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Congress ENVIRONMENT POLICY 
ASHM Conference, Sponsorship and Events Division implements a 
waste-reduction policy that addresses: Reduce, Reuse, Recycle. This is done 
before, during and after each Conference. Our waste-reduction policy aims to 
implement the following strategies:

• reduce the number of printed materials by using electronic communication 
means wherever possible, including the website, email, online registration 
and abstract submission.

• monitor final delegate numbers for an accurate forecast of catering 
requirements in order to avoid waste.

• research and prioritise purchasing items and equipment that support the 
use of recycled materials or can be recycled after use.

• ensure that recycling bins are available onsite at all events.

• minimise travel through the use of teleconferences instead of face-to-face 
meetings and holding meetings only when necessary.

• encourage all Conference stakeholders to consider the environment by 
suggesting the following: reduction in printing requirements; recycling 
Conference materials; and reusing Conference merchandise.
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WELCOME LETTER
Welcome to the 13th International Union against Sexually Transmitted Infections (IUSTI) 
World Congress. This Congress welcomes the five IUSTI regions (Africa, Asia Pacific, Europe, 
Latin America and North America) to share information on the medical, scientific, social 
and epidemiological aspects of sexually transmitted infections and their control. Come 
and experience some of the best Australia has to offer.

This meeting will be the 13th IUSTI World Congress incorporating the Australasian Sexual 
Health Conference held from Monday 15 to Wednesday 17 October 2012. The Congress 
will be run back-to-back with the Australasian HIV/AIDS Conference 2012 with one full day 
of overlap on Wednesday 17 October.

Over three days, 700 specialists and trainees in sexual health, HIV medicine, public health, 
microbiology, epidemiology and behavioural science from the northern and southern 
hemispheres will convene at the Melbourne Convention and Exhibition Centre, Melbourne, 
Australia to discuss the latest developments in research, clinical manifestations, prevention, 
testing and treatment of STIs.

Highlights for this congress include: 
• Internationally renowned keynote speakers from the USA, UK and South Africa
• A special focus on: HPV vaccine-the future, HPV vaccine and anal cancer, adolescent 

STI vaccines, anal cancer screening, partner notification, control of STIs in lower income 
countries, Gonorrhoea resistance, Sexual networks and STI control, MSM in Asia, 
controversies in Chlamydia control; 

• Career networking sessions; 
• A packed social and educational agenda including the Poster Viewing evening and 

the famous Australasian Sexual Health Conference Gala dinner. 
The 13th IUSTI World Congress offers excellent education and social opportunities as 
well as the chance to network with key industry experts and colleagues against the 
backdrop of iconic Melbourne. Melbourne has been voted one of the world’s most 
liveable cities and is celebrated for friendly locals, cultural creativity, fine wine and 
dining, and world-class meeting facilities. 
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COMMITTEE LIST
Local Organising Committee

Professor Christopher Fairley Local Congress Convenor, World 
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Clinical Associate 
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Professor Tony Cunningham Australian Centre for HIV and  
Hepatitis Virology Research – ACH2
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Professor Damian Purcell Conduit for the HIV/AIDS  
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Dr Anne Robertson MidCentral Health New Zealand

Ms Nicole Robertson Australasian HIV/AIDS Conference 
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Clinical Associate 
Professor

Darren Russell Cairns Base Hospital

Dr Russell Waddell On behalf of The Australasian  
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Mr James Ward Baker IDI
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Conference & Events Division
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MESSAGE FROM THE MINISTER FOR HEALTH
GOVERNMENT OF VICTORIA

It is my pleasure to welcome delegates to the 2012 International 
Union Against Sexually Transmitted Infections Congress and the 
2012 Australasian HIV/AIDS Conference.

As with the rest of Australia, Victoria has a proud history of an 
inclusive, progressive and sustained response to the HIV/AIDS 
pandemic and an efficient and evidence-based response to  
other sexually transmissible infections and blood borne viruses.  

As part of this ongoing response, the Victorian Government has a long standing partnership 
approach to supporting and investing in health and biotechnology research, education, 
hospitals and other innovative institutions.   

These conferences provide an opportunity for delegates to share information and knowledge 
relating to new research and approaches to prevention, testing and treatment, informing 
policy and practice throughout the country and around the world.  

For those of you who have travelled from overseas and interstate to join these conferences,  
I extend a very warm welcome to Melbourne.  

Rated as ‘the world’s most liveable city’ you will find Melbourne to be a cosmopolitan and 
multicultural city.  While you are here, I encourage you to explore our city and experience 
all Melbourne has to offer. 

I hope that your experience at the HIV/AIDS and Sexually Transmitted Infections Conferences 
will be productive and rewarding and inspire many of you to return in 2014 when we host 
the International AIDS Conference. I wish you all an enjoyable and memorable stay in 
our beautiful city of Melbourne.  

Hon David Davis MP 
Minister for Health 
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INVITED SPEAKERS
Dr Raj Patel
President- IUSTI, Genito Urinary Medicine, The Royal South Hants 
Hospital, England

Dr Raj Patel, is a Consultant Physician specialising in Sexual Health and 
HIV medicine working within the UK NHS. He also holds a Senior Lecturer 
post at the University of Southampton. He has developed a major research 
interest in HSV infections and has held a number of key appointments 
within the UK around the development, delivery and assessment of 
postgraduate specialist training.

THE GOLLOW LECTURE 
DR MORRIS GOLLOW AM, MRCS (ENGL),
LRCP (Lond), Dip Ven (Lond), PPACSHP, FAChSHM
13 November 1925 – 3 April 2011

Dr Gollow, the inaugural President of the Australasian College of Venereologists (ACVen), 
passed away after a short illness on the 3 April 2011. Having had the vision that Venereology 
should be recognised as a specialty in its own right, he was involved in the 
establishment of the College, and was its President for the first triennium, 1988-1991.

His career in medicine started in London, but in 1956 he emigrated to Western Australia 
with his wife Sue, becoming the local medical practitioner for Kununoppin, a small 
wheat-belt town. In 1958 he and his family moved to Perth to provide better schooling 
for their children. He initially worked as a General Practitioner in his own practice until 
he joined the Health Department of Western Australia in 1975 as a Venereologist. The 
clinic was located at 69 Moore Street and run by Dr Arthur Newnham. Dr Gollow took 
over the position as Director of VD Control in 1979 when Dr Newnham retired.

During his time as a Venereologist he regularly visited remote areas of the state, where 
the increasing prevalence of syphilis and gonorrhoea was just being recognised, and 
provided support and updates to staff in the regions on a regular basis. During his 
career in Venereology, Dr Gollow had monthly meetings at the clinic where clinicians, 
scientists and general practitioners with an interest in Venereology used to meet over 
a glass of wine and some light food.

He worked closely with his laboratory associates and was able to routinely provide 
chlamydia testing via culture for clinic attendees, at a time when chlamydia was only 
just being recognised as an important pathogen. He also worked closely with his colleagues 
in the Health Department to ensure open access to the clinic, with services and 
treatment provided free of charge for the promotion of greater public-health good. 
He wrote and lectured prolifically, and had many articles published during his career. 
His pioneering work was recognised in 1986 when he received the Order of Australia 
for his services to Venereology. Dr Gollow is survived by his wife Sue, four children 
Adam, Ian, Charles and Anne, and eleven grandchildren, all of whom he doted on.

As inaugural President of the ACVen Dr Morris Gollow and his wife Suzette endowed 
funds for an honorarium to be given to the invited presenter of the Gollow Lecture, 
delivered at the annual scientific meeting of the former Australasian College of Sexual 
Health Physicians (which followed on from the ACVen). Since 2004, when the Australasian 
Chapter of Sexual Health Medicine amalgamated with the RACP, the Chapter has 
sponsored the Lecture at its annual Australasian Sexual Health Conference.
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Professor King Holmes
Chair, Global Health, Professor, Department of Medicine, Professor, 
Global Health, Adjunct Professor, Epidemiology, School of Public 
Health, University of Washington, USA.
Dr. King Holmes became the first William H. Foege Chair of Global Health 
at the University of Washington effective November 1, 2006, and also 
is Professor of Global Health, Medicine, Microbiology, and Epidemiology. 
He formerly served as Chief of Medicine and heads the Infectious Diseases 
Section at Harborview Medical Center; founded and directs the UW 
Center for AIDS and STD, a WHO Collaborating Center for AIDS and STD; 
and is Principal Investigator for the International Training & Education 
Center for Health (I-TECH), a collaboration between the UW and University 
of California, San Francisco, with programs in 30 countries. He served 
as President of IUSTI, co-founded the International Society for STD 
Research (ISSTDR), and is a member of the Institute of Medicine of the 
National Academy of Science. He has trained and/or mentored over 
100 scientists. He has edited 30 books and manuscripts, and has published 
700 research papers on infectious diseases, most concerning STDs.

Dr Sevgi Aral 
Clinical Professor, University of Washington School of Medicine, 
Associate Director for Science, Division of STD Prevention, Centers 
for Disease Control and Prevention (CDC), USA 
Sevgi Okten Aral, MA, MS, PhD has been the Associate Director for Science 
in the Division of STD Prevention, Centers for Disease Control since 1993. 
She holds Professorial appointments at the University Of Washington in 
Seattle; University of Manitoba in Winnipeg and Emory University in Atlanta.

Dr. Aral has authored more than 230 scientific articles and edited 16 
journal issues and 2 books. Dr. Aral has served on many national and 
international work groups, boards and committees; and has consulted 
for the World Health Organization, The European Union and the World 
Bank. She has received the ASTDA Achievement Award and the Thomas 
Parran Award.

Over the years, her research interests have included social and behavioral 
aspects of sexually transmitted disease epidemiology and prevention; 
including gender, age and race effects; mixing patterns; sexual and 
social networks; contextual factors; social determinants and most 
recently, program science.

Dr. Aral came to the Centers for Disease Control from Middle East 
Technical University in Ankara, Turkey where she was the chair of the 
Department of Social Sciences.

Mr James Ward
Deputy Director, Baker IDI Institute, Alice Springs, Australia
James Ward is an Aboriginal health researcher and a leader in the field 
of sexually transmitted infections and blood borne viruses in Aboriginal 
and Torres Strait islander communities. He is Deputy Director of the 
Baker IDI Institute in Alice Springs where he is responsible for heading 
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up research programs that are commensurate and appropriate to 
Aboriginal communities needs. Previous to this role, he was Head of 
the Aboriginal and Torres Strait Islander Health Program at the Kirby 
Institute, University of New South Wales.  In this role he established a 
program of research in STI and BBV in Indigenous communities in all 
jurisdictions. James is a member of many federal and jurisdictional 
professional, technical and expert committees in the field of STIs and 
BBVs. James is currently a CI on four NHMRC grants and other focused 
on STI and BBV in Aboriginal communities and is leading a national 
research project conducting cross sectional surveys among  young 
Aboriginal and Torres Strait Islander people awarded through the 
Australian Research Council.

Professor Jonathon Ross 
University Hospital Birmingham, UK
Professor Jonathan Ross is Professor of Sexual Health and HIV.  He qualified 
from Aberdeen University Medical School in 1986 and worked in general 
medicine and genitourinary medicine, being dually accredited in 1997.  
He has worked as a consultant physician in sexual health and HIV medicine 
in Birmingham since 1997.  

He is treasurer for the British Association for Sexual Health and HIV, editor 
of STD Global Update and sits on the IUSTI World Executive committee. He 
is also an associate editor of the journal Sexually Transmitted Infections, a 
member of the editorial board for European Sexually Transmitted Diseases 
Guidelines and chairman of the Neurolgy Specialty Question Group for 
the MRCP examination. 

Professor Ross is the author of UK and European Guidelines on Pelvic 
Inflammatory Disease and editor of the UK National Screening and Testing 
Guidelines for STDs.  He is on the Editorial Board of the Cochrane Collaboration 
Sexually Transmitted Diseases Collaborative Review Group and International 
Journal of STD and AIDS journal. His research interests are pelvic infection, 
HIV and sexual health care service delivery.

Professor Suzanne Garland 
Department of Microbiology and Infectious Diseases, Royal 
Women’s Hospital, Melbourne, Department of Obstetrics and 
Gynaecology, The University of Melbourne, Australia
Professor Garland is an internationally recognised clinical microbiologist 
and sexual health physician, with particular expertise in infectious diseases 
as they pertain to reproductive health and the neonate. With her team, 
Prof Garland, has been a leader in the role of patient self-collected genital 
sampling in the detection by molecular techniques (polymerase chain 
reaction (PCR) of reproductive tract infections, particularly those sexually 
transmitted, such as Chlamydia trachomatis, Neisseria gonorrhoeae, 
Trichomonas vaginalis and herpes simplex virus and have published 
extensively on clinical epidemiology of sexually transmitted infections 
in Australia. In addition, a key area of research interest is cervical cancer 
and the role of human papillomaviruses (HPV). She has been involved 
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in defining HPV in cervical dysplasia, cervical cancer, plus the healthy 
population within Australia, as well as being chief investigator defining 
the prevalence of HPV genotypes in urban, rural, indigenous and 
non-indigenous Australian women (WHINURS project). She has been 
chief investigator of two 4-year follow-up clinical trials of prophylactic 
HPV vaccines in young women, and currently one in mid-age women. 
She currently leads an HPV vaccine effectiveness trial in Australia 
which will be informative globally.

She is a regular Advisor to the WHO, largely in the area of sexually 
transmitted infection diagnosis, for prophylactic HPV vaccines, as well 
as international standards for HPV DNA assays. She has published 
extensively in more than 393 peer-reviewed journals, as well as being 
invited to deliver keynote and plenary presentations at national and 
international meetings. She is the Inaugural and Past President of the 
newly formed society, AOGIN (Asian Oceania Research Organization 
on Genital Infection and Neoplasia), which brings together clinicians 
and scientists within the Asian and Oceania regions and whose work 
is related to genital infections and neoplasia. AOGIN aims to promote 
and develop, at an Asia-Oceania level, research, training, screening, 
prevention and information concerning genital infections, pre-cancers 
and cancers in women and brings together representatives from the 
Asia-Oceania region, of a multidisciplinary specialist areas including: 
gynaecologists, sexual health physicians, dermatologists, pathologists, 
molecular biologists, oncologists and basic scientists. In recognition of her 
clinically based research Infectious Diseases Research in Reproductive 
Health; Particularly of Women and Babies” Prof Garland was selected 
to in 2010 by NHMRC for “one of the 10 Best Research Projects”. 

