

Yes & year:

Yes & date:

Overseas

Other risk factors:
SYMPTOMS
Asymptomatic

Pain

Rash/other skin lesion

Ulcer(s)

Discharge

Warts

Other:

Itch

Dysuria/frequency

TESTS
First void urine

ßHCG

Vaginal pH

Cervix

Vagina/SOLVS

Lesion

Rectum

Throat

PCR swab
Charcoal swab
Slide
Blood tests:

Syphilis

HIV

Hep B

Hep C

Hep A

PROVISIONAL DIAGNOSIS

INFORMATION PROVIDED
Pre-test

Post-test

Print Name

Condom use

Abstinence during Rx

Signature & Designation

Date

Time

RESULTS
STI:

No STI

Notifiable:

Gonorrhoea

Chlamydia

Syphilis

Hep A

Hep B

Hep C

Other:
Not Notifiable:

Trichomoniasis

Herpes

Wart virus/HPV

Molluscum

Other:
TREATMENT
Medications given:
Print Name

Signature & Designation

Date

Time

FOLLOW-UP
Client informed of results

Enhanced gonorrhoea/syphilis form completed

Contact tracing completed

Notification form completed

Referrals:
Print Name
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Proof of Cure (date):
Next Appointment:

Signature & Designation

Date

Time

HIV

Clinical management forms...
• provide a prompt for the health care professional
through the clinical management processes, and
ensure appropriate and relevant information is
collected during the sexual health consult
• ask everyone the same questions; i.e. they
standardise and depersonalise some of the sensitive
questions
• promote an easy way to do a case review (ensuring
best practice/best care).

Every effort should be made to do a full clinical
consultation if a client:
• is symptomatic
• is a named contact
• has a history of a previous STI
• has a history of high-risk behaviour
• has a positive result.

It may be difficult to complete Clinical Management
Forms if you are conducting an opportunistic STI test,
e.g. while doing a Pap smear. But aim to complete
a CMF with every STI screen. You may never see the
person again.
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Clinical Management Form
(CMF) Pathway
Client consult.
CMF commenced at initial consult.

SEND TO
Different regions
will have a process
for where to send
CMF: i.e. to an STI
register, to client
notes, to the
PHU nurse or STI
coordinator.
FILING will also differ on
sites; ie hospital, CH,
Aboriginal Medical
Service, remote clinics.

80

Contact tracing initiated.
Symptomatic client ASAP,
Asymptomatic await result.

RESULTS
RETURNED —
obtain complete
test results,
check treatment
is appropriate.

CMFs are used to check on
case management, review
results and for followup of
clients regarding proof of
cure and window periods.

Why is your client here?
• A client may present with symptoms or requesting a
check-up if they feel they have been at risk.
• They may have been named as a sexual contact.
• Screening — routine check-up or community screen.
• Well person’s check — e.g. Pap smear/antenatal.

Informed consent
If you suspect an STI or BBV, there
is some information you need to
provide before you test the client.

Issues to be discussed
Rights and responsibilities of client.
The reason for the tests.
Identifying risk activities.
Client coping strategies and support systems.
Client safety.
Confidentiality of the consultation and when
this might need to be broken.
The need for contact tracing if symptomatic or
a positive result received.
The requirement to notify a positive result.
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Education
topics

The sexual health consult is an
opportunity to engage the client in a
discussion about behaviour change
to reduce further risk.
It is worth taking time out in a safe
environment to talk about:
• negotiation
• respect
• safe sex
• condom use and how and where
to access condoms.

Confidentiality
All clients have a right to confidentiality of
their personal information, including written
and verbal information.

Confidentiality is always important. In small
communities it is especially important to assure
clients that the practitioner and the service are
100% committed to confidentiality.
Inform clients when confidentiality might need to
be broken (see next page).
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Confidentiality Exceptions
1. Where there is a risk of serious harm to the client or
others
2. Suspicion or disclosure of child sexual abuse in any
person under the age of 18 years (see ‘Mandatory
Reporting’, p. 108)
3. STI in minors under the age of 14 years. All STI
diagnoses in those aged under 14 years must be
reported to DCP and police. Refer to your local
protocols or check with your regional Public Health
Unit for details.
4. Notification to the Department of Health if a
notifiable STI is diagnosed.

There are special considerations for underage
clients, such as who can give consent and
the definition of a mature minor.

