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Note to Medical Practitioners

These guidelines on diagnosis and management have been
prepared on the basis of local experience, review of the
literature and consultation of the current recommendations of
the United States Centers for Disease Control and Prevention
(CDC) and the World Health Organization. They were
developed predominantly for use by Clinic 275 staff and some
flexibility is required in applying them to some private practice
situations.  Sections 1 and 2 provide guidance to the
practitioner on risk assessment and appropriate testing and
other sections provide concise information on diagnosis and
management of individual diseases. For additional
convenience checklists on HIV testing and counselling,
chlamydia, STD interviews and points on prevention have been
provided for use as desktop reminders. Clinic 275 offers
additional services to facilitate STD management by the
general practitioner:

e Patients may be referred to Clinic 275 or the practitioner
may obtain telephone consultation by contacting a senior
clinic medical officer on 8226 6025.

e A 24 hour emergency consulting service is available by
phoning the Royal Adelaide Hospital switchboard on 8222
4000 and asking for “the venereologist on call”.

e Ad hoc training at Clinic 275 is available for interested
practitioners.  Individual arrangements are made by
negotiation with Dr Russell Waddell, Clinic Manager at
Clinic 275.

e A toll free telephone line 1800 806 490 is available for
country callers.

This bulletin is available on the STD Services web site
(www.stdservices.on.net/management). The web site also
contains management updates, photographs and information
for patients.
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Sexual Practices and Risk Levels for
STDs including HIV Infection

When counselling patients about safe sex, it is important to
remember that STDs such as genital herpes, genital warts,
pubic lice (crabs), and scabies are not necessarily prevented
by condom use and may be transmitted by close body contact
alone.

There is negligible risk for activities which do not involve
transfer of body fluids, eg kissing, masturbation, massage.

Oral sex (cunnilingus, fellatio) poses a high risk for
transmission of herpes simplex infection but its risk for
other STDs is poorly defined.

Vaginal and anal sex pose a definite risk for all the STDs.

Condom use reduces the risk of transmission for all STDs.



HIV Testing and Counselling Checklist

Take STD
history

Previous HIV
test

Explanation of
test

Implications of a
negative result

Determine HIV risk
Determine when exposure to risk
occurred

Check date and result

Rationale for testing (early detection
can improve long-term prognosis and
reduce risk of transmission)

HIV antibody test
Difference between HIV and AIDS

3-month ‘window period’ from exposure
to development of antibodies

Advise if repeat test will be necessary

Confidentiality issues around HIV
testing include appropriate policies
within the surgery to protect the patient.
Patients should be advised about
protecting their own confidentiality by
carefully considering and limiting whom
they tell

Obtain informed consent from patient
It is recommended that all HIV results
are given in person by medical
practitioners

Provides reassurance

Provides opportunity to discuss
prevention through safe sex

If exposure to risk was less than 3
months ago, a repeat test may be
indicated



Implications of
a confirmed
positive result

Discuss the difference between HIV and
AIDS

Check if there is a trusted support
person available

Discuss medical follow-up and
treatments

Support lifestyle changes, eg diet,
smoking, rest, safe sex

Contact tracing of past sexual partners
Arrange another appointment for further
counselling or refer to another agency



The STD Interview — Checklist

This determines:

WHOM to test, WHICH sites to test, WHAT tests to perform.

History

Presenting signs
and symptoms

Previous STDs

Allergies

Current contraception

Last menstrual period
Operations or medical illnesses
Medications

Anogenital discharge
Dysuria

Menstrual irregularity
Dyspareunia

Lower abdominal pain
Genital ulcers or lumps
Rashes

Itching

Pelvic tenderness



Sexual
behaviours

Exposure to
blood

Regular sexual partner

Last sexual contact with other partner(s)
Gender of sexual partner(s)

Any history of male-to-male sex

Type of intercourse — oral, vaginal, anal
Use of condoms

Overseas sexual contact, eg America,
Asia, Africa (may need to screen for
penicillin-resistant gonorrhoea, syphilis,
HIV, etc.)

Injecting drug user
Tattoos

Previous transfusions (pre-1985 for HIV
risk, pre-1990 for hepatitis C risk)

Needlestick injury or other occupational
exposure

Imprisonment



Points on Prevention

The following practices will provide some protection from
STDs/blood borne diseases.