Professor David Lewis 
IUSTI World President Elect and IUSTI Regional Director Africa, 
Head, Centre for HIV and Sexually Transmitted Infections, National 
Institute of Communicable Diseases, National Health Laboratory 
Service, South Africa.
Professor Lewis is Head of the Centre for HIV and Sexually Transmitted 
Infections at the National Institute for Communicable Diseases, a Division 
of the National Health Laboratory Service in Johannesburg, South Africa. 
He holds honorary professorial appointments at the Universities of 
the Witwatersrand and Cape Town. He has worked in the field of HIV/
STIs since 1989, both as a clinician and a microbiologist. His current 
work involves both HIV/STI research and surveillance in Southern Africa 
and his research interests focus on gonorrhoea, genital ulceration and 
men’s sexual health. He recently assisted with STI guideline revisions 
in South Africa, Namibia and for the Southern African Development 
Community (SADC). In collaboration with the World Health Organisation, 
he led the development of the African Gonococcal Antimicrobial 
Susceptibility Programme (Afro-GASP) from 2010-2012. Professor 
Lewis serves as an ISSTDR Board Member, IUSTI World President  
Elect, Regional Director for IUSTI-Africa, an Assistant Editor for  
Sexually Transmitted Infections and a Joint Editor for ‘Sexual Health’. 
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Ms Marama Pala
Executive Director of INA (Māori, Indigenous & South Pacific)  
HIV/AIDS Foundation, New Zealand
Marama Pala (Ngātiawa), BML, BMA, AdvDip, the Executive Director  
of INA (Māori, Indigenous & South Pacific) HIV/AIDS Foundation, an 
organization that provides prevention, advocacy and support services 
to Māori. Marama is the Co-Chair of the International Indigenous Working 
Group on HIV & AIDS (IIWGHA) involving Indigenous Communities around 
the world in the fight against HIV & AIDS. Marama Pala contracted HIV 
in 1993 and was the first Māori woman to publicly disclose her HIV 
status; she became a powerful advocate for Māori and marginalized 
communities. As a key witness in a successful criminal HIV transmission 
case (P, Mwai 1993), she is now a courageous advocate against the use 
of criminal law to persecute people living with HIV. She was appointed 
as one of seven Global Community representatives on the Community 
Programme Committee for the 19th International AIDS Conference 
2012 in Washington DC. Marama has been a keynote speaker globally.

Professor Tom Quinn
Professor of Medicine and Director, Center for Global Health, Johns 
Hopkins University Associate Director of International Research, and 
Head of the Section on International HIV/STD Research, NIAID, NIH
Tom Quinn MD, MSc is Senior Investigator and Head of the Section on 
International HIV/AIDS Research in the Laboratory of Immunoregulation 
at the National Institute of Allergy and Infectious Diseases. He also serves 
as Associate Director for International Research for the Division of 
Intramural Research at NIAID. He is also Professor of Medicine and 
Pathology in the Johns Hopkins School of Medicine and has adjunct 
appointments in the Departments of International Health, Epidemiology, 
and Molecular Microbiology and Immunology in The Johns Hopkins 
School of Public Health. In 2006 he was appointed Director of the 
Johns Hopkins Center for Global Health.

Dr. Quinn has been involved in HIV clinical and epidemiologic 
investigations in 25 countries, with current projects in Uganda, Zimbabwe, 
Tanzania, India, China, and Thailand. Among his professional activities, 
Dr. Quinn has been an Advisor/Consultant on HIV and STDs to the World 
Health Organization, Office of the Global AIDS Coordinator (PEPFAR), 
UNAIDS, and the U.S. Food and Drug Administration. In 2004 he became 
a member of the Institute of Medicine of the National Academy of 
Science. In 2007 he was elected as fellow of the American Association 
for the Advancement of Science. He is also a fellow of the Infectious 
Disease Society of America and a member of the American Association 
of Physicians. He is an author of approximately 900 publications on 
HIV, STDs, and infectious diseases.
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GENERAL INFORMATION
Disclaimer
The information in this booklet is correct at the time of printing. The Congress 
Secretariat reserves the right to change any aspect without notice.

Venue
Melbourne Convention & Exhibition Centre 
1 Convention Centre Place 
South Wharf, Melbourne, VIC 3006

The venue will host the Congress sessions, poster presentations, the breakfast sessions, 
Congress day catering and the trade exhibition.

Registration Desk
The Registration Desk will be located on the Ground Floor, Main Entrance, Melbourne 
Convention Centre, opposite Plenary 3. All enquiries should be directed to the Registration 
Desk which will be open at the following times:
Sunday   14 October 2012: 3.00pm to 6.00pm
Monday  15 October 2012: 7.00am to 6.00pm
Tuesday   16 October 2012: 7.00am to 6.00pm
Wednesday  17 October 2012: 7.00am to 6.00pm 

Speaker Preparation Room
A speaker preparation room will be located on level 2, Speaker Room 201, Melbourne 
Convention Centre. This room will be open at the following times:
Sunday  14 October 2012: 4.00pm to 6.00pm
Monday  15 October 2012: 7.00am to 6.00pm
Tuesday   16 October 2012: 7.00am to 6.00pm
Wednesday  17 October 2012: 7.00am to 6.00pm 

All speakers must take their presentation to the speaker preparation room a minimum 
of four hours prior to their presentation or the day before if presenting at a breakfast or 
morning session.

Exhibition
An exhibition will be held in the Exhibition Hall, Bays 13-14 on the Ground Floor of the 
Melbourne Exhibition Centre, which also contains the posters and all Congress catering. 

The exhibition will open for the IUSTI World Congress on Monday 15 October 2012 at 
10.00am and conclude on Wednesday 17 October 2012 at 6.30pm.

The exhibition will be open during the following hours: 
Monday  15 October 2012: 10.00am to 7.30pm
Tuesday  16 October 2012: 10.00am to 6.30pm
Wednesday   17 October 2012: 10.00am to 6.30pm  

(Brief closure from 2pm-3.30pm)

The exhibition for the Australasian HIV/AIDS Conference will also be available for viewing 
on Wednesday 17 October 2012 from 10.00am to 6.30pm (Brief closure from 2pm-3.30pm).

Poster Displays
Posters will be displayed for the duration of the Congress in the Exhibition Hall on the 
Ground Floor of the Melbourne Exhibition Centre.
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Internet HUB
An Internet Hub, proudly sponsored by Hologic Gen-Probe, will be available in the 
Exhibition Hall on the Ground Floor of the Melbourne Exhibition Centre.

Computers will be available for:
• Completing an online Congress evaluation survey
• Printing a certificate of attendance 
• Viewing the abstract search database
• Viewing delegate lists

Wireless Internet
Wireless Internet will be available in the Convention Centre. The centre’s free Wi-Fi service 
provides limited internet access to all Congress delegates, event attendees and general 
public in the venue during the Congress. Connection information will be available on 
the pocket program found in your satchel bag.

Catering
Morning teas, afternoon teas and lunches will be held in the Exhibition Hall each day. 
Lunches will be served as an informal stand-up buffet. Dietary requirements noted on 
your registration form have been passed on to the catering staff. Vegetarian options will 
be available on the buffets. A separate buffet station will be available for other specific dietary 
requirements such as vegan, halal, gluten intolerance etc. Please ask the Convention 
Centre staff at this station for assistance.

Special Requirements
Every effort has been made to ensure people with special needs are catered for. If you 
have not previously advised the Congress Secretariat of any special dietary or disability 
requirements, please see the staff at the Registration Desk as soon as possible.

Prayer Room
Separated male and female prayer rooms including washing facilities are located in the 
Convention Centre off the main foyer (Located Hilton end of the centre).

First Aid Room and Parenting Facilities
The Melbourne Convention and Exhibition Centre’s main first aid room is located off the 
Convention Centre foyer, Hilton side of the centre. A smaller first aid room is located off 
the Exhibition Centre foyer. A parenting room is located off both the Exhibition Centre 
and Convention Centre foyers.

Emergency and Evacuation Procedures
In the event of an emergency, such as a fire, the Convention Centre staff will direct 
delegates accordingly. A fire evacuation plan is available from the Melbourne 
Convention Centre Concierge/Reception Desk.

Smoking
This Congress has a no smoking policy.

Mobile Phones/Beepers
As a courtesy to all delegates and speakers, please switch off, or set to silent, your 
mobile phones and beepers during all sessions.
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Messages
The Convention Centre main concierge reception desk will receive messages by telephone 
or fax for delegates through their switchboard. A message board is situated near the Congress 
Registration Desk and should be checked regularly. The Congress Organisers do not accept 
responsibility for personal mail. Please have all mail sent to your accommodation address.

Luggage Storage
During the Congress, luggage can be stored in the cloakroom which is located off the 
main Convention Centre foyer, providing storage for visitors’ and delegates’ belongings.

Taxis
Yellow taxis can be hailed from the Hilton, Exhibition Centre exit or booked in advance. 
They are reasonably priced and readily available at the airport, railway station, coach 
terminal and central points within the city. 

Parking
Melbourne Exhibition Centre Car Park Rates

BASEMENT CAR PARK: Entry and Exit via Normanby Road – 24 Hour Operation 
Day Rate: Monday to Friday (to 6:00pm) 
0 - 1 hour $8.00 Minimum 
1 - 2 hours $16.00 
2 - 3 hours $24.00 
3 - 4 hours $32.00 
4+ hours $32.00 Maximum 
Early Bird Rate: Monday to Friday  
(entry between 6:00am – 9:00am and exit between 3:00pm – 12:00am Midnight) 
Early Bird Rate $12.00 Maximum 
Evening Rate: Monday to Thursday (Entry after 6pm and exit before 6am) 
Night Rate $11.00 
Weekend Rate: Per exit, per day (from 6:00pm Friday to 6:00am Monday) 
Weekend Rate $13.00 Per exit, per day 

The Melbourne Exhibition Centre Basement Car Park has a number of ticketing pay 
machines located within the Car park adjacent to Entry Doors 1, 6, 8 and 10. Any 
enquiries please call the Wilson Car Park office +61 3 9224 0301.

NOTE: All Exhibitors are encouraged to use this car park below.

Freeway Car Park Rates

FREEWAY CAR PARK 
Located at Munro Street under the Westgate Bridge. Access via Normanby Road and Munro Street.
0 - 1 hour $4.00 
1 - 2 hours $8.00 
2 - 3 hours $12.00 
3 - 4 hours $16.00 
4 - 5 hours $20.00 
5 - 6 hours $24.00 
6 hours + $28.00 Maximum 
Lost Ticket fee $50.00 
Evening Rate: Entry after 6pm and exit before 6 am the next day 
Flat Rate $8.00 
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Name Badges
For security purposes, all attendees must wear their name badge at all times while in 
the Congress venue. Entrance to the Exhibition will be limited to badge-holders only 
and checked by security. If you misplace your name badge, please advise staff at the 
Registration Desk.

Participant List
Information necessary for your attendance at the Congress will be gathered, stored and 
disseminated in accordance with the nation’s privacy legislation. A participant list with 
name, organisation and state/country will be supplied to all delegates and exhibitors at the 
Congress (excluding those who indicated during registration they did not wish to be 
named on the participant list).

The participant list will be viewable by delegates at the Internet Hub. 

Liability/Insurance
In the event of industrial disruptions or natural disasters the Australasian Society for HIV 
Medicine cannot accept responsibility for any financial or other losses incurred by delegates. 
Nor can the Congress Secretariat take responsibility for injury or damage to property or 
persons occurring during the Congress or associated activities. Insurance is the 
responsibility of the individual delegate.

HIV Prescriber CPD Points
HIV s100 prescribers who are accredited in NSW/ACT/VIC/SA will receive three (3) 
Prescriber CPD points for each day of the Congress that they attend.

RACP/AChSHM
Registrants may claim one credit point/hour of the Congress attended to a maximum  
of 50 credits annually in the Category 2: Group learning activities section.

The onus is on the Fellow themselves to determine the total number of credit points 
they may claim and to claim them. Further information and access to the MyCPD 
program is available at www.racp.edu.au.

RACGP
The Congress has applied for Category 2 RACGP QI&CPD Points. If you wish to claim 
these points please sign the attendance sheet at the Registration Desk.

Evaluation
Your feedback on the Congress is important as it will help us plan future events.  
An online evaluation will be sent out to delegates in the weeks following the Congress. 
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Prizes 
There are several awards that are presented annually.  These are:

1.   Jan Edwards Prize: For the best proffered paper presented orally by a Trainee of the 
Australasian Chapter of Sexual Health Medicine, sponsored by Novartis.  Value A$500.

2.   Sexual Health Society of Victoria prizes: Three prizes are offered for best poster 
presentations in Clinical/Epidemiological Research, Health Promotion and Social/
Behavioural Research.  Value A$500 each.

3.   The Sexual Health Prize: Is awarded by the journal Sexual Health www.publish.
csiro.au/journals/sh.  It is awarded to the best written abstract.  Abstracts are 
assessed on the number of features including, structure, clarity, the inclusion of 
actual data (specifically actual numbers), values, confidence intervals and odds 
ratios.  They are not assessed on the strength of the science.  Abstracts that win 
generally contain sufficient data to allow the data to be cited without the need to 
see the presentation or read the full paper.  The author will be awarded a full print 
and online subscription to the journal.  Value: A$200.

4.   The Penelope Lowe Trainee Update Breakfast: For best case presentation by a 
Chapter Trainee, sponsored by the Sexual Health Society of Victoria.  Value A$500.  

5.   ASHHNA Prizes: Each year ASHHNA (Australasian Sexual Health and HIV Nurses 
Association Inc) awards a prize for the best poster submission by a nurse at the 
Sexual Health Conference and also awards the Kendra Sundquist Nurses’ Prize for 
best oral presentation by a nurse – value A$500 each.  These awards recognise the 
outstanding contribution to sexual and reproductive health that nurses make and 
aim to encourage nurses to develop and present research.

 
 



22 13TH IUSTI WORLD CONGRESS 2012 • www.iusti2012.com • 15–17 OCTOBER 2012





13TH IUSTI WORLD CONGRESS 2012 • www.iusti2012.com • 15–17 OCTOBER 2012 23

ASSOCIATED EVENTS
Satellite Session – American Social Health Association and the 
American STD Association: New Molecular Diagnostic Assays for 
HPV and Trichomonas vaginalis
Monday 15 October 2012, 12.00pm – 1.15pm 
Melbourne Convention and Exhibition Centre

The prevalence of Trichomonas vaginalis(TV) infection is not well characterized. 
Infection with TV increases susceptibility to other infections including HIV and 
contributes to adverse outcomes in pregnancies. The improved sensitivity for TV 
detection using nucleic acid amplification tests compared to culture and wet mount 
methods indicates that TV prevalence is underestimated. In this symposium, several 
studies will be reviewed to assess the accuracy of NAAT versus older methodologies 
while considering prevalence of TV in different populations, including remote 
indigenous communities of the Northern Territory of Australia. In addition, an overview 
of HPV messenger RNA (mRNA) testing for cervical cancer screening will be provided, as 
well as a review of published literature on the clinical performance of the APTIMA HPV 
assay. 