Who can give consent to treatment?
Legally competent adults (over 18)
Generally, young people over the age of 16
‘Mature minors’ aged 12 to 16
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A mature minor…
‘... A minor is capable of giving informed
consent when he or she achieves a sufficient
understanding and intelligence to enable him or
her to understand fully what is proposed.’
(High Court of Australia, 1992, in Marion case)

That’s one definition, but if you need to discuss
your client, contact your regional Public Health
Unit.
How do we assess whether
a young person is a mature
minor?

Your
consultation
with a young
person must
meet these
criteria.

The young person must be able
to understand the explanations
you give.
Their ability to consent may
depend on the seriousness of the
treatment.
If the minor cannot understand
the explanations you give, then
consent is needed from a parent/
guardian.
Any treatment must be in their
best interests.
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Specimen collection
Why test asymptomatic clients?
Many infections are asymptomatic.
Reduce the risk of infertility and
other long term problems.
Reduce transmission within the
community.

The term ‘NAAT’ has been used throughout
the Manual as a generic term, which includes
‘PCR’ and ‘LCR’.
Nucleic Acid Amplification Test (NAAT) is a
generic name for tests, most commonly the
polymerase chain reaction (PCR), to detect the
genetic material of an organism (e.g. Neisseria
gonorrhoeae, Chlamydia trachomatis) in
specimens of body fluids or tissues, rather
than growing the organism itself. The tests
work by amplifying the small amount of the
organism’s genetic material in the specimen
over a million-fold so that it can be more
easily detected, making NAAT a very sensitive
method.
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Specimens for men
• Collect 20ml first void urine for NAAT gonorrhoea,
chlamydia and trichomoniasis. This means the first
part of the stream of urine, not the first void after
waiting for 2 hours or overnight.
• If there is a discharge from the penis, collect a swab
from the tip of the penis first, and then take a urine
specimen.
- NAAT gonorrhoea, chlamydia, trichomoniasis.
- MC&S (essential to detect resistance patterns which
guide treatment protocols).
• Take a NAAT swab of any ulcers for herpes, syphilis,
donovanosis.
• Don’t forget if sexual history indicates receptive anal
or oral sex, include two swabs for NAAT and C&S (and
MC&S if pus) from these sites.
• Blood for HIV, hep B, syphilis and if at risk, hep C.
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MALES with Suspected STI or contact STI
HISTORY AND CONSENT
Discharge present on
examination

No discharge seen

Milk discharge
forward
Swab discharge for MC&S
using charcoal swab and
glass slide

Collect 20ml first void(1) urine in yellow-topped jar.
If sexual history indicates take anal and throat swabs.
Collect two anal swabs (C&S and NAAT)
Collect two throat swabs (C&S and NAAT)
Take blood for hep B, Syphilis and HIV serology(2,3,4)
Order the following tests:
• Urethral swab – MC&S (if discharge is present)
• Urine  - NAAT gono and chlam
• Blood – Hep B, syphilis and HIV serology
• Anal – C&S, NAAT gono and chlam
• Throat – C&S, NAAT gono and chlam
• Genital lesions – NAAT swab for syphilis, donovanosis,
herpes
(1) First amount of urine passed (not midstream);
(2) ALL tests must be carried out with pre-test discussion;
(3) Hep A test if symptomatic or history of oral-anal sex and intention to vaccinate if negative;
(4) Hep C if there is a history of injecting drug use;
Refer to the local treatment protocol to determine appropriate treatment (contact the local
PHU). Empirical treatment (before tests are available) for gono and chlam is recommended
for symptomatic presentation and asymptomatic contacts of person with an STI. In an STI
endemic region, symptoms suggestive of gono or chlam should be treated for both.
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FEMALES with Suspected STI or contact STI
HISTORY AND CONSENT
BEST PRACTICE
Offer Pap smear when doing
speculum examinations

Declines internal
examination after
being informed of best
practice

Collect ECS using NAAT
swab and HVS for MC&S
using swab, glass slide and
charcoal medium. If pus is
present or cervix inflamed
collect ECS for MC&S.

Patient to collect
SOLVS NAAT(2) (see
page 90)

Collect 20ml first void(1) urine in yellow-topped jar.