Condoms

Check-ups

Communication

Clean needles
and syringes

Recommend the regular use of condoms
with a water-based lubricant, eg KY jelly,
Wet Stuff

Recommend STD check-ups when
patients have been exposed to risk.

Recommend to patients who have
recently changed sexual partners that
they use condoms for the first 3 months,
and then have an STD screen. If the
tests are negative (and they are relatively
sure that the relationship is
monogamous), condoms may be
discontinued

Encourage communication between
people about sexual partners and
behaviours

Advise injecting drug users of needle
exchange programs (Drug & Alcohol
Services Council, telephone 131340, can
be contacted for information on locations
and times)

Only new needles, syringes and other
injecting equipment should be used.
Cleaning and bleaching used equipment
does not protect the user against
hepatitis C



Clinical
presentation

Alternatives

Health care

Suggest that people do not have sex if an
STD is suspected until a negative
diagnostic test

If an STD is diagnosed, suggest no sex
until test of cure, or completion of
medication

To lower risk, suggest alternatives to
penetrative sexual practices when
condoms are not available

Encourage general health care and well-
being



Chlamydia Checklist

Clinical
presentation

Which patients
should be tested

Asymptomatic in at least 50% of
individuals

Early symptoms may include genital
discharge and dysuria

More severe signs and symptoms in
women may include: menstrual
irregularity, lower abdominal pain,
backache, dyspareunia, and
mucopurulent cervical discharge

Men can develop a mucopurulent
urethral discharge and epididymo-
orchitis

If a contact of chlamydial infection or
other STD

If symptomatic

Where there has been unprotected

intercourse and one or more of the

following exist:

(i) change of sexual partners in
previous 2 months

(i)  more than one sexual partner

(iii) patient’s partner has other sexual
partners

If patient is under 25 years and there has
been unprotected intercourse, there is a
greater likelihood that one or more of the
above factors will exist

If patient has an IUCD in situ and any of
the above factors exist, there is a high
risk of upper genital tract infection



The chlamydia
test

Treatment

Health Advice

Follow-up

Usually PCR test performed on a swab
collected from the endocervix in women
and the urethra in men

Urine PCR may be preferred

Because chlamydia is an intracellular
pathogen, swabs should be gently
rotated at the testing site to allow cellular
absorption

The chlamydia swab should be the last
to be performed if it is part of a series of
tests

The chlamydia swab can be done if a
woman is menstruating

Azithromycin 1 g orally as a single
dose or

Doxycycline 200 mg orally daily for 10
days

Chlamydial infection is a common STD
It is a notifiable infection
All sexual contacts need to be tested

Advise no sex until 1 week after
treatment

Review and check compliance with
medication and/or compliance with safe
sex guidelines

Reinforce prevention and safe sex
practices

Ensure all sexual contacts have been
tested



Clinical Assessment

Overview

Sexual history taking, information gathering and assessment must
be done in a manner that establishes rapport between the patient
and clinician, assures accurate definition of the problem(s), and
leads to successful patient management, viz. the problem is
solved, does not recur and the patient is satisfied with the process.
Lifestyle factors influencing risk for some STDs (eg injecting drug
use, male-male sex) should be elicited.

Routine History
Problem description

symptom(s): onset, character, periodicity, duration, and
relationship to sexual intercourse and urination

similarity to previous problems
medical problems of sexual partner(s)

Sexual activity

date of most recent exposure and other exposures in the
preceding 3 months

sex of partner(s) and specific exposure sites: oral,
vaginal, anal

illness among recent partner(s)
location of sexual activity and travel history



Past STDs
Current and past serious illnesses
Current medication: prescribed, over-the-counter, illicit

All patients must be asked about allergy to antibiotics,
especially penicillin

Hepatitis B vaccination

History of injecting drug use, including type of drug, age first
injected

Routine Examination

For all complaints relating to the genital area
inspection of pubic hair for lice and nits
palpation of inguinal and femoral lymph nodes

men: inspection of penis, including meatus, retraction of
foreskin, and expression of any discharge from the
urethra; palpation of scrotum. The perianal area should
be routinely inspected

women: inspection of external genitalia, perineum, anus;
speculum examination of vagina and cervix; bimanual
pelvic examination

In most cases examination also includes inspection of the skin of
face, trunk, forearms and palms, and the oral mucosa

Routine Tests

For maximum impact correct collection of specimens is essential
(Appendix 1).
Men

urethral Gram stain, culture on selective medium for

gonorrhoea and chlamydia test for all potentially infected
men

oropharyngeal or rectal culture for gonorrhoea if symptoms or
exposure relates to these sites, or if requested.