Satellite Session: The first NHMRC Program Grant on sexually transmissible 
infections: A progress report to stakeholders at the halfway mark
Monday 15 October 2012, 12.15pm – 1.15pm 
Room 212, Melbourne Convention and Exhibition Centre

Australia’s National Health and Medical Research Council funded a five year Program Grant 
in 2010, with the goal of conducting large-scale, longitudinal research that can be directly 
translated into medical and public health interventions to control STIs. This symposium 
will provide colleagues and other interested stakeholder with a report of what the Program 
has achieved in its first two and half years, and the plans for the second half of the funding 
period. Further details on the Program can be found at; http://www.sti-program-grant.
org.au/. Session Chair: Professor John Kaldor

Welcome Reception and Poster Viewing Evening
Monday 15 October 2012, 5.30pm – 7.30pm 
Exhibition Hall, Melbourne Convention and Exhibition Centre

All delegates are invited to enjoy a relaxing end to the first day of the Congress. This is 
also the dedicated time to meet with the poster presenters. It is an opportunity to catch 
up with old friends and make new friends, whilst enjoying drinks and canapés. One ticket 
to the Welcome Reception is included for all registrants except day registrants.

Complimentary for all delegates excluding day registrations and guests - Ticket cost: A$55
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Satellite Session: World Health Organization (WHO): Evidence to 
support elimination of mother-to-child transmission (MTCT) of syphilis
Tuesday 16 October 2012, 7.00am – 8.30am 
Room 219 and 220, Melbourne Convention and Exhibition Centre

Dr. Lori Newman will present  new global and regional estimates for 2011 of burden of 
syphilis in pregnancy and associated adverse outcomes such as stillbirth, prematurity, 
neonatal death, and congenital syphilis. These data will be linked with an overview of 
recent progress with elimination of MTCT of syphilis in the areas of advocacy, strengthening 
of service delivery, monitoring, and research. Dr. Xiang-Sheng Chen will review the findings 
of a policy assessment in China of the key features and components of policy success of 
the Chinese integrated initiative to eliminate MTCT of syphilis, HIV, and hepatitis B. Dr. Mary 
Kamb will present on recent evidence about scaling up antenatal syphilis screening/
treatment programs through integrating into existing MCH platforms, such as PMTCT.  
The presentations will be followed by an open discussion with session participants 
around future opportunities and needs for evidence to support EMTCT of syphilis.

Satellite Session: Sekisui Diagnostics: Benefits of Point of care  
STI tests; the Trichomonas example
Tuesday 16 October 2012, 12.15pm - 1.15pm 
Room 219 and 220, Melbourne Convention and Exhibition Centre

Jill S Huppert, MD, MPH, Associate Professor of Gynecology and Pediatrics, Cincinnati 
Children’s Hospital Medical Center.

Point-of-care (POC) tests are an important strategy to address the epidemic of sexually 
transmitted infections (STIs). POC tests allow the clinician to deliver immediate, confidential 
results and treatment, and a “teachable moment” for the patient. The WHO promotes STI 
tests that meet the “ASSURRED” criteria (Affordable, Sensitive, Specific, User-friendly, Rapid 
and Robust, Equipment-free, Delivered). We present our experience with POC testing for 
Trichomonas Vaginalis as a model of the impact of POC STI tests on treatment intervals, 
loss to follow up, sexual risk behaviors, and accuracy of treatment compared to traditional 
testing. We also present solutions for implementing POC tests in clinical, non-traditional 
or home settings.

Satellite Session: World Health Organization (WHO): Antimicrobial 
resistance in Neisseria gonorrhoeae - mitigating the consequences 
of untreatable gonorrhoea
Tuesday 16 October 2012, 5.30pm - 7.30pm 
Room 219 and 220, Melbourne Convention and Exhibition Centre

The session will highlight the situation of antimicrobial resistance in N. gonorrhoeae in 
the WHO Regions, noting similarities and differences and explore the potential global 
health burden and financial costs of the consequences of untreatable gonorrhoea  
and its complications. The session will also discuss ways for ensuring the successful 
implementation of an evidence-based response plan.  The session will include four 
presentations of 15 minutes each and one presentation of 10 minutes and end with  
a roundtable panel discussion 20 minutes.
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The Penelope Lowe Trainee Update Breakfast
Wednesday 17 October 2012, 7.00am - 8:30am 
Room 212, Melbourne Convention and Exhibition Centre

Trainee case presentations will take place at this early-morning session. Presenters will 
be asked to present their clinical case and a succinct literature review before taking 
questions from a panel specialists in Sexual Health Medicine and members of the 
audience. This session is included in the registration fees for Chapter Trainees, and is 
sponsored by the Sexual Health Society of Victoria. Please make the time to attend  
this session to support the Chapter’s Trainees.

Ticket cost: A$30 for all registrants excluding Chapter Trainees for whom it is inclusive.

THE PENELOPE LOWE TRAINEE UPDATE BREAKFAST
Dr Penelope Chantelle Lowe – 3 August 1973 to 22 December 2010

Dr Penelope Chantelle Lowe (known as Penny) was born in  
Auckland, New Zealand on 3 August 1973, grew up in Auckland,  
attending Epsom Girls Grammar School from 1986 to 1990 and  
being awarded Proxime Accessit behind the dux of the school. She attended medical 
school at Otago University, Dunedin, New Zealand and Wellington clinical school, 
graduating in 1996. She worked in emergency medicine in both New Zealand 
and London, and gained diplomas in Genitourinary Medicine and Sexual and 
Reproductive Healthcare in London before moving to Australia.

Penny was a clinical advisor for the Australasian Society of HIV Medicine and  
a Fellow of the Australasian Chapter of Sexual Health Medicine of the Royal 
Australasian College of Physicians (FAChSHM). She worked in a number of sexual 
health and HIV clinics in NSW, including servicing rural NSW HIV/Sexual Health 
clinics and also locumed at the Cairns Sexual Health Service in Queensland.

Penny had a keen interest in medical education and attended many post-graduate 
courses. She participated in the Australasian Chapter of Sexual Health Medicine 
Education Committee, with lead responsibility for managing site accreditation. 
Having previously been an enthusiastic Trainee Representative, her exceptional 
talents were obvious when she was still a Chapter Trainee and the Chapter decided 
to film her as the candidate in the example Exit Assessment Interview, which 
remains a valuable resource for Chapter Trainees. Penny was passionate about 
supporting quality training environments and lobbied for a more Trainee-centric 
model of training. As a result of her efforts, she has left a worthwhile legacy for 
current and future Trainees.

Penny was a very capable musician and was member of various choirs. She was 
also keen swimmer and walker. Her vibrancy, great warmth and humour are greatly 
missed by Chapter Fellows, Trainees and all those who knew her.

The Trainee Update Breakfast has been renamed The Penelope Lowe Trainee 
Update Breakfast in her memory and the Chapter is indebted to the Sexual 
Health Society of Victoria for their sponsorship of the annual prize for the best 
case presentation by a Chapter Trainee – value A$500.
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Australasian Sexual Health and HIV Nurses Association (ASHHNA) 
Breakfast Annual General Meeting
Wednesday 17 October 2012, 7:00am - 8:30am 
Room 214, Melbourne Convention and Exhibition Centre

ASHHNA Annual General Meeting is to be held on Wednesday 17 October. The chair  
for the meeting is Donna Tilley. The meeting will be held in Congress room 214.  
To RSVP please email ashhnanurses@gmail.com

Guest Speaker is Annie Tangey, Coordinator Sexual Health Programme, Ngaanyatjarra 
Health Service - ‘Nursing in Remote Aboriginal Communities: Successes and Challenges 
Coordinating a Comprehensive Sexual Health Program’   

Free for ASHHNA Members

Complimentary for all nurse delegates

IUSTI Congress Gala Dinner
7:00pm - 11:00pm Wednesday 17 October 2012 
Peninsula, Melbourne Docklands 
(a short walk from the Congress venue)

The Gala Dinner is an event that all delegates look forward to and is renowned for being 
an enjoyable night where delegates can network and dance to live music.

This year the Gala Dinner will be held at Peninsula, Melbourne’s most glamorous and 
avant-garde waterfront event space.

Complimentary for all delegates excluding day registrations and guests - Ticket cost: A$130
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PROGRAM SCIENCES WORKSHOP

Program Science: an initiative to improve the efficiency and impact 
of STD / HIV programs
Thursday 18 October 2012, 9:00am - 4:00pm 
Room 217, Melbourne Convention and Exhibition Centre

Three decades into the emergence of the Human Immunodeficiency Virus (HIV) epidemic; 
centuries into the appearance of other sexually transmitted infections (STIs); and despite 
the development of many efficacious individual, group and structural level interventions, 
it is clear that advances made in the prevention of HIV and other STI have not been 
sufficient to get ahead of these epidemics. The emerging consensus points to the focus 
on singular prevention strategies and the formidable gap between innovations in health 
and their delivery, particularly to communities in the developing world, as potential causes 
of this failure. Existing scientific evidence may prove insufficient in many instances due 
to differences between program needs and research characteristics. Most science focuses 
on treatment and prevention at the individual level, programs need to control and prevent 
infection spread and sequelae at the population level; most science focuses on individual 
interventions, programs need to implement a multiplicity of interventions; research studies 
evaluate interventions at a specific point in time in the evolution of epidemics, programs 
need effective interventions for all phases of epidemics. Interventions evaluated under 
ideal conditions, with sufficient resources, employing the best human resources in the 
research context may yield different results when implemented under everyday 
circumstances in the program context.

The emerging view is that populations in which infection spread needs to be prevented 
constitute complex adaptive systems with distinct characteristics and that the effectiveness 
of prevention can only be defined as a function of the interaction between the preventive 
intervention mix and the population context. This view necessitates a new understanding 
of prevention science, one based on the basic tenets of complexity sciences, which include 
concepts of feedback loops, path dependence, phase transitions, compensatory mechanisms 
and emergent properties. Policy makers and program managers experience the need 
for a new understanding of prevention science in a number of ways at the practical level. 

Program Science can potentially provide this new understanding and approach to 
prevention science. The Program Science Initiative can be described as “promoting 
collaboration and integration between programs and science to improve the ways 
programs are designed, implemented and evaluated to accelerate and increase health 
impact”. It is program centered, population based and attempts to understand and 
evaluate a multiplicity of interventions in different contexts. Further, it attempts to do so 
at a large scale. Program Science aims to bring insights from front line workers to policy 
makers to help develop and design effective and efficient public health programs and 
to help direct the knowledge creation processes in a continuous and interactive mode.

This symposium on Program Science is intended for researchers and program managers 
and implementers who are focused on closing the gap between programs and science 
in theory and practice. In addition to providing participants with an overview of Program 
Science, the symposium is intended to promote discussion of how to move the field 
forward by identifying key issues and priorities and exploring the challenges and 
opportunities in Program Science.
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VENUE MAPS
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EXHIBITION BOOTH LISTING
BOOTH 

NUMBER COMPANY

B4 Abbott Molecular             
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A15 Burnet Institute

A13 Cepheid

A4 Australasian Chapter of Sexual Health Medicine 

A14 CSIRO Publishing     

B3 CSL Biotherapies

A7 Headjam

B5 Hologic Gen-Probe
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C1 MSD Australia   
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D1 ViiV Healthcare
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EXHIBITOR DIRECTORY
B4 Abbott Molecular             

Abbott is a global, broad-based health care company 
devoted to the discovery, development, manufacture 
and marketing of pharmaceuticals and medical products, 
including nutritionals, devices and diagnostics.  The company 
employs nearly 90,000 people and markets its products 
in more than 130 countries.  Abbott employs almost 700 
people in Australia and New Zealand and has offices 
located in Sydney, Melbourne, Auckland and Wellington. 

Abbott Molecular 
Unit D 31-33 Sirius Road 
Lane Cove 2066 
Sydney 
Australia  
Phone: +61 2 9857 1092

A17 Alere

As a leader in point-of-care diagnostics and platforms, 
Alere’s focus areas include infectious diseases, cardiology, 
toxicology, oncology and women’s health.  In the field of 
HIV, the Alere DetermineTM HIV-1/2 rapid test has been 
used globally for over a decade.  This product, together 
with Alere PimaTM CD4, a portable system which 
generates a CD4 count in only 20 minutes from a 
fingerstick sample, is enabling physicians to test and 
treat at the point-of-care, thereby enhancing patient 
management.  

Alere is committed to supporting patients and clinicians; 
and has partnered with the not for profit organisation, 
Population Services International (PSI), in a campaign 
called Make (+) More Positive  as a vehicle to donate up 
to one million HIV tests. 

Alere Australia  
+61 7 3363 7100 Phone   
+61 7 3363 7199 Fax
1800 622 642 Freecall (in Aus)
au.enquiries@alere.com 
www.alere.com.au
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A4 Australasian Chapter of Sexual Health Medicine

The Australasian Chapter of Sexual Health Medicine is 
the professional body responsible for the education and 
training of doctors wishing to specialise in sexual health.  
The Chapter contributes to the professional development 
of its Fellows and Trainees as well as other health professionals 
through its scientific meetings.  The Chapter provides 
expert advice to government and other agencies on 
sexual health matters and its Fellows contribute to policy 
development at state and national level.

Contact the Australasian Chapter of Sexual Health Medicine

Education Officer (training related enquiries)
Education Services Department
The Royal Australasian College of Physicians
145 Macquarie Street
SYDNEY NSW 2000
Tel: +61 2 9256 9669  Fax: + 61 2 9256 9698
Email: shmedtraining@racp.edu.au

Executive Officer (all other enquiries)
Australasian Chapter of Sexual Health Medicine
The Royal Australasian College of Physicians
145 Macquarie Street
SYDNEY NSW 2000
Tel: +61 2 9256 9643  Fax: +61 2 9256 9693 
Email: shmed@racp.edu.au

B6 Australasian Society for HIV Medicine     

The Australasian Society for HIV Medicine (ASHM) is a 
peak organisation of health professionals in Australia and 
New Zealand who work in HIV, viral hepatitis and sexually 
transmissible infections. ASHM draws on its experience 
and expertise to support the health workforce and to 
contribute to the sector. ASHM offers a comprehensive 
range of practical resources, education and training to 
support healthcare workers, including face-to-face 
training, online learning, publications and resources. 

ASHM 
LMB 5057
Darlinghurst NSW 1300
Phone: (+61 2) 8204 0700
Fax: 02 9212 2382
email: ashm@ashm.org.au
www.ashm.org.au 
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B7 Australian Research Centre In Sex, Health And Society  

The Australian Research Centre in Sex, Health and Society 
(ARCSHS) is a centre for social research into sexuality, 
health, and the social dimensions of human relationships 
based at La Trobe University. It works collaboratively and 
in partnership with communities, community-based 
organisations, government and professionals in relevant 
fields to produce research that promotes positive 
change in policy, practice and people’s lives. 

ARCSHS specialises in community-focused, multi-
disciplinary research across the following priority areas:
•  Sex, gender and sexuality;
•  Social research into blood-borne viruses and sexually 

transmissible infections;
•  International social research; and
•  Research into policy and practice.

Contact Details
Australian Research Centre in Sex, Health and Society
La Trobe University, 215 Franklin Street
Melbourne, Victoria 3000 Australia
T: (+61 3) 9285 5382
F: (+61 3) 9285 5220
E: arcshs@latrobe.edu.au
www.latrobe.edu.au/arcshs

A1 Australian Therapeutic Supplies     

Four Seasons Condoms are Australian owned and a 
brand you can trust. Four Seasons condoms are proudly 
owned and distributed by Australian Therapeutic Supplies. 
We are 100% Australian owned and operated company 
established in 1984. 

