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Sexually Transmitted Infections 

 BACTERIAL STIs: 

 CHLAMYDIA 

 GONORRHOEA 

 SYPHILIS 

 Mycoplasma genitalium 

 

 PROTOZOAL STIs: 

 Trichomonas 

 

 VIRAL STIs: 

 HPV- warts 

 HSV – genital ulcers  

 Molluscum contagiosum 

 Hepatitis A,B,C 

 HIV 

 OTHER VAGINAL 
DISCHARGE SYNDROMES: 

 Bacterial vaginosis 

 Candidiasis 

 Foreign bodies 

 (DIV) 

 

 INFESTATIONS: 

 Scabies 

 Pubic lice 

 

 NOTIFIABLE STIs 

 Congenital syphilis 

 Neonatal Gc eye infections 

 Acute hepatitis A,B,C 

 AIDS 
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Primary Care-oriented 

resources 



www.nzsh.org 



www.herpes.org.nz 



www.hpv.org.nz 



www.ashm.org.au 





Other resources 

 NZ Doctor: Sexual Health Column 

 

 Doctors for Sexual Abuse Care: Management of 
sexual assault manual, training + publications 

 

 Ministry of Health website: HIV testing 

 

 Sexual Health Clinics 

 

 Infectious Diseases/Microbiology 



All STIs 

 Treat empirically in symptomatic individuals 

 

 Advise abstinence until client + partner/s completed Rx 

 

 Provide condoms 

 

 Contact trace 

 

 RESCREEN at epidemiologic interval  (3 months)  

 

  Do NOT do tests of cure unless pregnant* 

 

 A sexual health screen includes blood tests for HBV (Ab 
and Ag), syphilis and HIV +/- others as appropriate 



Chlamydia:  

Emergent Trends 

 Azithromycin is safe throughout pregnancy 
 

 Opportunistically screen all clients <25 yrs                       
with a female low vaginal swab or male FVU 

 

 Treat ANY lower abdominal pain as PID with 14 days of 
Chlamydia, GC + anaerobic antibiotic cover (syndromic Rx) 

 

 Treat rectal chlamydia with doxycycline and *do a TOC as 
LGV proctitis has appeared in NZ 

 

 Adult chlamydial conjunctivitis can now be treated with a 
single stat dose of azithromycin 



  

 

 

 

 

 
 LGV has emerged as an “anorectal syndrome” in 

MSMs (as opposed to the classic inguinal syndrome) 

 

 This usually presents as an acute proctitis but some 

cases may be asymptomatic or mildly symptomatic 
A. Robertson et al Sexual Health 2008 



Chlamydia: The Future 

 Variant strain nvCT emerged in Sweden 2006 

 

 Arrested immunity hypothesis? Unproven 

 

 Vaccine? A long way off 

 

 New laboratory tests – eg genotyping for LGV 

 

 Push for integrated antenatal screening guidelines!!!                       

     

    (140 cases of Chlamydia and 6 cases gonorrhoea 
reported in infants < 1 year in 2009) 

www.esr.cri.nz 



Gonorrhoea:  

Emergent Trends 

 Ceftriaxone is now first line treatment for gonorrhoea 

www.esr.cri.nz 



Syphilis: Emergent Trends 

 Infectious syphilis has risen ++ in NZ amongst MSMs 
with a secondary rise in the heterosexual population 
both from sex overseas and now within NZ 

 

 The majority is in Auckland + Wgtn + ChCh 

 

 Oral route of infection is emerging as important, age    
> 40 years, European ethnicity 

 

 HIV coinfection is increasingly common 

 

 Urgent enhanced surveillance is required  

 

 Refer for advice  

 

 Repeatedly screen HIV+ve individuals 



NSU 

Urethritis 

Syndromic/lab criteria 

Gonorrhoea NGU 

Chlamydia 

(Age dependent risk) 
NSU 

Mycoplasma genitalium 

Oral/rectal organisms 

Viral/protozoal/fungal 

UTI/Non STI causes 

Persistent NSU occurs in 10-20% 

Any treatment of persistent NGU should cover T vaginalis 

and M genitalium 

 

First line treatment for persistent /recurrent NGU is 

Azithromycin 500mg stat, then 250mg daily for next 4 days 

plus 

Metronidazole 400mg twice daily for 5 days www.bashh.org 



 Patient (index case referral) 

 

 Provider referral 

 

Other Strategies 

 

 Patient-delivered testing 

 

 Patient-delivered treatment 

 

 Presumptive treatment 

Contact Tracing 

www.ashm.org.au 



Summary 

 For patient referral method provision of written material 

(contact sheets) and basic skills training is preferred 

 

 Have a check in place to ensure partner/s attendance 

 

 Treat contacts IRRESPECTIVE of negative test results 

 

 Text messaging services are acceptable to adolescents 

 

 The legality of PDPT is not established, so caution 

 

 For provider referral utilise health advisors/public health 



Useful Clinical Algorithm 
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