Women

endocervical culture for gonorrhoea and endocervical
chlamydia test on all women

urethral smear and culture for women at high risk of
gonorrhoea (ie sexual contacts) and urethral chlamydia test
for women who have had a hysterectomy

oropharyngeal or rectal culture if symptom or exposure
relates to these sites, or if requested

vaginal tests for trichomonads, candida and bacterial
vaginosis

Pap smear at first visit (if none within previous two years) and
thereafter every two years. More frequent smears may be
indicated for women with viral STDs or previously abnormal
Pap smears

Blood Tests

Syphilis serology
at first visit
when syphilis is suspected on clinical grounds

new episodes involving high risk exposures - ie sex overseas,
male to male sexual contact, Aborigines or sex with Aboriginal
partners, sex workers

three monthly follow-up after gonococcal and chlamydial
infection

if HIV infection has been diagnosed

Hepatitis B serology
at first visit for all clients

further testing according to risk, eg Aborigines, Asians, male
to male sexual contact, injecting drug users, sex workers or
anyone with a history of sexual contact overseas, sexual
contact with any one of the foregoing

patient should not be retested once protective immunity is
confirmed
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Hepatitis C serology

At first visit for all clients; further testing according to risk, eg
injecting drug use, non-professionally applied tattoos

HIV serology

Offered to all individuals with risk activity in the past 15 years
including any sexual activity overseas; patients should return for
results and post-test counselling in one week; further testing
according to risk

Other Investigations

Darkfield examination for treponemes

Suspicion of primary syphilis - almost any lesion may be syphilis
but darkfield is mandatory for solitary, indurated, painless lesions
Herpes culture

For initial confirmation of typical lesions or when diagnosis is
uncertain (patient should not be retested once a positive culture
has been obtained)

Midstream urine
When urinary tract infection is suspected

Diagnosis

The foregoing assessment, in combination with the algorithms for
urethral discharge, vaginal discharge and penile or vulval lesions
(Appendix 2) should enable diagnosis of most cases of STDs. If
unsure, consult a sexual health physician.



Management

Proper management of a sexually transmitted disease has three
components:

(i)

(i)

(iii)

Treatment

Antibiotic therapy or other treatment is provided in
accordance with the recommendations in this bulletin.

Health advice/contact tracing

The clinician is responsible for counselling the patient about
the natural history of the disease, its sequelae and method of
spread; about the therapy and its possible side effects; and
about the necessity of follow-up and investigation of sex
partners. The clinician should enquire routinely about any
anxieties the patient has and any uncertainty about
instructions given.

Prophylactic methods should be discussed with the patient
so that the risk of reinfection will be minimised. Hepatitis B
vaccination should be offered to all those at risk (see chapter
15).

Contact tracing is required for all cases of gonorrhoea,
chlamydia, syphilis, hepatitis B, hepatitis C and HIV
infection.
Follow-up
At least one follow-up visit is essential to

assess clinical response to therapy

perform investigations to demonstrate cure

assess side effects of therapy

confirm that all current sex partners have been
investigated and treated

Also check whether medication has been taken in
accordance with instructions and whether further sexual
activity has occurred since the last visit.



Notification

There is a legal requirement for the attending clinician to notify all
cases of gonorrhoea, syphilis, chlamydial infection, hepatitis B,
hepatitis C, and HIV infection to the Department of Human
Services (see Appendix 3 for details).