If sexual history indicates take anal and throat swabs.
Collect two anal swabs (C&S and NAAT)
Collect two throat swabs (C&S and NAAT)
Take blood for hep B, syphilis and HIV serology(3,4,5)

Order the following tests:
• ECS – MC&S (if purulent discharge present)
• ECS  - NAAT gono and chlam
• HVS – MC&S
• Urine – NAAT gono and chlam
• Blood – Hep B, syphilis and HIV serology
• SOLVS – NAAT gono and chlam
• Anal – C&S, NAAT gono and chlam
• Throat – C&S, NAAT gono and chlam
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(1) First amount of urine passed (not midstream);
(2) Self Obtained Lower Vaginal Swab (SOLVS — see page 90)
(3) ALL tests must be carried out with pre-test discussion;
(4) Test for hep A test if symptomatic or history of oral-anal sex and intention to vaccinate if
negative;
(5) Test for hep C if there is a history of injecting drug use;
Refer to the local treatment protocol to determine appropriate treatment (contact the local
PHU). Empirical treatment (before tests are available) for gono and chlam is recommended for
symptomatic presentation and asymptomatic contacts of person with an STI. In an STI endemic
region, symptoms suggestive of gono or chlam should be treated for both.

Specimens for women
EITHER NO SPECULUM EXAMINATION - NO SYMPTOMS
SOLVS — self-obtained lower vaginal swabs:
NAAT for gonorrhoea, chlamydia, trichomoniasis
MC&S
PLUS first void urine (this means the first part of the
stream of urine, not the first urine of the day) for NAAT
gonorrhoea, chlamydia and trichomoniasis.
NB: Two tests (urine and SOLVS) increase the pick up of
any positive results.
OR SPECULUM EXAMINATION
Endocervical swab for NAAT gonorrhoea, chlamydia,
trichomoniasis.
PLUS High vaginal swab for MC&S.
PLUS pap smear if it is due.
PLUS
Swab any ulcers and request NAAT herpes, syphilis and
donovanosis.
Don’t forget if sexual history indicates anal or oral sex,
include swab for NAAT (and MC&S if pus) from these
sites.
Vaginal pH can be tested using litmus paper or
dipsticks. If pH >4.5 suspect trichomoniasis or bacterial
vaginosis.
Blood for HIV, hep B, syphilis and if at risk, hep C.
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Specimens for Sexually Transmitted Infections
Urine Sample
1

2

3

4

‘SOLVS’ Self-obtained lower vaginal swab
Information for patients
Wash your hands with soap
and water.

Pee the first part of the urine

Unscrew the lid from the
specimen jar.

stream into the jar (about / full).
This is how to take
your
Pee the rest
into the own
toilet.
Screw the lid back on the jar.
swab for a SOLVS
NAAT
test
Put in the specimen bag.
13

Wash your hands with soap
and water.

Vaginal Swab
2

1

Wash your hands
with soap and water.

Sit on the toilet or stand with one foot
resting on the lid of the toilet. Separate
the labia (lips).

3

Put the tip of the
moistened swab
stick about 2 cm
inside the vagina.
Twirl or rotate the
swab once.
Count to ten and
remove the swab.

4

5

Follow instructions
given by your doctor
or nurse.

Wash your hands
with soap and water.

4

5

Follow instructions
given by your doctor
or nurse.

Wash your hands
with soap and water.

Anal Swab
1

Wash your hands
with soap and water.

90

2

Sit on the toilet or stand with one foot
resting on the lid of the toilet.

3

Put the tip of the
moistened swab stick 3
or 4 cm inside the anus.
Twirl or rotate the swab
while gently pushing
upwards.
Count to ten and remove
the swab.

Storage and transport
of specimens
REFRIGERATE:
Urine
Blood
DO NOT REFRIGERATE CHARCOAL SWABS
If you are at a remote site, blood should be spun
prior to transport

Ensure all specimens are
clearly labelled with name,
date, time specimen
was taken, and body site
specimen was taken from.

Pathology forms
Request specific tests required using a pathology
form or STI stamp. If you do not have an STI stamp
write the pathology you are requesting on the laboratory form.
All clients need to sign their pathology form for
Medicare.
Complete the Medicare number if known.
Ensure a doctor signs the form unless you have an
understanding with your SMO/DMO or Public Health
Medical Officer to use their Provider number, but
remember to PP with the provider number.
There are plenty of prompts in the STI specimen
collection packs to help you remember.