Australian Therapeutic Supplies has been promoting 
‘Safe Sex’ and condom research and development since 
1987. The Four Seasons range is one of the best quality 
brands available today here in Australia.

Australian Therapeutic Supplies is a quality endorsed 
Company to IS09001 and this is just one of the many 
ways we ensure customers receive the very best quality 
and service, which we strive and pride ourselves to do so. 

Four Seasons condoms are developed in the latest, 
high-tech facilities using modern latex casting and 
compounding techniques and are designed to be 
among the best quality condoms in the world. Every 
single condom we supply here at Australian Therapeutic 
Supplies is individually electronically tested to comply 
with IS04074-20002(E). 

Australian Therapeutic Supplies PTY LTD
5/25 George Street  
North Strathfield NSW 2137
PH: 02 9743 6144
FAX: 02 9743 6244
EMAIL: Joshua@australiantherapeutic.com 
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B1 Boehringer Ingelheim     

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

B2 Bristol-Myers Squibb          

Bristol-Myers Squibb is a global biopharmaceutical company 
whose mission is to discover, develop and deliver innovative 
medicines that help patients prevail against serious 
diseases. Around the world, our medicines are helping 
millions of patients in their fight against such diseases as 
cancer, cardiovascular disease, diabetes, hepatitis B, HIV/
AIDS, psychiatric disorders and rheumatoid arthritis. And 
our philanthropic programs have given new hope to 
some of the most vulnerable people in the world. 
As a BioPharma leader, we believe it’s our commitment 
to help patients prevail over serious diseases and our focus 
on finding innovative medicines to combat those diseases. 
Bristol-Myers Squibb Pharmaceuticals
556 Princes Hwy, Noble Park North VIC 3174
Tel.:+61 3 9213 4100
Fax:+61 3 9701 1526
Email: contact.australia@bms.com

A15 Burnet Institute

Burnet Institute is an Australian, not-for-profit, unaligned 
and independent organisation that links medical research 
with public health action to achieve better health for poor 
and vulnerable communities in Australia and internationally. 
Across research, education and public health, Burnet focuses 
on six key themes: infectious diseases, including HIV/AIDS; 
alcohol, drugs and harm reduction; immunity, vaccines and 
immunisation; maternal and child health; sexual and reproductive 
health; and young people’s health, to make a difference 
by applying our research outcomes to everyday health problems 
that impact on millions of people around the world. 
Burnet Institute
Paul Rathbone, Head of Public Affairs and Development
Email: prathbone@burnet.edu.au
Phone: +61 3 9282 2113
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A13 Cepheid

Cepheid is a leading molecular diagnostics company 
that is dedicated to improving healthcare by developing, 
manufacturing, and marketing accurate yet easy-to-use 
molecular systems and tests. By automating highly complex 
and time-consuming manual procedures, the company’s 
solutions deliver a better way for institutions of any size 
to perform sophisticated genetic testing for organisms 
and genetic-based diseases. Through its strong molecular 
biology capabilities, the company is focusing on those 
applications where accurate, rapid, and actionable test results 
are needed most, such as managing infectious diseases 
and cancer.

A14 CSIRO Publishing     

CSIRO PUBLISHING operates as an independent science 
and technology publisher with a global reputation for 
quality products and services. Our internationally recognised 
publishing programme covers a wide range of scientific 
disciplines, including agriculture, the plant and animal 
sciences, health and environmental management.
Our product range includes journals, books and magazines. 
We publish content in print and online, and our editorial 
standards and production methods are at the forefront 
of e-publishing standards. 
CSIRO PUBLISHING
PO Box 1139
COLLINGWOOD, VICTORIA, 3066 AUSTRALIA
Phone: +61 3 9662 7500
Fax: +61 3 9662 7555
Email: publishing.sales@csiro.au
Web: www.publish.csiro.au

B3 CSL Biotherapies

Based in Melbourne, CSL Biotherapies manufactures and 
markets vaccines and pharmaceutical products in Australia and 
New Zealand and supplies influenza vaccines internationally.
The CSL Biotherapies vaccine portfolio includes vaccines 
to help prevent paediatric, adult and travel related infectious 
diseases.  CSL Biotherapies manufactures products of 
national significance such as antivenoms and Q Fever 
vaccine and produces a range of plasma related products.
CSL Biotherapies also markets a range of neurological, 
dermatological, analgesic and urological products.
CSL is a major Australian employer and is listed in the 
ASX Top 200.
Daniela Arturi, Brand Manager, GARDASIL
Phone:  (03) 9389 4152
Mobile:  0401 715 005
Daniela.arturi@csl.com.au
Liz Jago, Executive Assistant
Phone:  (03) 9389 1841
Elizabeth.jago@csl.com.au



38 13TH IUSTI WORLD CONGRESS 2012 • www.iusti2012.com • 15–17 OCTOBER 2012

A7 Headjam

The name Headjam means ‘the coming together of ideas, 
a collective input, the brainstorm’. 

Headjam is a creative agency that exists because we are 
passionate about people and the community. We believe 
in the power of great creative and how it can change the 
world for the better. Our focus is producing successful 
campaigns for the health, education, community and  
art sectors. We collaborate with our clients giving their 
campaigns a voice and making sure they get noticed. 

How do we accomplish this? 

Through app design and development, web, print and 
broadcast mediums. 

Welcome to Headjam, a new way to communicate.

We look forward to meeting you.

B5 Hologic Gen-Probe

HOLOGIC | Gen-Probe is a global leader in the development, 
manufacture and marketing of molecular diagnostic products 
and services that are used primarily to diagnose human 
infectious diseases, screen donated human blood, ensure 
transplant compatibility and aid biomedical research and 
drug development. With products and technologies 
covering STI’s, Public Health, Women’s Health and the 
Blood Banking sector, HOLOGIC | Gen-Probe is a company 
focused on providing accurate, fast and reliable results  
to enable the best outcome for disease diagnosis and 
better patient management. 

For all product or contact information, please visit:
www.gen-probe.com or email: customerservice@
gen-probe.com

A2 IUSTI

Angelika Stary and Raj Patel, chair and co-chair of the joint 
meeting of the 20th ISSTDR and 14th IUSTi, are pleased to 
invite you to the beautiful city of Vienna. The conference 
will take place from July 14 to 17, 2013, in Vienna’s Hofburg 
Congress Center (former winter palace of the Austrian 
emperor Franz Joseph I) located in the heart of the city.  
There, you will experience a scientific program of very high 
quality, reflecting the broad range of STI/HIV science and 
clinical practice.  For more information, our STI & AIDS 
Congress Vienna 2013 booth is waiting for you!

STI & AIDS WORLD CONGRESS VIENNA 2013
c/o Vienna Medical Academy
Alser Strasse 4, 1090 Vienna, Austria
Tel:  0043 1 405 13 83 11
Fax: 0043 1 407 82 74
Email: STIvienna2013@medacad.org
www.STIvienna2013.com



13TH IUSTI WORLD CONGRESS 2012 • www.iusti2012.com • 15–17 OCTOBER 2012 39

C1 MSD Australia   

Today’s MSD is a global healthcare leader working to help 
the world be well. MSD is a tradename of Merck & Co., Inc., 
with headquarters in Whitehouse Station, N.J., U.S.A. Through 
our prescription medicines, vaccines, biologic therapies, 
and consumer care and animal health products, we work 
with customers and operate in more than 140 countries 
to deliver innovative health solutions. We also demonstrate 
our commitment to increasing access to healthcare 
through far-reaching policies, programs and partnerships. 
For more information, visit www.msd-australia.com.au. 

Merck Sharp and Dohme (Australia) Pty Limited
66 Waterloo Road, North Ryde NSW 2113
(02) 8988 8000

A6 NAPWA and AFAO

The National Association of People Living with HIV/
AIDS (NAPWA) is Australia’s peak non-government organisation 
representing community-based groups of people living 
with HIV.

NAPWA provides advocacy, effective representation, policy, 
health promotion and outreach on a national level. Our 
work includes a range of health and education initiatives 
that promote the highest quality standard of care for HIV 
positive people. NAPWA contributes to clinical and social 
research into the incidence, impact and management of 
HIV. We strive to minimise the adverse personal and social 
effects of HIV by championing the participation of positive 
people at all levels of the organisation’s activity.

Web address: www.napwa.org.au

Australian Federation of AIDS Organisations (AFAO)  is 
the national federation for the Australian HIV community 
response - providing leadership, coordination and support 
to Australia’s policy, advocacy and health promotion response 
to HIV. Internationally we contribute to the development 
of effective policy and programmatic responses to HIV in 
South-East Asia and the Pacific.

The effectiveness of Australia’s response to HIV has been 
built on the partnership of governments, affected communities, 
community-based organisations, researchers and health 
professionals. Sustaining the strength of the partnership is 
now particularly important given the potential offered by 
recent scientific findings for HIV prevention and improved 
health outcomes for people living with or at risk of HIV. 

AFAO works in partnership with its members - utilising and 
complementing national members’ policy and advocacy 
expertise and leadership; and drawing on its State/
Territory members’ programmatic expertise. 

Web address: www.afao.org.au
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A3 VCS Pathology

VCS Pathology is specialist laboratory & a health promotion 
charity reporting conventional Pap tests, Thin Prep specimens, 
gynaecological histology, HPV and Chlamydia testing.
VCS Pathology employs three Liaison Physicians who are 
responsible for the delivery of free education updates to 
health practitioners in Victoria and at relevant Congresss 
throughout Australia. Education focuses on the National 
Cervical Screening Program (including the potential future 
direction of screening), Pap test technique, the Human 
Papilloma Virus (HPV), HPV testing, HPV Vaccines and testing 
for Chlamydia. Please visit our stand to request a Chlamydia 
poster or contact: Lyndal Ritchie (03) 9250 0360 lritchie@
vcs.org.au

D1 ViiV Healthcare

We are ViiV Healthcare - a global specialist HIV company 
established by GlaxoSmithKline and Pfizer to deliver 
advances in treatment and care for people living with 
HIV. Our company is 100% dedicated to the area of HIV 
and we aim to take a deeper and broader interest in HIV/
AIDS than any company has done before.  Our focus is to 
deliver effective and new HIV medicines and to provide 
support for the communities affected by the epidemic.
In Australia, ViiV Healthcare has been involved in 
supporting research through investigator initiated and 
pivotal clinical studies.  Globally, ViiV Healthcare has been 
actively involved in expanding access to treatment in 
resource poor settings through compassionate supply 
programs and royalty free licensing agreements to 69 
countries for our current and future products.
For more information visit www.viivhealthcare.com
Ph: 1800 499 226
Fax: 03 8761 2456

Next to Booth C1 John Hopkins University Point-of-Care Testing  
Needs Assessment

The mission of the Johns Hopkins University Center for 
Point-of-Care Testing for Sexually Transmitted Diseases is to 
facilitate the creation and commercialization of point-of-care 
(POC) tests for the diagnosis of sexually transmitted diseases. 
We are a diverse group of clinicians, social scientists, basic 
scientists, and administrators who have come together 
since 2007 to measure feasibility, acceptability and accuracy 
of POC testing in primary care settings, and to develop 
methods of home delivery of over-the-counter (OTC) 
tests to end-users via the Internet.  Our goals are to reach 
and instruct scientists in the biotechnology community 
toward development of assays that are meaningful with 
regard to sensitivity and specificity and that can positively 
influence public health, and to ensure that assays which 
prove to be worthy of pilot testing have specifications and 
qualifications to be of sufficient scientific merit to be 
acceptable for future clinical trials and FDA submission.  
This porject aims to assess the needs of clinicians for 
desirable attributes doe POC tests for STIs
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ORAL ABSTRACTS  
MONDAY 15 OCTOBER 2012
OPENING PLENARY
MONDAY 15 OCTOBER 2012 – 8.30AM–10.00AM

PAPER REF 1233
WILL HERPES EVER BE CURABLE?’ A REVIEW OF THE PROBLEMS,  
THE SCIENCE AND THE REASONS FOR STUDY FAILURE  
(BUT ALWAYS ADDING MORE TO OUR KNOWLEDGE)

THE GOLLOW LECTURE
Patel R1

1University of Southampton, UK

Herpes virus infections are found extensively and appear to infect all vertebrate species. 
DNA mapping confirms that these viruses are ancient in origin and have co-evolved 
with their hosts to develop complex lifecycles, exploiting immunologically privileged 
sites to maintain infection and often rely on social and behavioural host attributes to 
enhance infectivity. They have generally evolved strategies to maintain infectivity over 
long periods of time and to usually precipitate non fatal but chronic disease states. 
Exceptions exist and a number of important animal pathogens are in the herpesviridae 
group. Non human herpes virus infections have been extensively studied and many insights 
into viral pathobiology have followed. Human cell, neuronal explant studies as well as 
work using rodent/rabbit animal models have teased out many of the mechanisms of 
viral replication, latency and immune evasion. 

Clinical studies have also added to our knowledge by determining the epidemiology 
and clinical range of HSV disease. We now appreciate the similarities (and differences) 
between HSV-1 and HSV2, and their complex interactions at a population and host 
level. The important links between HSV infection and HIV transmission have hastened 
the search for better control of genital HSV infection.

Early attempts at controlling disease concentrated on therapeutic and prophylactic 
vaccines. Strategies that had worked for other diseases did not appear to for HSV. Work 
utilising live attenuated or replication defective viruses in animals showed subsequently 
that high levels of effective immunity could be established with these agents. Outcomes 
of vaccine trials in man have generally been disappointing although tantalizing glimpses 
of possible success have been seen. In contrast our ability with vaccines to contol animal 
herpes virus diseases such as Pseudorabies suggests that despite the challenges an 
effective human vaccine may still be developed. 

Until the 1970s it was generally assumed that herpes infections were impossible to treat 
safely since potential viral targets were too closely linked to human cell metabolism and 
host protein synthesis. The development of Aciclovir (ACV) challenged this perception 
and opened up the search for other safe , more potent and selective antiviral therapies. 
To date ACV has remained the safest of the antivirals developed for HSV infection. Over 
30 years it continues to be trialled in wider areas of HSV care- limiting disease, latency, 
infectivity and disease acquisition.. More recently its use to limit HIV transmission has 
also been attempted. Many of these trials have failed and repeating this work with 
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prodrugs of ACV and penciclovir have not been any more successful. Unravelling the 
reasons for this have often shed more light on our understanding of herpes virus 
pathobiology and offered new directions for investigation. It is clear that the current 
classes of licensed drugs can not achieve complete suppression of viral activity or in early 
disease limit the levels of latency and subsequent reactivation. The fuller understanding 
of the HSV genome has identified a number of new target enzymes allowing specific 
agents to be developed. Early work suggests that these agents are substantially better 
at controlling viral replication then ACV but selectivity for viral processes and safety in 
humans remains a principal concern.
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PLENARY 1
MONDAY 15 OCTOBER 2012 –10.30AM–12.00PM

PAPER REF 1237
WHAT ARE THE ESSENTIAL AND EFFECTIVE APPROACHES TO STI CONTROL?
Holmes, KK1

1University of Washington, IUSTI

Introduction: During the early years of the HIV/AIDS pandemic, the global incidences 
of other STIs declined as risky sexual behaviors declined and STI control measures improved. 
However, the advent of combination ART has been accompanied by a resurgence of 
several STIs in several regions of the world. To the extent these STIs may again promote 
more efficient sexual transmission of HIV infection, the resurgent STI epidemics attenuate 
the potential benefits of scaling up ART for HIV prevention and treatment, in addition  
to increasing the morbidity of the STIs themselves. At a time when global resources  
and some national resources for STI control are being cut, synergistic clinical and public 
health strategies and programs are needed, as in renewed support for such programs. 