Summary of Testing/Follow-up Schedule
Registration visit
Syphilis serology for all clients

Pap smear if none within past 2 years or if genital warts or
HIV infection have been diagnosed since last Pap smear

Hepatitis B serology for all clients
Hepatitis C serology for all clients
HIV serology - offered to all, especially those with high risk
behaviour
New episodes
All women examined
cervix: gonorrhoea and chlamydia
vagina: trichomonads, candida, bacterial vaginosis

urethra: for women at high risk of gonorrhoea, and for
chlamydia if no cervix

All men: at risk of urethritis (symptoms/exposure)

urethral swabs for gonorrhoea and chlamydia or urine
PCR for chlamydia in low risk, asymptomatic men

Other tests as indicated by symptoms and/or exposure, ie
hepatitis C if continuing injecting drug use, rectal/throat swabs



Health Advice and Follow-up as per Following Table:

Disease

Follow-up
(time after
completion of
medication)

Further
follow-up

Notific-
ation

HIV infection

Immune
assessment

3-6 monthly
immune
assessment

Yes

Gonorrhoea

5-10 days for
test of cure,
including rectal
culture in
women

HIV serology in
3 months

Yes

Early syphilis

4 weeks clinical
assessment

Syphilis serology
at3, 6,12
months

Yes

Herpes

As required

No

Chlamydia

1 week for
clinical
assessment

HIV serology in
3 months

Yes

NSU

5-10 days for
clinical
assessment if
symptoms
persist

No

Urethral irritation

Return for
results

No

Warts

Clinical
assessment at
one week

Treat weekly
until resolved

No

Candidiasis

Return for
results

No




Disease Follow-up Further Notifi-
(time after follow-up cation
completion of
medication)

Trichomoniasis 5-10 days for Regular partner No

test of cure tested and

treated even if
test negative

Pediculosis Return for No
pubis results
Scabies Return for No

results
Molluscum Clinical Treat weekly No
contagiosum assessment at until resolved

one week
Bacterial Return for No
vaginosis results
Hepatitis B Liver function Referral if Yes
surface antigen tests (LFTs), abnormal LFTs.
positive a-fetoprotein, Regular sex

e antigen/ partner(s) should

antibody and be offered

repeat serology hepatitis B

in 6 months vaccination
Hepatitis C LFTs, Refer to Yes
infection a-fetoprotein, specialist if LFTs

hepatitis C PCR
if not previously
positive

remain elevated
for 6 months.
Liver ultrasound,
screening for
non- infective
causes of
chronic hepatitis




Human
Immunodeficiency
Virus (HIV)
Infection

Diagnosis

Patients presenting for HIV serology should initially be interviewed
by a medical officer for STD (including HIV) risk assessment and
appropriate tests. Risk assessment requires taking a detailed
sexual and blood exposure history:

Has the person had a previous HIV test? When? Result?
Why does the patient think they need a test - history of
exposure?
Does the patient have a steady partner - often a key factor in
patient anxiety, and may be a primary focus in management.
Sexual exposures, blood exposures

number of partners in past three months

sex outside South Australia — where?

type of sexual behaviour

male to male sex ever

injecting drug use ever

blood transfusions

tattoos — particularly those applied in prison or non-
professionally



Patient examination - discharge/ ulcers/ other indicators of sexual
exposure. Concomitant or previous STD may increase the
likelihood of HIV transmission.

It is advisable that all patients who are at risk of HIV should be
advised of the risk of other STDs and be offered testing for these.
Specifically, serology for hepatitis B and C should be included with
HIV serology.

Testing

After counselling and with informed consent, blood is sent to the
laboratory where an HIV ELISA screening test is performed.
Should this be positive, a confirmatory Western Blot test (WB) is
performed. If the Western Blot is negative, the ELISA result is
considered to be a false positive, indicating the patient is not
infected with HIV. Repeat testing is only indicated if the patient
has been at risk in the three month period prior to the test.

If the Western Blot yields an indeterminate result, the patient may
have been recently infected with HIV and may be in the process of
seroconverting. HIV antibody testing should be repeated at 1 to 2
weekly intervals to determine whether the Western Blot test will
yield a positive result.

If the Western Blot is positive, a report is sent back with a
“confirmed positive” statement. These patients should be given a
follow-up appointment for medical assessment and counselling.
Regular assessments every 3 - 6 months are recommended.

Clinical Presentation

The following categories indicate the spectrum of HIV disease. A
brief synopsis of available therapy is given for specific conditions.