91

SAMPLE KITS FOR SPECIMEN
COLLECTION
Male kit

A. Swab with charcoal transport medium for collecting urethral
discharge (if present) and making a smear and sending for
culture (charcoal transport media is preferred if longer delays
are anticipated).
B. Glass slide in slide holder for making a smear of urethral
discharge.
C. Urine container for first void urine for chlamydia and
gonorrhoea NAAT (shaded area equals 20 mL).
D. Clotted blood tube for serological tests.
E. Wire/plastic shaft fine swab for urethral swab (if required) for
chlamydia and gonorrhoea NAAT
F. Wire/plastic shaft fine swab for herpes NAAT.
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Female kit

A. Swab with charcoal transport medium for collecting a high
vaginal specimen for a smear and culture.
B. Glass slide in a slide holder for making a smear of the high
vaginal specimen.
C. Swab with charcoal transport medium for collecting cervical
discharge (if present) and making a smear to send for culture.
D. Glass slide in slide holder for making an endocervical swab
(ECS) smear.
E. Wire/plastic shaft fine swab for collection of an ECS sample for
chlamydia and gonorrhoea NAAT.
F. Urine container for first void urine for chlamydia and
gonorrhoea NAAT (shaded area equals 20 mL).
G. Clotted blood tube for serological tests.
H. Wire/plastic shaft fine swab for collection for herpes NAAT.
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ANTENATAL TESTING FOR WOMEN
LIVING IN STI-ENDEMIC AREAS
Tests for pregnant women at their first antenatal visit:

• Chlamydia and gonorrhoea — Offer
chlamydia and gonorrhoea testing to all
women – first void urine and self-obtained
lower vaginal swab (SOLVS) or practitionerobtained endocervical swab.
• Hepatitis B — Undertake hepatitis B serology
testing for all women.
• Hepatitis C — Offer hepatitis C serology
testing to women at high risk for hepatitis C
infection
• HIV — Offer HIV serology testing to all
women.
• Syphilis — Undertake syphilis serology testing
for all women.
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Tests at subsequent antenatal visits

Women who are believed to be at high risk of
acquiring syphilis, hepatitis B, hepatitis C, HIV
and chlamydia or who have put themselves at
risk of infection since their first test, should be
retested in the third trimester (28-36 weeks). In
addition:
• Women who have positive syphilis serology
in the first trimester should be retested in the
third trimester (28-36 weeks) or at delivery.
• Between 28 and 36 weeks retest HIV and
syphilis serology.
• At 36 weeks retest for chlamydia and
gonorrhoea.
• Women with clinical hepatitis B should be
retested at the time of admission to hospital
for delivery.
Late presenters
Women who present for the first time either late
in pregnancy or during labour and who have not
received any antenatal care may be at increased
risk of STI/BBV infection. Testing may need to be
performed urgently in these situations to ensure that
appropriate therapy can be commenced to benefit
both the mother and baby.
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CONTACT TRACING
Contact tracing is an important public health strategy for
many communicable diseases, STIs especially. We trace
contacts because it’s important to try to prevent infections
from spreading.
There are guidelines for contact tracing.

Contact tracing is the process of identifying
sexual contacts of a person with an STI/BBV,
and ensuring that they are aware of their
exposure, and the need to be tested.
Contact tracing is an important part of STI/BBV
care and prevention.

Contact tracing definitions
CONTACT: A person who has had some sexual
exposure to the index client.
INDEX: The original person identified with an
infection.
SEXUAL CONTACT: May be oral, vaginal, anal, or
some other form of sexual contact with the index
case when there was a risk of infection.
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CONTACT TRACING
• Prevents your client getting re-infected.
• Prevents on-going disease transmission in community.
• Combats increasing STI rates and burden of disease.
• Allows earlier identification of people with an infection.
• Enables earlier treatment, minimising risk of
complications like infertility, ectopic pregnancy, PID.
• Supports sexual health education, prevention
counselling and health promotion.
• Promotes sustainable behaviour change.

If you need further advice and information on contact
tracing, you can find it in the Silver Book http://silverbook.
health.wa.gov.au/ or ask your regional Public Health Unit
for training and information.

A Contact Tracing e-learning module which focuses on
the needs of health care workers servicing hard to reach
populations, including Indigenous Australians, people in
rural and remote settings, people who are highly mobile as
a function of their employment or other factors is available
on the ASHM website at:
http://www.ashm.org.au/default2.asp?active_page_id=341
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How to contact trace
• Explain the reason for contact tracing to your client
(index case).
• Explain that the anonymity of the index case (your
client) will be protected.
• Use open-ended questions, be non-judgemental
and do not presume the sex of contacts.
• Get as much information about contacts as possible
— names, phone numbers, address, description.
• Determine contact history — how long ago were
sexual contacts? Mentioning significant events like
sporting carnivals, Christmas or festivals may help
your client to remember.
• Get help from your regional Public Health Unit if
needed.
• Clients can notify their partners themselves — followup to ensure it has been done.
• Refer any contacts to other regions if they have
moved out of your region.
• Use visit, phone call or letter to notify contacts —
get advice from the Aboriginal Health Worker in
Aboriginal communities, the regional Sexual Health
Coordinator or your regional Public Health Unit.
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treatment issues
Use standing orders for your region.
Treat symptomatic clients and their
contacts.
If your client is a minor and is small, you may
need to calculate the dose according to
weight. Contact your Public Health Unit if
this is the case.
Always refer to the latest Silver Book for
information on appropriate treatment
http://silverbook.health.wa.gov.au/.
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SECTION 7
FOLLOW-UP
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SECTION
Learning
7 OUTCOMES
SECTION 4