Methods and Results: A large community randomized trial involving implementation 
of a combination of STI control strategies was undertaken in Latin America; overall 
results and impact on prevalence of curable STIs were recently published (Garcia PJ, 
Holmes KK, Carcamo CP, et. al. Lancet. 2012: 379(9821): 1120-1128). Additional results  
of the methods and out comes of the individual components of the combination 
intervention are in press or under review and will be presented. These include Condom 
Social Marketing and Health Communication Campaigns; mobile team outreach to 
female sex workers; and training programs on Syndromic Management for pharmacy 
workers and clinicians in public practice. Potential implementations for developing 
effective local, national, regional and global STI control strategies will be discussed.

Conclusion: Effective tools for curable STIs, as well as for important but not yet curable 
STIs, currently exist. Strategies for implementing cost effective combination programs 
for STI control exist, and are feasible and likely adaptable to a variety of settings even in 
low-income countries.

Support: The PREVEN trial was supported by the Wellcome Trust – Burroughs Welcome 
Fund Infectious Disease Initiative, a US NIH Center for AIDS Research and CIPRA grant. 
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PAPER REF 1201
NETWORKS AND STI
Aral S1

1Centers for Disease Control and Prevention, Atlanta, GA, USA

Many types of networks affect the epidemiology and prevention of STIs and our understanding 
of these phenomena. The beginning of the science of networks can be found in mathematics 
and more recently sociology. The past few years have been marked by the emergence 
of a new science of networks stimulated by the availability of massive data sets 
reflecting real-time network connections. This presentation summarizes recent studies 
of sexual networks; social networks; and patient-provider-health system networks; and 
discusses determinants and consequences of different types of networks.
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PAPER REF 1235
WHAT’S REQUIRED TO MAKE A DIFFERENCE - THE NEED TO UPSCALE 
STRATEGIES TO ADDRESS SEXUALLY TRANSMITTED INFECTIONS IN 
AUSTRALIAN ABORIGINAL AND TORRES STRAIT ISLAND COMMUNITIES
Ward J1

1Baker IDI

Over the last decade Chlamydia rates have exploded in the Australian population and 
syphilis and gonorrhoea have escalated among specific population groups, but for 
Aboriginal and Torres Strait Islander people, these infections have been prevalent at 
endemic proportions and continue to occur at escalating proportions. At the same time 
there has been a momentous shift in the number of STI research activities underway in 
Aboriginal communities, which affirms the epidemic. This new research largely points 
to a very much hidden epidemic of STIs in urban to remote communities. 

However the need to address rates of STIs in Aboriginal communities is often questioned 
- Do they contribute to the lower life expectancy? Should we be focussing on these when 
non communicable health issues contribute most to excess morbidity and mortality? 
What strategies are needed for Aboriginal and Torres Strait islander people to address 
the problem? Surely if we mass treat everyone- that will fix the problem?  While these 
questions and issues seem complex and difficult to address, there are some advances 
in our knowledge being made that will contribute to the gap in service and policy and 
levels that currently exists. Actively engaging in the policy response is one way. 
Implementing STI indicators relevant to the population, and encompassing cultural 
and gender as a key focus of our work will surely make a difference.  

This presentation will explore these gaps and focus on new strategies that may be 
required to address the disparity in STI rates between Aboriginal and Torres Strait 
islander people and non indigenous people. 
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PROFFERED PAPER SESSION – BACTERIAL VAGINOSIS 
AND GONORRHOEA
MONDAY 15 OCTOBER 2012 – 1.30PM–3.00PM

PAPER REF 416
LACTIC ACID, A NATURAL MICROBICIDE IN THE FEMALE GENITAL TRACT
Aldunate M1, 2, ,Tyssen D1, Johnson A1, Latham CF1, Sonza S1, Moench T3, Cone R4 and Tachedjian G1, 2 
1Burnet Institute, Centre for Virology, Melbourne, Australia, 2Monash University, Department of Microbiology, 
Melbourne, Australia 3ReProtect Inc, Baltimore, MD, USA 4Johns Hopkins University, Department of Biophysics, 
Baltimore, MD, USA

Introduction: The vagina contains a ~1% racemic mixture of D- and L-isomers of lactic 
acid (LA) due to anaerobic glycolysis of epithelial cells and LA-producing bacteria in 
this hypoxic environment. LA is likely responsible for maintenance of low pH which 
consequently influences microflora composition. Bacterial vaginosis (BV), an imbalance 
in the vaginal microflora, is a common condition associated with a decrease in 
lactobacilli sp. and an increase in vaginal pH. Notably, BV is a major risk factor for sexually 
transmitted infections, including HIV in women. Our studies show that L-LA has potent 
broad-spectrum HIV virucidal activity, which is more potent than HCl alone. However, 
the relative HIV-1 virucidal activities of LA isomers and acetic acid as well as the 
mechanism of viral inactivation are unknown.

Methods: CCR5-utilizing HIVBa-L and transmitted/founder strains were treated with 0.3% 
D- and L-LA, and pH4.0 alone for 30 min at 37°C. Samples were subsequently neutralized 
and viral infectivity determined in TZMbl cells.  Anti-HIV activity of 1% L-LA compared to 
1% acetic acid and HCl alone was also determined in a time course experiment. The impact 
of LA on HIV-1 particles was determined by detection of viral proteins by Western blot.  

Results: At pH 4.0, 0.3% L-LA was 17-fold more potent at inactivating HIVBa-L than 
0.3% D-LA. 1%L-LA (pH 3.8) rapidly inactivated HIVBa-L mediating a 10,000-fold 
reduction compared to 1000-fold and <10-fold for acetic acid and HCl (pH3.8), 
respectively.   No loss of gp120 envelope or disruption of viral particles was observed.

Conclusion: L-LA has more potent HIV-1 virucidal activity compared to D-LA at 
threshold concentrations suggesting a stereospecific-mechanism against viral protein 
and is more potent than acetic acid and HCl alone.  These data suggest that using L-LA 
to acidify microbicide formulations could potentially provide greater protection 
against HIV-1.
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PAPER REF 182
A PILOT STUDY TO PROPOSE DISK DIFFUSION INTERPRETATION 
BREAKPOINTS FOR GENTAMICIN SUSCEPTIBILITY TESTING OF 
NEISSERIA GONORRHOEAE
A/Prof Manju Bala1, Mr. Vikram Singh1, A/Prof Seema Sood2, Miss Monika Kakran1, Prof V. Ramesh1

1 Apex Regional STD Teaching, Training & Research Centre, VMMC & Safdarjung Hospital, 2 Department of 
Microbiology, All India Institute of Medical Sciences, New Delhi, India

Background: The development of multi-drug resistant (MDR) and extensively-drug 
resistant (XDR) Neisseria gonorrhoeae (N. gonorrhoeae) imposes the threat of untreatable 
gonorrhea in future. New therapeutic options are limited and gentamicin is an alternative 
for future treatment. However, standard antimicrobial susceptibility testing guidelines 
do not have interpretation criteria for the disk diffusion test results of gentamicin. The 
objectives were to investigate the in vitro activity of gentamicin by MIC testing and 
disk diffusion method and to propose tentative interpretation breakpoints by disc 
diffusion technique.

Methods: A prospective study was undertaken to analyze the antimicrobial susceptibility 
of gentamicin between August 2010 and May 2012. Eighty N. gonorrhoeae strains 
including 71 consecutive clinical isolates, ATCC 49226 and eight WHO reference strains 
were tested using both methods. MIC interpretative criteria for susceptible, intermediate 
and resistant category were ≤4, 8-16 and ≥32 µg/ml respectively. The relationship 
between MIC and inhibition zone diameter (ZD) was determined by linear regression 
analysis and correlation coefficient (r) was calculated.

Results: Gentamicin MICs for the quality control strains were within published ranges. 
Inhibition ZD ranged from 18 to 28 mm (median 23 mm). The corresponding MIC values 
ranged from ≤0.5 – 4μg/ml indicating all the isolates were susceptible to gentamicin. 
An acceptable linear correlation between both the test methods was achieved (r = - 0.86). 
The regression equation was y = 11.17 - 0.36x. All MDR strains (64.8%) and strains having 
decreased susceptibility to extended-spectrum cephalosporins (11.3%) were 
susceptible to gentamicin.

Conclusion: This is the first study investigating gentamicin disc diffusion breakpoints 
against N. gonorrhoeae and suggests a cutoff ZD of ≥18 mm as an indicator of 
susceptibility before the discovery of resistant strains. Our findings suggest that in 
resource-poor settings where MIC testing is not a feasible option, the disk diffusion 
test will give an indication of likely gentamicin resistance.

Disclosure of Interest Statement: Apex Regional STD Teaching, Training & Research 
Centre is funded by the Safdarjung Hospital, New Delhi. No pharmaceutical grants were 
received in the development of this study. 

M
O

N
D

AY
 1

5 
O

C
TO

B
ER

 2
01

2 
– 

1:
30

PM
 –

 3
:0

0P
M

PR
O

FF
ER

ED
 P

A
PE

R 
SE

SS
IO

N
 –

 B
A

C
TE

RI
A

L 
VA

G
IN

O
SI

S 
A

N
D

 G
O

N
O

RR
H

O
EA



64 13TH IUSTI WORLD CONGRESS 2012 • www.iusti2012.com • 15–17 OCTOBER 2012

PAPER REF 178
BEHAVIOURAL AND CONTRACEPTIVE FACTORS ASSOCIATED WITH  
BV RECURRENCE IN PARTICIPANTS ENROLLED IN A RANDOMIZED 
CONTROLLED TRIAL
Bradshaw C 1,2,3, Vodstrcil L 1,2, Hocking J 4, Law M 5, Pirotta M 6, Garland S 7,8, Deguingand D1, Morton A 2, Morrow A 2, 
Fairley C 1,2

1 Melbourne School of Population Health, University of Melbourne, Melbourne, Victoria, Australia; 
2 Melbourne Sexual Health Centre, The Alfred Hospital, Melbourne, Victoria, Australia; 
3 Department of Epidemiology and Preventive Medicine, Monash University, Melbourne, Victoria, Australia; 
4 Centre for Women’s Health, Gender and Society, University of Melbourne, Melbourne, Victoria, Australia
5 Kirby Institute, University of New South Wales, Sydney, NSW, Australia; 
6 Department of General Practice, University of Melbourne, Melbourne, Victoria, Australia; 
7 Department of Molecular Microbiology, The Royal Women’s Hospital, Melbourne, Victoria, Australia; 
8 Department of Obstetrics and Gynecology, University of Melbourne, Victoria, Australia

Background: BV recurrence following current recommended antibiotic therapies is 
common, yet whether recurrence is due to persistent infection or reinfection is unknown. 
We present a detailed analysis of behavioural and contraceptive factors associated with 
BV recurrence in women enrolled in a large randomized controlled treatment trial. 

Methods: Symptomatic 18-50 year old females with BV (Nugent score 7-10 or ≥3 Amsel 
criteria) were enrolled in a 3-arm randomised double-blind placebo-controlled trial at 
Melbourne Sexual Health Centre, Australia, in 2009-10. 450 participants received 7 days 
of oral metronidazole and were equally randomized to one of 3 groups: vaginal clindamycin 
(1g 2% nocte,7 days), vaginal probiotic (12 days) or vaginal placebo (12 days), and 
completed a detailed questionnaire. At 1,2,3 & 6 months participants self-collected 
vaginal swabs and slides and completed questionnaires. Principle outcome was a 
Nugent score of 7-10. Cox regression was used to estimate hazard ratios for risk of  
BV recurrence associated with baseline and longitudinal characteristics allowing for 
repeated measures from participants. Univariate and multivariate analyses were 
stratified for treatment group. 

Results: 404 (90%) women provided post-randomization data and were included in 
this analysis. Cumulative 6-month BV recurrence was 28%; (95%CI 24-33%) with no 
difference between treatment groups, p=0.82. BV recurrence was associated with 
having the same sexual partner pre- and post-treatment (RSP) [Adjusted Hazard Ratio 
(AHR)=1.8 95%CI 1.2-2.9], being born outside Australia (AHR=1.6; 1.0-2.1), and using an 
oestrogen-containing method of contraception (AHR=0.5; 0.4-0.8), and was adjusted 
for frequency of sexual activity. Lack of condom use showed a trend towards an 
association with recurrence (AHR=1.7; 0.9-3.0). 

Conclusion: In this clinical trial combination oral and vaginal treatments did not alter 
BV recurrence rates above oral metronidazole; however, exposure to the same RSP 
pre- and post-treatment increased the risk of BV recurrence and use of an oestrogen-
containing contraceptive halved the risk of recurrence.
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PAPER REF 248
BACTERIAL VAGINOSIS AS A RISK FACTOR FOR ACQUIRING SEXUALLY 
TRANSMITTED DISEASES
Kimbowa P 1

1Centre for HIV, STD & TB Prevention 

Background:  Few studies have demonstrated that Bacterial vaginosis (BV) is associated 
with sexual behavior risk factors similar to those for other sexually transmitted diseases. 
In the present study, the prevalence of these in a multivariate analysis of data from 
sexually active women infected with BV and either Chlamydia trachomatis (CT), 
Treponema pallidum (syphilis), Neisseria gonorrhea (NG) or HIV was observed. Non-BV 
infected women were used as control subjects. 

Methods:  Data from 788 women screened in the SAVVY HIV gel phase III clinical trial 
in Kampala from 2009 to 20011 were analyzed, Participants were evaluated for the 
presence of BV, CT, Treponema pallidum (PT), NG, Trichomonas vaginalis (TV) and 
Human Immunodeficiency Virus (HIV), and interviewed in detail with respect to sexual 
behaviors after consent forms were signed. Statistical comparisons were made using 
t-test, chi-squared test (Pearson) arid logistic regression multivariate analysis. 

Results:  This study has shown a high association between BV and HIV ( P< 0.01) with 
risk factor (0.4), which does not occurred in the other sexually transmitted diseases like 
NG, syphilis and Chlamydia with insignificant association (P< 1) and risk factors (0.6, 0.7, 
0.9) respectively. HIV was found to be the most prevalent sexually transmitted disease 
with 11.2%, Chlamydia 9.2%, TV 2.3%, Syphilis 1.7% and NG the least with 1.5%. Also, BV 
and candidiasis were found to be the commonest cause of vaginitis in these women. We 
also observed mixed-infection of the organisms that cause vaginitis in these women.