Acute infection (seroconversion)

50-70% of patients experience a mononucleosis-like illness (fever,
lethargy, myalgia, arthralgia, headache, maculopapular rash,
lymphadenopathy, splenomegaly) 3-6 weeks after infection.
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Asymptomatic infection
Following seroconversion patients may remain asymptomatic for

many years.

Symptomatic infection

Persistent generalised lymphadenopathy (nodes 3 1 cm diameter,
at 2 extrainguinal sites for 3 months) occurs commonly but is not
of prognostic significance.

The degree of immune suppression (conveniently measured as
the CD4 cell count) influences the likelihood of particular illnesses

occurring eg

Usual CD4 Cell
Count

Common Clinical Features

150-500/nL

Oral and vaginal candidiasis, oral hairy
leukoplakia, sinusitis, gingivitis,
seborrheic dermatitis, psoriasis, warts,
molluscum contagiosum, recurrent
varicella-zoster and herpes simplex
infection, cervical dysplasia,
tuberculosis, fever, sweats, weight loss

< 150/mL

Pneumocystis carinii pneumonia,
Kaposi's sarcoma, oesophageal
candidiasis, cerebral toxoplasmosis,
lymphoma, HIV dementia, cryptococcal
meningitis

< 50/nL

Cytomegalovirus retinitis, cerebral
lymphoma, Mycobacterium avium
complex infection

The identification of presenting symptoms is summarised in the

following table.
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Infectious Agent Diagnosis Clinical Features
Pneumocystis Pneumocystis Dry cough
carinii carinii pneumonia Dyspnoea
(PCP) Fever

Night sweats

Candida species

Oral candidiasis
(thrush)

Oesophageal
candidiasis

Vaginal candidiasis

White mucosal
plaques or
erythema in oral
cavity

Dysphagia
+/- chest pain

Vaginal discharge,
erythema, itching

Herpes simplex
virus (HSV)

Oral, genital and
anal vesicular

Clusters of painful
vesicular lesions or

dermatitis shallow ulcers
Varicella zoster Shingles/Herpes Dermatomal pain
virus (VZV) zoster Vesicular lesions in
dermatomal
distribution
Mycobacterium Pulmonary Cough
tuberculosis tuberculosis Fever
Weight loss
Fatigue

Extrapulmonary
tuberculosis

Enlarged lymph
nodes or spleen

Cryptococcus
neoformans

Cryptococcal
meningitis

Headaches
Neurologic
abnormalities
+/- meningism
+/- fever
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Infectious Agent

Diagnosis

Clinical Features

Cytomegalovirus
(CMV)

Retinitis

Enterocolitis

Visual disturbance

Diarrhoea
Abdominal
tenderness
Bloating

Mycobacterium
avium complex
(MAC)

MAC bacteraemia,
wasting

Chronic or
recurrent fever
Weight loss
Fatigue

Toxoplasma gondii

Toxoplasma
encephalitis

Headache
Drowsiness
Fever

Focal neurologic
abnormality
Seizures

Cryptosporidium

Cryptosporidial
enteritis
+/- cholangitis

Chronic diarrhoea
—may resolve
spontaneously in
early HIV infection
Right upper
quadrant pain

Microsporidia
(several
organisms)

Microsporidial
enteritis
+/- cholangitis

Chronic diarrhoea
May be
asymptomatic
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Malighancies Clinical Features

Kaposi's sarcoma Red/purple skin and mucosal lesions
Bleeding oral lesions
Gastrointestinal obstruction causing
nausea/vomiting
Pulmonary disease—dyspnoea
Lymphatic system involvement—
swelling of extremities

Non-Hodgkins Splenomegaly

lymphoma Focal neurologic abnormality
Increasing asymmetrical
lymphadenopathy

Primary lymphoma Headache

brain Focal neurologic abnormality

Cervical Post-coital bleeding, intermenstrual

dysplasia/cancer bleeding

Abnormal Pap smear

Anogenital cancer Mucosal lesion—non-healing
Abnormal biopsy

The case definition of AIDS-defining illnesses used in Australia
and the United States is shown in Appendix 4.