The purpose of this section is to enable you to:

• become familiar with pathways of notification
of STIs
• understand the requirements for notification of
STIs in minors
• effectively use ‘enhanced surveillance’ forms

We monitor STIs at a local and state
level so that we know about the rates
of infection and any trends that might
indicate the infections are increasing
or decreasing. We also monitor so we
can check whether tests, treatment
and care are effective. This helps to
ensure best practice when managing
STIs.

Remember that there are legal requirements
to notify certain STIs to the Department of
Health.
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The Department of Health is
notified of certain STIs because...

STIs and BBVs are:
Diseases of public health importance
Communicable
Serious

It is required by LAW (Public Health Act 1911). Under the
provision of the Health Amendment Act (2006), all Medical
Practitioners practicing in WA are legally required to report
the diagnosis of infectious diseases that are of public health
significance.

Notifiable STIs are:
Chlamydia
Gonorrhoea
Syphilis
Donovanosis
Chancroid
Lymphogranuloma
venereum (LGV)

Notifiable BBVs are:
Hepatitis B
Hepatitis C
HIV/AIDS

Communicable
Disease Surveillance:
• Enables public
health disease
control strategies
to be initiated
on notification,
facilitating early
detection and
control of outbreaks.
• Ensures prompt
investigation
including treatment
and follow up.
• Ensures appropriate
amount of drugs and
services in a region.
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responsibility for notification
It is the ultimate responsibility of the diagnosing doctor
— that is, the doctor whose provider number is used
on the laboratory request form.
If the test is undertaken by someone else under the
doctor’s provider number, it may be required for that
person to complete the form and forward it to their
diagnosing doctor.
Laboratory notifications of all positive results are
forwarded to CDCD and entered into WA Notifiable
Diseases Database (WANIDD).

How to notify
Infectious disease notification forms are available
from CDCD, your Public Health Unit or can be
downloaded from:
http://www.public.health.wa.gov.au/2/126/1/
forms.pm
A form must be completed for each positive
notifiable infection.
(NB: HIV is notified on a special form)
Completed forms should be faxed or mailed to
your local Public Health Unit, except for HIV which
must be faxed to CDCD Perth.
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Notification FORM
Date received by DOH

dd

20

mm

Department of Health

NOTIFICATION FORM

yyyy

2 0

–
Notification ID

July 2006

YOU MAY NOTIFY BY POST (using the Reply Paid envelope provided),
TELEPHONE or FACSIMILE
RETURN TO: Your Population Health Unit
A/H emergency: (08) 9328 0553
1. PATIENT
Family name

5. NOTIFIABLE INFECTIOUS DISEASES

________________________________________________

Given name

________________________________________________

Street address ________________________________________________
Suburb/Town

________________________________
postcode (essential)








Phone
Home

Work/Mobile

2. PATIENT DETAILS
Sex

Male





Female

Date of birth
dd
mm
yyyy
Occupation, or name of any school/childcare centre attended (please specify)

Recent travel overseas

No

Yes ___________________

Infection acquired

WA

Interstate

Country of birth

Australia

Other ____________________

Ethnicity

Aboriginal or Torres
Strait Islander

(please specify)

Overseas






(please specify)



Other



3. DETAILS OF CONDITION
clinical presentation

How was infection identified?
Date of onset
dd

mm

20



contact tracing

screening

Date of death
yyyy

Was the patient hospitalised?

(if applicable)

No

dd

mm

20



yyyy

Yes



CONFIRMATION OF DIAGNOSIS
lab

lab pending

linked to lab-confirmed case

clinical only

If lab confirmed, specify method ___________________________________
FOLLOW-UP/CONTACT TRACING ( tick one or more boxes below)
Client informed that DOH may investigate possible contacts/sources




All contacts have been/will be tested and treated by me

Other __________________________________________________________
(please specify)

4. DOCTOR/HOSPITAL DETAILS

.................................