Conclusions:  Bacteria associated with bacterial vaginosis increase female genital-tract 
infection of HIV but the mechanism by which this happens is not clear. Bacterial vaginosis 
is not a sexually transmitted disease but predisposes one to HIV infection. It is strongly 
suggested that all cases of BV both symptomatic and asymptomatic that are presented 
in the sexual-health clinics should be treated to reduce the risk of PID, preterm delivery, 
and /or HIV transmission. Also, sexually active-and pregnant-women should be 
encouraged to frequently visit sexual-health clinics for BV screening and treatment.
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PAPER REF 762
CLINICAL STUDY DEMONSTRATES EFFICACY AND SAFETY OF SPL7013 
GEL (VIVAGEL®) FOR THE TREATMENT OF BACTERIAL VAGINOSIS
Paull J1, Price C1, Edmondson S1, Barnes A2, Kinghorn G3 
1 Starpharma Pty Ltd, 2 Theorem Clinical Research Pty Ltd, 3 Royal Hallamshire and Sheffield Teaching Hospitals

Introduction: SPL7013 is a drug with activity against HIV, HSV, HPV, and bacteria 
associated with bacterial vaginosis (BV). This clinical study assessed efficacy and safety 
of SPL7013 Gels for treatment of BV.

Methods: This was a phase 2, multicentre, double-blind, placebo-controlled study in 
women with BV diagnosed by presence of 4 Amsel criteria and Nugent score ≥4. Patients 
were randomised to 0.5%, 1% or 3% SPL7013 Gel or hydroxyethyl cellulose (HEC) placebo 
gel administered once daily for 7 days. The primary endpoint was Clinical Cure (resolution 
of Amsel criteria) at Test of Cure (TOC), 2-3 weeks after last dose (Day 21-30). Genitourinary 
(GU) adverse events (AEs) were assessed via pelvic exam and actively solicited. Statistical 
significance was achieved if p<0.048 (O’Brien-Fleming adjusted significance level) 
compared with placebo.

Results: 132 patients were enrolled (33 placebo, 99 SPL7013 [32 at 3%, 33 at 1%, and 34 
at 0.5%]). At TOC, 46% of patients receiving 1% SPL7013 Gel achieved Clinical Cure compared 
with 12% using placebo (p=0.006). Statistically significant Clinical Cure was not achieved 
in 0.5% or 3% SPL7013 Gel groups at TOC. At TOC, 22% of patients receiving 1% SPL7013 
Gel, compared with just 4% using placebo, had normalisation of Nugent score. In patients 
with resolution of symptoms, time to resolution was markedly shorter for patients 
receiving SPL7013 Gels compared with placebo. Satisfaction with and acceptability of 
1% SPL7013 Gel treatment was high compared with placebo. There were no differences 
in rates of GU or non-GU AEs between the groups. 

Conclusion: 1% SPL7013 Gel (VivaGel®) once daily for 7 days led to Clinical Cure of BV 
and resolution of symptoms at TOC. All gels were safe and well tolerated and comparable 
with placebo. 1% SPL7013 Gel represents a promising new therapy for treatment of BV.

Disclosure of Interest Statement: J Paull, C Price and S Edmondson are full time 
employees of Starpharma Pty Ltd and were involved in the design, conduct and 
analysis of the study. A Barnes is an employee of Theorem Clinical Research Pty Ltd, 
which was paid by Starpharma Pty Ltd to conduct the study and analyze results. G 
Kinghorn was a consultant to Starpharma Pty Ltd and received payment for provision 
of expert medical advice. 
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PAPER REF 597
RETHINKING GONOCOCCAL ANTI-MICROBIAL SURVEILLANCE IN THE 
ERA OF CEFTRIAXONE RESISTANCE: PCR-BASED DETECTION OF NEISSERIA 
GONORRHOEAE STRAINS OF PUBLIC HEALTH IMPORTANCE
Goire N 1, Ohnishi M2, Limnios AE3, Lahra MM3, Nissen MD1, Sloots TP1, Whiley DM1

1QPID Laboratory, QCMRI, The University of Queensland, 2National Institute of Infectious Diseases, Tokyo, Japan, 
3WHO Collaborating Centre for STD, Prince of Wales Hospital, Sydney, Australia;

Introduction: Recent emergence of the ceftriaxone-resistant Neisseria gonorrhoeae H041 
and F89 strains in Japan and Europe respectively raise concerns that gonorrhoea may 
soon become untreatable. Further spread or emergence of these extensively drug-resistant 
strains of N. gonorrhoeae in other parts of the world is of global concern. Enhancing 
antimicrobial resistance surveillance (AMR) strategies to advance detection of such 
strains is a public health priority. 

Methods: We have developed PCR-based methods for direct detection of N. gonorrhoeae 
alterations associated with reduced susceptibility to ceftriaxone, including those exhibited 
by the H041 and F89 strains. The methods  target specific regions on the gonococcal 
penA gene. The performance characteristics of these methods were assessed using a 
panel of pathogenic and commensal Neisseria species. The methods were then applied 
to non-cultured clinical specimens submitted for sexual health screening.

Results: Based on the results of the Neisseria species panel, the methods developed 
for detection of the H041 and F89 strains have proved highly specific. To date, the H041 
and F89 strains have not been detected in any samples obtained in the Australian 
population.

Conclusions: These studies highlight that PCR methods  can be readily developed for 
strain-specific detection of gonococci of public health importance. The methods could 
be used to rapidly pinpoint incursion of resistant strains into previously unaffected 
populations and enhance culture-based AMR surveillance. Development and testing 
is ongoing.
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PROFFERED PAPER SESSION - NEW TESTING STRATEGIES,
FROM LAB TO THE REAL WORLD
MONDAY 15 OCTOBER 2012 –1.30PM–3.00PM

PAPER REF 759
LABORATORY EVALUATION OF FIVE POINT-OF-CARE TESTS FOR THE 
DIAGNOSIS OF SYPHILIS
Dr Louise Causer 1, Mr Tawarot Kurumop 2, Mr Theo Karapanagiotidis 3, Dr Claire Ryan 2, Dr Handan Wand 1, Dr Damian 
Conway 1, Dr Ian Denham 4, Dr David Anderson 5, Mary Garcia 5, Dr Peter Robertson 6

1 The Kirby Institute, University of New South Wales, 2 PNG Institute for Medical Research (IMR), 3 Victorian Infectious 
Diseases Reference Laboratory (VIDRL), 4 Melbourne Sexual Health Centre (MSHC), Carlton, VIC, 5 The Burnet Institute, 
6 SEALS Area serology Laboratory, Prince of Wales Hospital, 7 Sydney Sexual Health Centre (SSHC), 8 School of Population 
Health, University of Melbourne

Introduction: Syphilis point-of-care (POC) tests may reduce morbidity and ongoing 
transmission by increasing the proportion of people treated. We assessed the performance 
of five syphilis POC devices: three (Determine TP, CTK Biotech Syphilis, and SD Bioline 
3.0) detect treponemal antibody only, the Burnet prototype IgM detects syphilis IgM 
antibody and the Chembio dual test separately detects treponemal and non-treponemal 
antibodies, and should be able to differentiate active from past treated infection. 

Methods: Tests were evaluated using sera stored at Sydney and Melbourne laboratories. 
Sensitivity and specificity were calculated by standard methods, comparing POC results 
to Treponema pallidum particle agglutination (TPPA) results. Rapid plasma reagin (RPR) 
results were used to categorise the TPPA reactive specimens as active (RPR≥1:8, TPPA 
reactive) or past/treated syphilis (RPR nonreactive, TPPA reactive).

Results: In total, 1241 specimens were tested (773 TPPA reactive, 468 TPPA nonreactive). 
POC test sensitivities against TPPA reactivity were: Determine (97.1%, 95%CI:95.6-98.1), 
CTK Biotech (91.3%, 89.0-93.2), Chembio (88.3%, 85.7-90.4), SD (86.3%, 83.6-88.6), and 
Burnet (48.2%, 44.6-51.8). POC test specificities were: Determine (97.2%, 95.2-98.4), CTK 
Biotech (97.2%, 95.2-98.4), Chembio (98.3%, 96.5-99.2), SD (98.5%, 96.8-99.3), and Burnet 
(79.1%, 75.0-82.6). POC test sensitivities were higher for 408 active syphilis infections 
than for 228 past/treated infections but the ranking of tests did not change. The 
Chembio dual test against RPR and TPPA reactivity correctly identified 36% of past/
treated cases and 94% of active cases. 

Conclusion: One syphilis POC test had very high sensitivity compared to TPPA, with 
three others having good sensitivity, and all had somewhat better sensitivity in active 
infection. Four tests showed very high specificity. The Chembio test was able to 
differentiate over a third of past infections from those requiring treatment thus having 
the potential to reduce over-treatment in high prevalence settings.
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PAPER REF 539
AN OVERVIEW OF SUCCESSFUL LARGE-SCALE AUTOMATED CASE 
DETECTION: ASSISTING PUBLIC HEALTH WITH THE IDENTIFICATION 
OF REPORTABLE CONDITIONS
Dr Judy Gichoya 1,2,5, Dr Shaun Grannis 2,3,4

1 REACH Informatics, 2 Regenstrief Institute, 3 Indiana Center of Excellence in Public Health Informatics, 4 Indiana 
University School of Medicine, 5 Indiana University School of Informatics

Introduction: Sexually transmitted Infection (STIs) form the bulk of diseases of public 
health interest. To optimally manage these diseases within a community, the true 
disease burden must be ascertained from information from various clinical processes. 
Clinical information is highly variable across and within organizations; and is often 
incomplete. There is under reporting, and the reporting requirements vary with time 
and geography. Health Information Technology offers an opportunity to improve 
surveillance of STI/Ds.

Methods: We leveraged the use of existing clinical data flows within the Indiana 
Health Information Exchange (INPC) to augment public health reporting to minimize 
the need for human intervention in reporting and standardize the heterogeneous 
data to facilitate computer inspection. The INPC was started in mid-1990, and connects 
more than 80 hospitals, clinics and labs with records of more than 11 million patients.

We implemented an open source notifiable condition detector in place for the last 13 
years to process all incoming HL7 messages to identify potentially reportable conditions. 
These are mapped to LOINC, and compared to the table of reportable conditions with 
normal values, string comparators and a natural language processing engine. These 
reports are then sent as a batch to public health and infection control.

Results: The system had 97 % completeness in reportable conditions compared to 
health departments (19%) and hospitals (24%). Cases were identified 7.9 days earlier 
than spontaneous reporting. HIV, Chlamydia (and Hepatitis B are the 3 common STIs in 
the state. HIV comorbidities include Hepatitis C (4%), A (4%) and B (2.5%), HSV type 2, 
Syphilis and Salmonella. 

Conclusion: Information about disease burden is required to manage STI/Ds. The 
extensive adoption of Health IT increases the information available from clinical care. 
We discuss a novel strategy utilizing such systems for public health reporting to 
improve STI/D surveillance in a health Information Exchange.
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PAPER REF 390
POINT-OF-CARE TESTING IMPROVES ACCURACY OF STI CARE IN AN ED
Dr. Jill Huppert 1, Ms. Regina Taylor 2, Dr. Jennifer Reed 2

Cincinnati Children’s Hospital Medical Center, Division of Gynecology 1; Division of Emergency Medicine, 2 Cincinnati, Ohio

Introduction: Accurate sexually transmitted infection (STI) care in an emergency 
department (ED) requires providers to balance the risk of missed diagnosis with 
under-treatment for the patient, and to consider the potential for antibiotic resistance. 
We sought to estimate the impact of a point-of-care (POC) test on over and under 
treatment by comparing practice patterns for gonorrhea (detected with nucleic acid 
amplification testing (NAAT)) to trichomoniasis (detected by POC test) for young 
women seen in an ED. 

Methods: We retrospectively reviewed a database created for an ongoing quality 
improvement project that aims to improve follow-up care for STIs in our ED. Data 
included any ED visits by women age 14-21 where an STI test was ordered, the test 
result and antibiotic given. We generated control charts to display results over time, 
and compared over and under treatment rates for gonorrhea to trichomoniasis. 

Results: The dataset included 1290 women with complete data; 8% had gonorrhea 
and 15% had trichomoniasis. Empiric treatment was common and did not change 
over time. Overtreatment was higher for women with gonorrhea than trichomoniasis 
(54.4% vs. 23%, p<.001). Under treatment was higher for women with gonorrhea than 
trichomoniasis (30.7% vs. 21%, p<.04). Over and under treatment for trichomoniasis 
was higher than anticipated given a POC test with results in 10 minutes. Investigation 
revealed that system issues required the test to be sent to the main lab, with a 
real-world turnaround time of 30-90 minutes.

Conclusion: A POC test improves the accuracy of STI care in an ED setting compared 
to standard NAAT testing. The POC test reduced both over and under treatment, even 
in a clinical setting with a longer than anticipated turnaround time. Given the ability  
of gonorrhea to develop antibiotic resistance, future efforts should focus on 
development of a quick and accurate POC test for gonorrhea. 

Disclosure of Interest Statement: JSH has received honoraria from Genzyme 
Diagnostics; other authors have received no contributions relevant to this work.
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PAPER REF 670
TARGETED COMMUNITY SCREEN, ROUTINE HEALTH CENTRE TESTING 
OR BOTH: AN EVALUATION OF STRATEGIES IN AN ENDEMIC SETTING
Ms Bronwyn Silver 1, 2, Ms Rebecca Guy 2, Mr James Ward 2,3, Ms Alice Rumbold 1,4, Mr Nathan Ryder 5, Mr Jiunn-Yih Su 1, 5, 
Ms Teem-Wing Yip 5, 6, Ms Belinda Davis 5, Mr John Kaldor 2

1 Menzies School of Health Research, Charles Darwin University, 2 The Kirby Institute, University of New South Wales, 3 Baker 
IDI, 4 University of Adelaide, 5 Centre for Disease Control, Department of Health, 6 Northern Territory Clinical School, 
Flinders University

Introduction: Bacterial sexually transmissible infections (STI) are endemic in many 
remote central Australian Aboriginal communities. In response, targeted community 
STI screens were undertaken annually over an eight-week period during 2003-2010. 
Health centres also offer testing routinely throughout the year. We compare these 
strategies (targeted annual screen and routine test) to guide future STI programs in 
endemic areas.

Methods: All STI test results were collated in an Alice Springs Centre for Disease 
Control database. Gonorrhoea and chlamydia test results from Aboriginal people 
aged 14–34 years in 21 remote primary health care centres during 2006-2009 were 
analysed to examine who accessed either or both screening strategies. 