Management
Medical Assessment

At the first follow-up appointment, the following should be carried
out:

Medical history

Full medical history, including current state of health and systems
review

past history
medications and allergies

14



overseas travel
history of recreational drug use

full sexual history including the practice of anal (insertive and
receptive) and oral (insertive and receptive) sexual contact

family history and social history

Examination

A complete medical examination should be performed, in
particular looking for

the patient’s weight and vital signs
lymphadenopathy: cervical, axillary and inguinal
skin lesions or rashes
oral lesions
hepatosplenomegaly
genital, including anorectal, lesions
any neurologic abnormalities
inspection of fundi (in patients with CD4 < 50/nL review by an
ophthalmologist should be performed 3 to 6 monthly)
Tests

The following tests are to be performed on all HIV antibody
positive persons:

baseline tests (first visit)
repeat HIV antibody test for confirmation

liver function tests (LFTs), electrolytes, renal function
tests

amylase, CK

full blood examination (FBE)
CD4, CD8 lymphocyte markers
HIV viral load

STS (serologic tests for syphilis)
Hepatitis B serology

Hepatitis C serology
15



Hepatitis A serology
EBV, CMV, toxoplasmosis serology
G6PD in case future use of sulfas is required

repeated tests (each visit)

FBE, CD4/CD8 lymphocyte surface markers, HIV viral
load, LFTs, electrolytes, renal function tests.

amylase, CK, lipase, lactate to check for medication side
effects

When the CD4 count falls below 100, regular screening
for MAC should be performed (Mycolytic F)

Pap smear should be performed 6-12 monthly, more
frequently as CD4 count declines.

STD check should be included if relevant symptoms exist
or if exposure has occurred.

Antiretroviral Therapy

Combination antiretroviral therapy has been demonstrated to
significantly increase life expectancy and delay the progression to
AIDS in individuals with a CD4 cell count below 500/ni. As yet,
there are no published data on the effect of combination therapy in
individuals with early infection and a normal CD4 cell count.
Patients are usually prescribed a minimum of three drugs to
include drugs from at least two of the following categories.
Treatment recommendations are constantly changing and detailed
description of specific treatment of HIV infection is beyond the
scope of this manual. Antiretroviral therapy should only be
initiated by practitioners experienced in their use.
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Currently, the main antiretroviral agents for the management of
HIV infection in Australia include:

Nucleoside analogue reverse transcriptase inhibitors
- abacavir (Ziagen)
didanosine (ddl, dideoxyinosine, Videx)
lamivudine (3TC; Combivir — combined formulation with
zidovudine)
stavudine (d4T, Zerit)
zalcitabine (ddC, dideoxycytidine, Hivid)
zidovudine (ZDV, AZT, Retrovir; Combivir — combined
formulation with lamivudine)

Non-nucleoside analogue reverse transcriptase inhibitors
delavirdine (Rescriptor)
efavirenz (Stocrin)
nevirapine (Viramune)

Protease inhibitors
- indinavir (Crixivan)
nelfinavir (Viracept)
ritonavir (Norvir)
saquinavir (Invirase — hard-gel capsule, Fortovase — soft gel
capsule)

Management of Opportunistic Infections
(less likely to occur because of the efficacy of antiretroviral and
preventive therapy)

Infection Management

Pneumocystis carinii

Prophylaxis: trimethoprim-sulfamethoxazole (TMP-SMX)
CD4 < 200/nL 1 DS tablet (160 mg/800 mg) daily
or
dapsone 100 mg twice weekly
or

pentamidine 300 mg by nebuliser once a
month. Nebulised salbutamol may be used as
a premedication to reduce bronchospasm.
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Infection

Management

Pneumocystis carinii
Acute infection:

Intravenous therapy
if acutely ill, unable to take oral medication, or
pO2<60:
trimethoprim 20 mg/kg/day and
sulfamethoxazole 75-100 mg/kg/day in 4
divided doses for 21 days

or
pentamidine 3 mg/kg once daily
plus
hydrocortisone 100 mg iv gid for 7 days

Oral therapy

TMP-SMX 2 DS tablets gid for 14-21 days
or

trimethoprim 200 mg gid and dapsone 100

mg daily for 14-21 days

plus

prednisolone 50 mg/day orally for 7-14 days.