Address

.................................
.................................

telephone (essential)

Tick box below




Adverse event following immunisation – USE SEPARATE FORM
Amoebiasis
Amoebic meningitis
Anthrax
Arboviral encephalitis (MVE, Kunjin, JE, other: specify ___________)
Barmah Forest Virus infection
Botulism (food-borne)
Brucellosis
Campylobacter infection
Species:________________________
Chlamydia (genital infection)
Cholera
Creutzfeldt-Jakob Disease (CJD: classical or variant)
Cryptosporidiosis
Dengue fever
Giardiasis
Gonorrhoea Penicillin sensitivity:  Yes  No  unknown
Haemolytic uraemic syndrome
Haemophilus influenzae type b infection (invasive)
Hepatitis A
Hepatitis B
 newly acquired (<2 yrs)  carrier/unspecified
Hepatitis C
 newly acquired (<2 yrs)  unspecified
Hepatitis (other)  D
 E
HIV/AIDS – USE SEPARATE NOTIFICATION FORM
Hydatid disease
Influenza
 A
 B
Legionella infection Species:______________________________
Leprosy
Leptospirosis
Listeriosis
Lyssavirus infection (ABL, other: specify:____________________)
Malaria
Species:______________________________
Measles
Melioidosis
Meningococcal infection
 meningitis  septicaemia
Methicillin Resistant Staphylococcus aureus (MRSA) infection
Mumps
Paratyphoid fever
Pertussis
Pneumococcal infection (invasive)
Poliomyelitis
Psittacosis (ornithosis)
Q fever
Rabies
Ross River Virus infection
Rotavirus
Rubella
 non-congenital
 congenital
Salmonella infection Serotype:____________________________
Scarlet fever
Schistosomiasis (Bilharzia)
Severe Acute Respiratory Syndrome (SARS)
Shiga toxin (Verotoxin) producing E coli (STEC/VTEC) infection
Shigellosis (Bacillary dysentery) Species:____________________
Syphilis  1°  2°  early latent (<2 yrs)  late latent  3°  congenital
Tetanus
Tuberculosis
Typhoid fever
Typhus (Rickettsial infection)
Varicella
 chickenpox
 zoster
 unspecified
Vibrio parahaemolyticus infection
Viral haemorrhagic fevers (Crimean-Congo, Ebola, Lassa, Marburg)
Yellow fever
Yersinia infection
RARELY NOTIFIED DISEASES

fax (optional)

.................................
Signature



(must be complete and legible)

Name



WA Health Act (1911). Please notify conditions by telephone, plus food-borne
illness (2 or more linked cases), and enteric infection in a food handler, health
professional or child care worker. Otherwise fax or post the notification form.

Date

postcode

  Diphtheria

  Plague
  Smallpox
  Tularaemia
 Chancroid (soft sore)
 Donovanosis (Granuloma inguinale)

6. CLINICAL COMMENTS

20

Tick this box if you require more forms and pre-paid envelopes
(or print from www.notifications.health.wa.gov.au).
HP 2431
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Notification PathwayS
Health Care Provider
(HCP) confirms
diagnosis of notifiable
STI/BBV infection

HIV

HCP faxes
completed HIV
notification
form to CDCD
in Perth*
* CDCD has a secure
fax for notifications
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Notifiable
STI/BBV
except HIV

HCP faxes or mails
the completed
notification form,
using the replied
paid envelope, to
the local Public
Health Unit

PROTOCOL FOR REPORTING STIs
IN CHILDREN UNDER 14
We also have
protocols to manage
follow ups for children
who test positive for
STIs. If a child is under
14 years, we follow
this protocol:

The purpose of this protocol
is to ensure that every
child under 14 years of
age who is diagnosed with
an STI is investigated by
the Department for Child
Protection (DCP) and
police to ensure the safety
and protection of the child.

Any positive STI results in a child under 14 must be
reported. The Public Health Unit has copies of this form
and is able to assist with this process.

When testing a
child under 14
years inform them
that if STI +ve, DCP
and police will be
informed.
Document that
informed consent
for test has been
obtained.