Results: From 2006-2009, 9704 tests were conducted in 2885 people, of these 53% 
were women. Of all people tested in any strategy in 2009, 49% were tested in the 
targeted annual screen only, 29% in the routine test strategy only and 22% were 
tested in both strategies. Almost 60% of males were tested in the targeted annual 
screen only, 23% in routine test only and 17% were tested in both strategies. Of all 
people aged <25 years, 51% were tested in the targeted annual screen only, 26% in 
routine test only and 23% were tested in both strategies. Testing outcomes were 
similar in previous years examined. In 2009, chlamydia and gonorrhoea positivity  
was 21% and 15% in the targeted annual screen and 11% and 14% in routine testing, 
respectively. Positivity varied across years. 

Conclusion: A substantial proportion of people were tested in the targeted annual 
screen only, particularly young people and males. Offering a combination of screening 
strategies may maximise testing coverage and detection of infections in this endemic 
setting. The additional resources required to sustain this combined approach would 
however need to be weighed up against the public health benefits.
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PAPER REF 421
ANALYTICAL PERFORMANCE OF GENEXPERT® CT/NG, THE FIRST 
REAL-TIME PCR POINT-OF-CARE ASSAY FOR THE DETECTION OF 
CHLAMYDIA TRACHOMATIS AND NEISSERIA GONORRHOEAE 
A/Prof Sepehr Tabrizi 1, 2, 3, Dr. Jimmy Twin 1, 3, Prof Magnus Unemo 4, Ms Athena Limnios 5, Dr. Rebecca Guy 6 on behalf 
of the TTANGO investigators
1The Royal Women’s Hospital, Melbourne, Australia; 2Department of Obstetrics and Gynaecology, University of 
Melbourne, Melbourne, Australia; 3Murdoch Childrens Research Institute, Melbourne, Australia; 4WHO Collaborating 
Centre for Gonorrhoea and other STIs, Orebro, Sweden; 5WHO Collaborating Centre for STD Australia, Prince of Wales 
Hospital, Sydney, Australia; 6 Kirby Institute University of New South Wales, Sydney, Australia.

Introduction: Chlamydia trachomatis (CT) and Neisseria gonorrhoeae (NG) point-of-
care tests have the potential to provide more timely treatment in remote settings. The 
GeneXpert (GX) CT/NG Assay is the first nucleic acid based test for the automated and 
rapid detection of these infections. We evaluated the analytical sensitivity and specificity 
of this assay using characterized bacterial strains in Australia.

Methods: Analytical sensitivity was determined using a quantitated target to determine 
the lower limit of detection. Extracted DNA from 15 CT serovars including the Swedish 
variant, as well as 128 characterized clinical Neisseria isolates, including 10 gonococal 
and 118 non-NG Neisseria species from two reference laboratories was examined. 

Results: All 15 serovars of CT were detectable down to 10 copies per reaction, giving a 
CT sensitivity of 100% (95%CI:78.2-100%). GX CT/NG assay was able to detect the Swedish 
new variant at the same analytical sensitivity. All 10 NG isolates were also detectable 
down to 10 copies per reaction, giving a NG sensitivity of 100% (95%CI:69.2-100%). All 
118 non-NG Neisseria isolates were negative for NG on GX CT/NG assay, giving a NG 
specificity of 100% (95%CI:96.9-100%). Three of the 11 N. mucosa strains and one of the 
27 N. subflava strains tested showed positivity for one of the two NG targets. As the 
NG assay requires positivity by both targets, these results were interpreted as negative. 

Conclusion: This laboratory evaluation demonstrated the GX CT/NG assay to be 
analytically highly sensitive and specific for detection of CT and NG. The assay has  
two targets for NG which will allow reporting positive results with more confidence 
and without the need to perform a supplementary assay. 
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PAPER REF 512
DETECTION OF SYPHILIS IGM USING DRIED BLOOD SPOTS 
Liu J1,2, Garcia M1, Riddell M3, Winter R1, Kinner S1, Anderson D1,2,4

1Burnet Institute, 2Department of Microbiology and Immunology, University of Melbourne, 3Department of 
Epidemiology & Preventive Medicine, Monash University, 4Department of Immunology, Monash University. 

Introduction: Dried blood spots are known to be a useful method of sample collection 
for serological studies in numerous diseases. We have developed a procedure for using 
dried blood spots (DBS) to measure anti-treponemal IgM antibodies as a marker of active 
syphilis, using a commercial enzyme-linked immunosorbent assay (ELISA). Our objective 
is to apply this method in a longitudinal study to estimate the prevalence of active 
syphilis among a representative sample of prisoners in Fiji.

Methods: The DBS extraction method was optimized by modification of established DBS 
methods for measles IgM, and the syphilis IgM ELISA procedure was modified to provide 
an accurate ELISA cut off value for DBS.  The optimized procedure was tested on 32 dried 
blood spots prepared from syphilis IgM positive (n=12, mixed titre performance panel) 
and IgM negative (n=20) sera reconstituted with packed red blood cells. 

Results: Using the DBS extraction method in conjunction with the modified ELISA 
and cut off factor derived from the study, we were able to correctly identify 12/12 
syphilis IgM positive (sensitivity 100%) and 19/20 syphilis IgM negative (specificity 
95%) reconstituted blood spots.

Conclusion: Our study shows that dried blood spots have the potential to provide a 
cost effective and convenient sample collection method for syphilis seroprevalence 
studies. The DBS can potentially be used for testing both HIV and syphilis prevalence 
in remote or resource constrained settings where access to refrigeration is limited and 
specimen transport can take days. 
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PROFFERED PAPER SESSION - ADDRESSING SEXUAL RISK
AND STI AMONG MEN WHO HAVE SEX WITH MEN
MONDAY 15 OCTOBER 2012 – 1.30PM–3.00PM

PAPER REF 716
INCIDENCE OF SYPHILIS REINFECTION IN MSM IN VICTORIA, AUSTRALIA
Ms Jane Goller 1, Ms Carol El-Hayek1, Prof Christopher Fairley6, Dr David Leslie3, Dr BK Tee4, Dr Norman Roth5,  
Prof Margaret Hellard1, Dr Mark Stoove1

1 Centre for Population Health, Burnet Institute, Melbourne, VIC, Australia
3 Victorian Infectious Diseases Reference Laboratory, Melbourne health, North Melbourne, VIC, Australia
4 Victorian AIDS Council, The Centre Clinic/Gay Men’s Health Centre, St Kilda, VIC, Australia 
5 Prahran Market Clinic, Prahran, VIC, Australia
6 School of Population Health, University of Melbourne, Carlton, VIC, Australia 

Introduction: Between 2000 and 2007, Victoria Australia experienced a resurgence of 
infectious syphilis among men who have sex with men (MSM). About half these cases 
were in HIV positive MSM and reinfection is common. In response, high MSM caseload 
clinics in Victoria implemented strategies to increase routine syphilis testing for MSM. 
We assessed syphilis reinfection incidence in MSM by HIV status following a primary 
infectious syphilis diagnosis at three Victorian clinics. 

Methods: Laboratory syphilis testing data from January 2007 to December 2011 for 
three high MSM-caseload clinics in the Victorian Primary Care Network for Sentinel 
Surveillance on BBVs and STIs were analysed. Tests in individuals performed <60 days 
after a syphilis diagnosis were excluded. Syphilis reinfection incidence was estimated 
using the person time method and poisson regression to assess time trends. 
Reinfection was defined as a significant increase in non-treponemal titre in a 
previously infected individual. 

Results: Among 455 HIV negative MSM diagnosed with syphilis retesting between 
January 2007 to December 2011occurred 1168 times; the proportion tested >once  
a year (45.6%) did not change over time (p=0.14); 37 (3.2%) retests were reinfection. 
Overall reinfection incidence of 7.0 per 100 person years (PY) was stable over time 
(p=0.13). Among 292 HIV positive MSM diagnosed with syphilis, retesting occurred 
2161 times. The proportion tested three or more times (50.9%) a year did not change 
(p=0.56); 74 (3.4%) tests were reinfection, and reinfection incidence declined by 42.1%, 
from 21.4 in 2007 to 9.4 per 100 PY in 2011 (p<0.001). 

Conclusion: Syphilis reinfection rates declined among HIV positive MSM from  
2007 to 2011 suggesting the strategy of increasing routine syphilis testing at three 
MSM-focussed clinics may in part have been successful. However high reinfection 
rates continue; both ongoing and new prevention strategies are needed to further 
reduce repeated syphilis transmission in MSM. 
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PAPER REF 363
INCREASES IN THE COMPREHENSIVENESS OF STI TESTING AMONG 
GAY MEN IN MELBOURNE AND SYDNEY: FINDINGS FROM THE GAY 
COMMUNITY PERIODIC SURVEYS, 2003-2011
Dr Martin Holt 1, Mr Peter Hull 1, Dr Limin Mao 1, Dr Rebecca Guy 2, Dr Iryna Zablotska 2, A/Prof Garrett Prestage 2,  
Prof John De Wit 1

1 National Centre in HIV Social Research, 2 The Kirby Institute

Introduction: Since 2005, Australian guidelines for sexually transmissible infection (STI) 
testing have recommended that all sexually active gay and bisexual men be tested annually 
for a range of STIs. However, men may not request or be offered the full range of tests.

Methods: We analysed data from the Melbourne and Sydney Gay Community Periodic 
Surveys (GCPS) in 2003-2011. The GCPS are annual, cross-sectional surveys of men attending 
gay venues, events and clinics. We identified men who reported any STI test and comprehensive 
testing (≥4 different tests from: anal swab, throat swab, urine test, blood test other than 
HIV) in the six months prior to survey. Chi-square tests for trends were performed. 
Multivariate logistic regression identified associations with comprehensive testing in 2011. 

Results: Responses from 21,409 participants were included. Most (90.4%) identified as 
gay; 68.7% were Anglo-Australian; mean age was 37.0 years (s.d.=10.7). Between 2003 
and 2011, the proportion of men reporting any STI test increased from 47.5% to 58.3% 
(p<0.001). The biggest increase was in anal swab testing (23.7-45.3%, p<0.001). Men 
reporting comprehensive testing increased from 17.4% to 40.5% (p<0.001). The 
likelihood of comprehensive testing was associated with age (adjusted odds ratio 
[AOR]=0.97, 95%CI=0.96-0.98), being HIV-negative (AOR=6.65, 95%CI=4.33-10.22) or 
HIV-positive (AOR=13.10, 95%CI=8.03-21.36) vs. untested, unprotected anal intercourse 
with casual partners (AOR=1.23, 95%CI=1.00-1.51), number of male sex partners 
(AOR=1.81, 95%CI=1.66-1.98), spending all free time with gay men vs. none (AOR=2.76, 
95%CI=1.20-6.38) and Year 12 vs. university education (AOR=0.70, 95%CI=0.55-0.88).

Conclusion: There have been significant improvements in the proportions of men 
in Melbourne and Sydney reporting any STI testing and comprehensive testing. 
However, comprehensive testing remains much less likely than having any STI test. 
Opportunities are being missed to test men for a range of STIs using a range of 
sampling methods, which means infections are likely to be missed.

Disclosure of Interest Statement: The National Centre in HIV Social Research and 
The Kirby Institute receive funding from the Australian Government Department of 
Health and Ageing. The Gay Community Periodic Surveys are funded by state and 
territory health departments.
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PAPER REF 451
FACTORS RELATED TO CONDOM USE DURING ANAL INTERCOURSE 
WITH CASUAL PARTNERS AMONG YOUNGER GAY AND BISEXUAL MEN 
IN NEW ZEALAND; RESULTS FROM NATIONAL SOCIOBEHAVIOURAL 
SURVEILLANCE (2006-2011)
Mr Nathan Lachowsky 1,2, Dr Peter Saxton 2, Dr Nigel Dickson 3, Dr Anthony Hughes 4, Dr Cate Dewey 1, Dr Alastair 
Summerlee 1

1 University of Guelph, Canada, 2 AIDS Epidemiology Group, University of Otago, New Zealand, 3 New Zealand AIDS 
Foundation

Introduction: The objective was to conduct New Zealand’s first investigation into 
condom use with casual partners during receptive anal intercourse (casRAI) and 
insertive anal intercourse (casIAI) among younger gay, bisexual, and other men who 
have sex with men aged 16-29 (YMSM).

Methods: The study included 3,052 YMSM from the Gay Auckland Periodic Sex Survey 
and Gay men’s Online Sex Survey: 2006-2011 rounds. Factors associated with high 
condom use (HCU: “always” or “almost always” used condoms in <6 months) for casRAI 
and casIAI were identified with backward stepwise multivariate logistic regression 
retaining at p<0.05; [adjusted OR (95%CI)] are presented.

Results: Of 1,508 YMSM who reported casRAI, 73.7% reported HCU. For casRAI, HCU 
increased for older age [per year: 1.05 (1.00-1.10)], having a tertiary degree or higher 
[1.79 (1.24-2.58)], and more sexual partners in <6 months [e.g. 11-20 versus one: 3.93 
(2.01-7.68)]. HCU decreased for Pacific Islander ethnicities [compared to European/
Pākehā ethnicities: 0.35 (0.17-0.71)]. 

Of 1,512 YMSM who reported casIAI, 76.1% reported HCU. For casIAI, HCU increased for 
having tested for HIV in <12 months [1.64 (1.20-2.24)] and having two sexual partners 
versus one in <6 months [1.81 (1.05-3.13)]. HCU decreased for having had sex with a 
woman in <6 months [0.65 (0.45-0.94)].

For both casRAI and casIAI, HCU was negatively associated with not having a regular 
partner (versus reporting a boyfriend) [casRAI: 0.12 (0.03-0.48) and casIAI: 0.03 (0.00-0.29)]. 
HCU was also associated with multiple attitude measures on condom use [e.g. disagreement 
that “I would rather risk HIV than use a condom” for casRAI: 4.04 (2.75-5.93) and for 
casIAI: 2.94 (2.03-4.26)].

Conclusion: Factors associated with HCU with casual partners differed by anal 
modality, mostly by behaviors and attitudes, and by select sociodemographics only 
for casRAI. Understanding these factors among YMSM in New Zealand can inform 
future health promotion and prevention work.

Disclosure of Interest Statement: New Zealand’s Gay Auckland Periodic Sex Survey and 
Gay men’s Online Sex Survey are funded by the New Zealand Ministry of Health, University 
of Otago and New Zealand AIDS Foundation. No pharmaceutical grants were received in 
the development of this study.
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PAPER REF 692
QUEER AS F**K: REACHING AND ENGAGING GAY MEN IN SEXUAL 
HEALTH PROMOTION THROUGH SOCIAL NETWORKING SITES
Ms Alisa Pedrana 1,2, Dr Mark Stoove 1,2, Mr Jason Asselin 3, Mr Colin Batrouney 3, Dr Shanton Chang 4, Professor Steve 
Howard 4, Ms Olivia Ilic 5, Professor Margaret Hellard 1,2

1Burnet Institute, Centre for Population Health, Melbourne, Australia, 2Monash University, Department of 
Epidemiology and Preventive Medicine, Melbourne, Australia, 3Victorian AIDS Council/Gay Men’s Health Centre, 
Health Promotion, Melbourne, Australia, 4Melbourne University, Information Systems, Melbourne, Australia, 
5X:Machine, Melbourne, Australia. 