Candidiasis

Oral

(treat until
symptoms
resolve)

Vulvovaginitis

Oesophagitis

nystatin 100,000 unit tablet dissolved in
mouth 3-5 times daily

or
amphotericin B 10 mg lozenges orally 3-5
times daily

See chapter 10 of this book

fluconazole 200 mg orally daily for 2 weeks,
then 50-100 mg daily

Long term secondary prophylaxis is
recommended to prevent relapse.
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Infection

Management

Cryptococcal meningitis

Acute infection

Maintenance

amphotericin B 0.6-0.8 mg/kg/day iv plus
5-flucytosine 100 mg/kg/day orally qid for 2
weeks

followed by
fluconazole 400 mg daily for 6-10 weeks

fluconazole 200 mg once daily
There is a 60% recurrence rate if maintenance
therapy is not taken.

Toxoplasma encephalitis

Acute Infection

pyrimethamine 200 mg orally as a single dose
then 50 mg orally daily plus folinic acid 10 mg
orally daily plus sulfadiazine 1 g orally qid for
6 weeks

or
pyrimethamine, folinic acid as above plus
clindamycin 900 mg iv qid for 3 weeks, then
450 mg orally qid for 3 weeks

Maintenance pyrimethamine, folinic acid plus sulfadiazine
500 mg orally qid
or
pyrimethamine, folinic acid, plus clindamycin
300 mg orally qid
Prophylaxis TMP-SMX 1 DS tablet daily

Mycobacterium avium complex

Treatment

rifabutin 300 mg orally daily, plus

ethambutol 400 mg orally bd, plus
clarithromycin 500 mg orally bd.

The required duration of treatment is
uncertain, but should be at least 12 weeks.
Indefinite maintenance therapy (with 2 agents)
should continue.
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Infection Management

Mycobacterium avium complex

Prophylaxis: azithromycin 1.2 g orally weekly
CD4 £ 100/

Herpes simplex/zoster

Severe aciclovir 5 mg/kg iv tds for 7 days
Moderate valaciclovir 1 g orally tds for 7 days
Suppression valaciclovir 500 mg orally bd

Cytomegalovirus retinitis

Initial treatment ganciclovir 5 mg/kg iv bd for 2 weeks
or
foscarnet 90 mg/kg iv bd for 2 weeks

Maintenance ganciclovir 10 mg/kg iv 3 days/week
or
foscarnet 90 mg/kg iv 5 days/week

Cryptosporidium enteritis
paromomycin 500 mg orally tds until
resolution

Bacterial pneumonia
ceftriaxone 1 g iv daily for 10-14 days
followed by
Augmentin Duo 850 mg orally bd until
resolution
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Prophylactic Therapy against Opportunistic
Infections

Primary prophylaxis is given in order to prevent opportunistic
infection in an immunosuppressed patient.

Trimethoprim-sulfamethoxazole (TMP-SMX, co-trimoxazole)
is usually commenced when the CD4 count falls below
200/mL or 20% as prophylaxis against Pneumocystis carinii
pneumonia.

Valaciclovir is given to immunosuppressed patients with a
history of anogenital HSV infection.

Secondary prophylaxis is prescribed after an infection has been
successfully treated to prevent relapse.

Health Advice

By the time an HIV positive patient has been referred for follow-up
medical assessment, they will have been counselled, and will have
had the meaning of antibody positivity explained. They should
have been advised about safe sexual practices, caution with
needles for injecting drug users, the availability of psychological
support groups and general health and fitness programs. (See
Appendix 5 for patient handout.)

The medical officer should be available to clarify and further
answer any questions regarding these matters, and be prepared to
interpret the results of medical tests to each patient.

It is important to remind the patient of the following:

NOT to donate blood, semen or other body tissues or organs

to use safe sexual practices, ie bodily fluids should not be
exchanged

to advise their dentist of being HIV seropositive
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to give the same information to any health worker dealing with
the patient’s body fluid, eg during surgical procedures

if the patient has a regular general practitioner, to let that
doctor know their positive antibody status

the patient should not receive any vaccinations without prior
discussion with the medical officer involved in the ongoing
HIV management.

The patient should be assured of confidentiality at all times.

As with all STD matters, no information regarding any patient is to
be divulged to anyone without the patient’s written consent.

Follow-up

The frequency of follow-up visits depends upon the duration of
infection and state of disease.