STI -ve

If abuse is
suspected

STI +ve

Whether
or not
abuse is
suspected,
for ALL +ve
diagnoses
in children
under 14

Refer to
mandatory
reporting of
child sexual
abuse
Report to
DCP and
police
using local
protocol

For further details see: DOH — Operational Directive OD
0296/10: Interagency Management of Children Under 14 Who
are Diagnosed With a Sexually Transmitted Infection (STI).
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MANDATORY REPORTING OF
CHILD SEXUAL ABUSE
All doctors, nurses and midwives, as well as police
officers and teachers working in WA are mandatory
reporters of child sexual abuse. Department of Health
employees must complete the on-line Mandatory
Reporting Information session. This includes permanent,
contract and part-time staff as well as visiting medical
practitioners
The Information session can be found at www.health.
wa.gov.au/mandatoryreport
It is your responsibility to complete this on-line session.
Non-Health Department employees can get
information and training by phoning (08) 6216 7700.
Reporting forms can be found at. www.
mandatoryreporting.dcp.wa.gov.au
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ENHANCED NOTIFICATION OF
GONORRHOEA AND SYPHILIS
We have policies for the follow up of
gonorrhoea. Currently, in endemic regions
many cases of gonorrhoea are still sensitive
to penicillin. This is a changing situation, as
there is an increasing level of resistant strains
developing, particularly in the metro and
interstate areas. To monitor this situation, when
taking STI tests, any discharge from vagina/
urethra/anus should be sent for culture and
sensitivity testing.
If you get a positive confirmation for
gonorrhoea, then complete an “Enhanced
Surveillance for Gonorrhoea” form in
addition to the normal notification form.
This is very important to the whole region,
because if resistance to current treatments
reaches 5%, recommended treatment will
change. In some cases the white copy
of the CMF will provide all the information
needed for enhanced surveillance. There is
also an ‘Enhanced Surveillance for Syphilis’
form. Check with your regional PHU for the
requirements.

Enhanced notification forms are available from your
regional Public Health Unit or CDCD in Perth. On
completion of the form, it should be returned to the
regional Public Health Unit, who then will forward
the information to CDCD in Perth via electronic
database, for evaluation and monitoring of cases
within the state.
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SECTION 8
EDUCATION and
PREVENTION OF
STIs
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SECTION 8
The purpose of this section is to reinforce the
essential elements of STI education and some of
the key messages from previous chapters.

One of the most important things
to remember in STIs is that every STI
consultation is an opportunity for
preventive education.

PREVENTION IS
BETTER THAN CURE
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Here are some of the essentials in
maintaining good sexual health.

ESSENTIALS FOR STI EDUCATION
Does the client understand what safe sex is and how
to use condoms and lubricant effectively?
Does the client know how and where to access
condoms?
Does the client understand the importance of getting
tested before the start of a new sexual relationship?
Does the client understand how the infections are
spread and the importance of getting treatment for
self and partner?
If the client injects drugs, do they know where to get
sterile needles and syringes?

As far as possible we try to include some sexual
health education in every STI consultation.

Consider what education your client can best use.
The mode of delivery of information will decide how
effective that information is. You must remember
education should be non judgmental, culturally
appropriate and respectful of individual preferences
and beliefs.
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The social impact and stigma of STIs
must not be overlooked.
Privacy and confidentiality must always
be respected.

Remember earlier on we listed opportunities to offer
a test for clients who may have presented for some
other reason? When testing opportunistically, it
may not be appropriate to go through a full clinical
consult using the Clinical Management Form. And
the client may not want to hear too much about
behaviour change if they are seeing you about
their sprained ankle.
You’ll need to use your judgement.

How you deliver the message will determine
how well the message is picked up by a client.
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We have some essentials of
client education which are
specific to STIs and BBVs.
These include:

Education about safer sexual practices
Education about safer injecting (if the client/
patient discloses injecting drug use)
Individual rights and responsibilities
Offering a full STI/BBV screen
Informing the person of and gaining consent for:
•
•
•
•

investigations
the need for contact tracing
the confidentiality of the consultation
the notification requirements for STI/BBVs
So, the main messages are:

Constant vigilance
A non-judgemental approach
Culturally appropriate information and response
Use the Silver Book 				
http://silverbook.health.wa.gov.au/
Use the local policies and protocols
Constant vigilance
Use the Clinical Management Form
Note that ‘constant vigilance’
is repeated in this list — that’s
how important it is.
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Using the Clinical
Management Form is
the best way to ensure
everything is covered in
clinical management.