The asymptomatic patient with normal CD4 cell count can be seen
for assessment and investigations 3-6 monthly.

Patients on therapy should be assessed 2-3 monthly.

Patients with AIDS need close medical surveillance by their
general practitioner in conjunction with the consultant staff of an
infectious diseases department at Royal Adelaide Hospital (RAH),
Flinders Medical Centre (FMC) or The Queen Elizabeth Hospital

(QEH).

Reasons for referral include
Initiation of antiretroviral therapy
Prophylactic pentamidine aerosol therapy
Onset of a serious opportunistic infection
Onset of a secondary malignancy

Investigation of persistent symptoms such as diarrhoea with
weight loss, pyrexia of unknown origin and neurological
symptoms.
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Post-Exposure Prophylaxis

Post-exposure (occupational or recreational) prophylaxis is
available at the RAH, QEH and FMC. Patients are offered double
or triple antiretroviral therapy, eg Combivir or Combivir plus
nevirapine, for one month.

FBE and LFTs are performed weekly. Baseline HIV serology is
performed, with follow up serology at 3 and 6 months after
exposure.
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Gonorrhoea

Diagnosis

Smear diagnosis (presumptive)

Typical Gram negative intracellular diplococci on direct Gram
stain smear

Culture diagnosis (presumptive)

Typical colonial morphology on selective culture medium, typical
Gram stain morphology, positive oxidase reaction, positive
superoxol reaction

Culture diagnosis

Typical colonial morphology on selective culture medium, typical
Gram stain morphology, positive oxidase reaction confirmed with
sugar utilisation, coagglutination or antigonococcal fluorescent
antibody testing.

Management
Antibiotic treatment

Routine treatment for gonococcal infection
ceftriaxone 250 mg im as a single dose
Observe patient in clinic for 15 minutes after administering
any antibiotic.

Ciprofloxacin is a useful alternative if there is no history of
interstate or overseas travel in the last 3 months. Not to be used in
pregnancy or for children or adolescents

ciprofloxacin 500 mg orally as a single dose
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Penicillin allergic patients

anogenital infection
spectinomycin 2 g im as a single dose

pharyngeal infection
trimethoprim (80 mg) / sulfamethoxazole (400 mg),
9 tablets orally daily for 5 days

Children weighing less than 45 kg

uncomplicated genital infection, rectal or pharyngeal infection
and pencillinase—producing Neisseria gonorrhoeae (PPNG)
ceftriaxone 125 mg im as a single dose

children with penicillin allergy
spectinomycin 40 mg/kg im as a single dose

Children who weigh 45 kg or more should receive adult regimens.

Disseminated gonococcal infection
ceftriaxone 1g im or iv every 24 hours for 7 days

Penicillin allergic patients
spectinomycin 2 g im every 12 hours for 7 days
or
ciproflaxacin* 500 mg iv every 12 hours. 24 — 48 hours
after initial improvement therapy may be switched to
cipofloxacin* 500 mg orally twice a day to complete a
full week of therapy.

* Ciprofloxacin is a useful alternative if there is no history of
interstate or overseas travel in the last 3 months. Not to be
used in pregnancy or for children or adolescents

Since 1995 the susceptibility pattern of isolates from men and
women for infections acquired in metropolitan South Australia
have shown increasing Chromosomal Mediated Resistance
(CMR). In 1997, 38% of non-PPNG isolates in men and women
were resistant to penicillin. However, gonorrhoea acquired in
central Australia may still be sensitive to penicillin.
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Patients living in remote areas of south and central Australia may
be treated with amoxycillin (3 grams) with probenecid

(1 gram) orally as a single dose after discussion with STD
Services.

There is currently no third generation cephalosporin suitable for
oral single dose therapy available in Australia.

Epidemiologic treatment

Epidemiologic treatment refers to treatment with standard
regimens, after laboratory tests have been taken, but before
confirmatory results are available, on the basis that the benefits of
treating outweigh the benefits of not treating. Epidemiologic
treatment is to be given to all patients
who are contacts of a person with proven gonorrhoea
or

from whom an endocervical, urethral or rectal smear show
Gram negative intracellular diplococci

Health Advice
Stress
the importance of immediate testing of all sex partners

need to take all medication when multiple dose regimens
have been u