CLINICAL MANAGEMENT FORM
Every effort should be made to do a full clinical
consultation if a client:
• is symptomatic
• is a named contact
• has a history of a previous STI
• has a history of high-risk behaviour
• has a positive test result

The best way to figure out
how all the information
in this booklet is put into
practice is by going
through the Clinical
Management Forms.
Your local STI Coordinator
will be in touch to help
you with the use of the
CMF and will help out
with any questions you
have about the content
of this booklet.
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Section 9
Referrals and
resources
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There are many resources and sources of support available
to you if you need them. Here are some of the main
resources at your disposal.
Silver Book — http://silverbook.health.wa.gov.au/
Antenatal screening testing guidelines for sexually transmissible
infections (STIs) and blood-borne viruses (BBVs) including HIV —
http://www.health.wa.gov.au/CircularsNew/circular.cfm?Circ_
ID=12299
Hepatitis online learning: A resource for health professionals —
http://hepatitis.ecu.edu.au/hepb/index.php
Notification forms —
http://www.public.health.wa.gov.au/2/126/1/forms.pm
Epidemiological data —
http://www.public.health.wa.gov.au/3/480/2/stis_and_
bloodborne_virus_reports.pm
Contact tracing e-learning —
http://www.ashm.org.au/default2.asp?active_page_id=341
Chlamydia
www.couldihaveit.com.au
The Australian Immunisation Handbook
http://www.health.gov.au/internet/immunise/publishing.nsf/
content/handbook-home
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Education resources

including posters and pamphlets can be viewed on-line at
www.public.health.wa.gov.au/2/371/2/pamphlets_and_f.pm
and ordered from the Department of Health.
Information about WA’s Needle and Syringe Program is
available at
www.public.health.wa.gov.au/2/102/2/needle_and_syri.pm

For general Public Health information
www.public.health.wa.gov.au

Youth sexual health education website
www.getthefacts.health.wa.gov.au
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Your regional Sexual Health Team and Public
Health Staff are there to assist you with any
questions or support you may need in relation
to sexual health — make use of them!

advice and support
Regional contacts for professional
support and advice
Public Health Physician or Medical Officer
Public Health Nurse
STI Coordinator
Regional Sexual Health Team

GOLDFIELDS

Sexual Health Team
Population Health
(08) 9080 8200

KIMBERLEY

Sexual Health Team
Kimberley Population Health Unit
(08) 9194 1630
Kimberley Aboriginal Medical Service Council
(08) 9193 6043

PILBARA

Sexual Health Team
Pilbara Public Health Unit
(08) 9158 9222
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State contacts for professional
support and advice
FPWA Sexual Health Helpline
(08) 9227 6178 or 1800 198 205 (country callers) or
email sexhelp@fpwa.org.au
Royal Perth Hospital Sexual Health Clinic
(08) 9224 2178
Fremantle Hospital B2 Clinic
(08) 9431 2149
Communicable Disease Control Directorate (CDCD)
(08) 9388 4841
Hepatitis C Treatment Centres
Fremantle Hospital

		

(08) 9431 2913

Royal Perth Hospital 		

(08) 9224 2186

Sir Charles Gairdner Hospital

(08) 9346 3228
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APPENDIX: ASSESSMENT SCENARIOS
Instructions
• Complete three Clinical Management Forms using the
scenarios below as a starting point for ‘practice’ consultations
or role plays with your regional Sexual Health Team providing
your orientation.
• You must complete scenario 1 and then choose one from
each of the other two groups.
Scenario 1
A 15 year old local female presents with a two-week history of
lower abdominal pain and dysuria. She has brought herself
into the service. She has had a regular partner for a year, and
had one casual sexual partner two months ago. She has an
Implanon implant for contraception.

Group A — Choose one
Scenario 2
A 30 year old female arrives at your service. She is a local
woman and presents as a result of contact tracing for
gonorrhoea. She has no symptoms. She has a new sexual
partner of two weeks, and a previous casual partner. She
sometimes uses condoms, she uses contraception and is not
pregnant. You notice she has some home-made tattoos.

Scenario 3
A 25 year old female has presented to your service. She
is complaining about dysuria and she states she has an
offensive discharge from her vagina. You take a sexual
history, and she tells you she has casual partners.
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Group B — Choose one
Scenario 4
A 23-year-old male has presented to your service. He has
had a painless ulcer on his penis for about a week. He has
had unprotected sex, and many sexual contacts from the
Northern Territory and Western Australia.

Scenario 5
A 40 year old male presents to your service. Over the last
2 days, he has noted a yellow-coloured discharge from his
penis. You take a sexual history from him, and note he has a
regular partner, and he has recently returned from Bali on the
weekend, and had a casual sexual partner while on holidays.

Scenario 6
A 26 year old male presents with dysuria. He has had this for
a few days. You take a sexual history and note he is gay and
had unprotected oral and anal sex in Perth recently.

123

NOTES

124