Introduction: The popularity, interactivity and potential to create and engage 
communities makes social networking sites (SNS) an ideal platform for health promotion. 
However few health promotion interventions using SNS have been trialed and even 
fewer rigorously evaluated. ‘Queer as F**k’ (QAF) began as pilot project (2010) to 
deliver sexual health promotion through short webisodes on SNS to gay men. Now in its 
6th season, QAF is among the most successful attempts internationally to exploit the 
enormous health promotion potential of social media. We present a process 
evaluation covering the first five series of QAF.

Methods: Adapting evaluation methods from the health promotion, information 
systems and creative spheres, this process evaluation incorporated a) website insight 
statistics, b) focus groups with users, and c) qualitative content analysis of online 
dialogue between users to assess intervention reach, acceptability and engagement.

Results: From April 2010 – April 2012, over 70 QAF webisodes delivered on Facebook 
and YouTube attracted over 4,600 predominantly male fans from 15 countries. 

These webisodes have accumulated over 100,000 views; ranging from 124-21,666 
views per episode. Approximately 200 unique users engage with QAF on a weekly 
basis resulting in over 450,000 posts. Evaluation participants supported the balance of 
education and entertainment and accurately recalled sexual health themes from the 
videos. They indicated that QAF offered on going sexual health reminders and reported 
the SNS initiative delivered sexual health messages in an engaging, informative and 
accessible manner.

Conclusion: While many groups are using SNS for health promotion, an overwhelming 
majority are not effectively exploiting SNS functions to engage target audiences. QAF 
has emerged as a successful example of exploiting the reach and engagement potential 
of SNS, and provides a model for delivering and evaluating health promotion 
interventions on SNS. 

Disclosure of Interest Statement: This project was funded by the Victorian 
Department of Health. 
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PAPER REF 362
WHAT FACTORS ARE ASSOCIATED WITH AZITHROMYCIN RESISTANT 
TREPONEMA PALLIDUM IN SYDNEY, AUSTRALIA?
Dr Phillip Read 1,2, Dr Neisha Jeoffreys 3, Professor Lyn Gilbert 3, Professor Basil Donovan 1,2

1 Sydney Sexual Health Centre, Sydney Hospital, 2 The Kirby Institute, University of New South Wales, 3 Centre for 
Infectious Diseases and Microbiology-Public Health, Westmead Hospital

Introduction: Azithromycin resistant Treponema pallidum (TP) is increasing worldwide. 
This study aimed to describe the characteristics of patients with and without azithromycin 
resistance at the Sydney Sexual Health Centre.

Methods: Stored samples positive for TP DNA by PCR during 2008-2010 were tested 
for the presence of the A2058G mutation on the 23s TP ribosome using PCR followed 
by endonuclease digestion. Clinical, demographic and serological data were extracted 
from medical notes. Chi-square tests or Fisher’s exact test were used to assess 
differences between those with and without azithromycin resistance.

Results: Azithromycin resistance testing was successful in 44/48 samples testing PCR 
positive for TP during the time period, 31 from primary and 13 from secondary lesions. 
The mean age of these patients was 38 years (range 21-57), none identified as Aboriginal 
or Torres Strait islander. 43/44 were men: 3 reported both male and female partners, 
and 1 exclusively female partners. The remaining 38 reported only male partners. 12/44 
(27%) were HIV positive and 13/44 had a history of prior syphilis. 11/44 potentially acquired 
syphilis outside Australia. 4/44 had received azithromycin in the preceding 12 months. 
The median RPR titre at diagnosis was 16, though 7 patients had non-reactive RPR tests.

35/44 (79.5%) harboured the A2058G mutation. 8/12 (67%) samples from HIV positive, 
and 27/32 (84%) samples from HIV negative patients demonstrated resistance (p=0.188). 
29/35 (63%) patients with, and 4/9 (44%) without the A2508G mutation acquired 
infection in Australia. (p=0.001). There were no other statistically significant differences 
between patients with and without the A2508G mutation. One patient with resistant 
TP infection progressed clinically despite azithromycin treatment for urethritis.

Conclusion: Azithromycin resistance is common in both HIV positive and HIV negative 
patients in Sydney, and may be more prevalent in Australia than neighbouring countries. 
Risk factors for resistance require further exploration.

Disclosure of Interest Statement: PJR received the Royal Australasian College of 
Physicians 2012 Novartis Fellowship in Sexual Health Research
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PAPER REF 572
DO HOMOSEXUAL MEN HAVE HIV TESTS MORE FREQUENTLY IF  
THEY ARE OFFERED POINT-OF-CARE HIV TESTING IN A CLINIC?  
A RANDOMISED CONTROLLED TRIAL
Dr Tim Read 1,2, Ms Andrea Morrow 2, AProf Jane Hocking 3, AProf Catriona Bradshaw 1,2,4, Prof Andrew Grulich 5,  
Prof Christopher Fairley 1,2, AProf Marcus Chen 1,2

1 Melbourne School of Population Health, University of Melbourne, 2 Melbourne Sexual Health Centre, Alfred Health, 
3 Centre for Women’s Health, Gender and Society, Melb School of Population Health, 4 Dept Social and Preventive 
Medicine, Monash University, 5 Kirby Institute, University of New South Wales

Introduction: Mathematical modelling suggests that increasing the frequency of  
HIV testing among homosexual men could reduce HIV transmission. Surveys and 
international experience indicate many individuals prefer rapid testing for HIV. This 
study aimed to determine whether access to rapid HIV tests in a clinic increases the 
frequency of HIV testing among homosexual men.

Methods: We undertook a randomised controlled trial where men reporting sex with 
men attending Melbourne Sexual Health Centre for HIV testing where offered access 
to point-of-care HIV testing using the Determine HIV1/2 Ag/Ab Combo test (Alere) over 
an 18 month period. The control arm consisted of men with access to usual laboratory-
based HIV serology over the same period. Participants completed a short questionnaire 
at baseline, 6, 12 and 18 months about HIV testing and their sexual behaviour. HIV tests 
reported at other clinics were confirmed by contacting those clinics.

Results: Four hundred men were enrolled from September 2010 to March 2011 with 
201 randomised to the rapid test intervention arm and 199 to the conventional serology 
control arm. In the intervention and control arms respectively, median ages were 30 
and 29, proportions completing post-secondary education were 75% and 74% and the 
median time since last HIV test was 6 months in both arms. The median (intraquartile 
range) number of male sexual partners in the previous year was 10 (5 -18) and 8 (4 
– 15) respectively and proportions reporting 100% use of condoms for any casual 
partners were 54% and 58%. Completion of the study is anticipated in September 
2012 and results for the primary outcome, frequency of HIV testing, will be presented.

Conclusion: Results of this study will provide empirical data on whether access to 
point of care HIV testing within clinical services is likely to increase the frequency of 
HIV testing among homosexual men.

Disclosure of Interest Statement: rapid tests were provided by the manufacturer Alere.
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SYMPOSIUM SESSION - ADOLESCENT VACCINES
MONDAY 15 OCTOBER 2012 – 3.30PM–5.00PM

PAPER REF 1203
IMMUNISATION FOR SEXUALLY ACQUIRED HERPES SIMPLEX VIRUS 
Cunningham AL1

1Centre for Virus Research, Westmead Millennium Institute and University of Sydney

Background: Herpes simplex virus (HSV) types 1 and 2 cause herpes labialis and 
genital herpes respectively, although genital herpes caused by HSV1 is now 
predominant worldwide in adolescence and even early adulthood. Adult HSV1 
seroprevalence in western countries is 55% to 80% (80% in Australia), acquired in  
two peaks, infancy and adolescence. HSV2 is almost exclusively acquired sexually. 

Methods: HSVs seroprevalence is highly variable geographically, reaching 12% in 
Australian adults but up to 80% in African countries. Occasional severe complications 
of genital HSV(2) disease include acute urinary retention, meningitis and neonatal 
herpes (fatal in 25% of cases despite antiviral drugs). In addition prior infection with 
HSV2 consistently enhances HIV acquisition by sexual transmission 3-7 fold. Ultimately 
a preadolescent vaccine effective against both all HSV1 and 2 infections and diseases 
is needed to control these diseases. 

Results: The HSV2 glycoprotein D/adjuvant dMPL candidate vaccine (Simplirix trial; 
GSK, 2002) when administered in adolescence showed only partial efficacy in two 
large clinical trials: 73% in preventing HSV2 genital herpes in HSV1/2 seronegative 
women exposed to partners with the disease and in the latest Herpevac trial (2012), 
only against HSV1 genital disease. Combinations of viral peptides or proteins with 
adjuvants (like Simplirix) are required for optimal immunogenicity. 

Conclusion: For more efficacious vaccines a broader range of antigens inducing a 
broader immune response are required, underpinned by greater knowledge of the 
protective immune mechanisms controlling initial HSV infection of skin and neurone. 
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PAPER REF 1245
EXPLOITING SYSTEMS IMMUNOLOGY APPROACH TO DESIGN 
PROPHYLACTIC VACCINE FOR HUMAN CYTOMEGALOVIRUS
Vijayendra Dasari1, Corey Smith1, Rajiv Khanna1

1Australian Centre for Vaccine Development, Queensland Institute of Medical Research, 300 Herston Road, Brisbane, 
Queensland, Australia

Development of an effective prophylactic vaccine for the prevention of human 
cytomegalovirus (CMV)-associated diseases remains a significant challenge. Extensive 
studies in healthy virus carriers and individuals with CMV-associated diseases have 
clearly indicated that induction of both humoral and cellular immune responses are 
crucial to afford protection against CMV-associated clinical disease.  There is emerging 
evidence which supports a direct role of innate immune responses in the induction of 
an effective adaptive immunity.  Here we have used a systems immunology approach 
to identify early gene ‘signatures’ of innate immunity to formulate a novel vaccine 
formulation for CMV.  Vaccine formulations based on CMV polyepitope protein and 
glycoprotein B in combination with human compatible adjuvants were tested in HLA 
class I transgenic mice. The CMV polyepitope protein includes multiple HLA class 
I-restricted T cell epitopes as a ‘string of beads’. Computational analyses of gene 
signatures and ex vivo functional investigation showed that CMV vaccine formulations 
based on TLR4 and/or TLR9 agonists were most efficient in activating dendritic cells and 
in inducing strong humoral and cellular (both CD4+ and CD8+ T cells)  immune 
responses. Furthermore the antiviral antibody responses induced showed anti-viral 
neutralizing capacity and the T cell responses showed polyfunctional capacity. Based on 
these observations, we have now successfully designed a novel CMV vaccine which 
includes CMV polyepitope protein and glycoprotein B adjuvanted with IC31®. IC31® is a 
novel adjuvant which combines the immunostimulatory effects of an 11-mer antibacterial 
peptide (KLKL(5)KLK) and a synthetic oligodeoxynucleotide (ODN1a) which is a TLR9 
agonist without containing cytosine phosphate guanine (CpG) motifs. This vaccine 
formulation is now progressing to a formal Phase I clinical trial in healthy individuals and 
serongeative transplant patients.  
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PAPER REF 1123
VACCINES FOR EPSTEIN BARR VIRUS
Submitted by Prof Scott Burrows
Burrows SR1

1Australian Centre for Vaccine Development, Queensland Institute of Medical Research

Epstein-Barr virus (EBV) causes infectious mononucleosis (IM), post-transplant 
lymphoproliferative disease (PTLD) and is associated with undifferentiated nasopharyngeal 
carcinoma (NPC), certain types of Hodgkin’s lymphoma (HD) and endemic Burkitt’s 
lymphoma (BL). EBV has developed sophisticated systems to evade of host immune 
responses and, as a consequence, EBV vaccines have been particularly difficult to design. 
It is unlikely that vaccination will achieve sterilizing immunity and so a major goal of EBV 
vaccination is the prevention of disease and not infection. Furthermore, therapeutic 
vaccination to treat EBV-associated tumours is also a major realistic object. Since EBV 
has been formally classified as a Grade I carcinogen, and a number of its genes can 
independently transform certain cell types, the use of killed, attenuated or recombinant 
EBV vaccines is not feasible. The commercial potential of vaccines to prevent IM is 
questionable because IM almost always resolves itself over a relatively short time. 
Nonetheless, vaccines based on the gp350 or EBNA3 antigens, aimed at reducing or 
preventing the symptoms of IM, have been used in small-scale human trials. These 
vaccines may also find application in preventing PTLD in sero-negative solid organ 
transplant recipients who are particularly susceptible to this disease. Therapeutic 
vaccines to treat HD and NPC are currently generating strong interest due to recent 
success with T cell adoptive immunotherapy. These tumour cells express the EBV 
latent antigens, EBNA1, LMP1 and LMP2 which are potential targets for the immune 
system, and vaccines aimed at enhancing the immune response to these proteins are 
likely to be effective. The prospect of developing a therapeutic vaccine for BL is less 
promising due to down regulation of the MHC class I- antigen processing machinery. 
However, recent studies have suggested some promising alternative therapeutic strategies 
such as targeting the tumour cells through virus-specific CD4+ cytotoxic T cells.
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PAPER REF 1246
HEPATITIS B VACCINATION IN ADOLESCENTS
Torresi J1

1Austin Hospital, Heidelberg, Victoria Australia

Over 2 billion people have been infected with hepatitis B virus (HBV) worldwide and it is 
estimated that globally there are over 400 million chronic carriers. Each year there are 
4.5 million new hepatitis B infections worldwide and annually up to 700,000 people die 
from complications of acute and chronic of hepatitis B infection.

In areas of high endemicity the life time risk of acquiring HBV infection is >60% while 
the risk varies between 20 and 60% for countries of intermediate endemicity and 10 to 20% 
in countries of low endemicity. The benefit of the introduction of hepatitis B vaccination 
programs in to countries of high endemicity has been shown by several country experiences. 
For example, in Taiwan the introduction of a vaccination program resulted in a fall in the 
HBV carrier rate from 10% to 0.8% over a 23-year period. During this period the 
incidence of hepatocellular carcinoma also fell from 0.7 to 0.36 cases per 100,000. 

Australia has one of the world’s largest Asian-born immigrant populations. Half of the 
Asian-born immigrants are from Southeast Asian countries that have high-level HBV 
endemicity. The prevalence of HBsAg in Australia is 0.6% however there are geographically 
distinct subsets within the population that have substantially higher prevalence rates. 
Universal vaccination programs were implemented in Victoria in 1998 for 12-13-year-old 
adolescents and in 2000 for all infants. As a result the prevalence of anti-HBs increased 
from 36% in 1995  & 72% in 2005 for infants 0-4 yr olds and from 13% in 1995 to 58% by 
2000 in 10-14 yr olds. However, vaccination programs for adolescents have not been 
maintained and there is now concern that with ongoing transmission of HBV within the 
Australian population non-immune adolescents will be at substantial risk of acquiring 
hepatitis B infection. Adolescents are more likely than adults to acquire HBV because of 
increased risk taking behavior. 

An adolescent immunisation program could be delivered as part of a wider package on 
health and sex education, a school-based program and as a two-dose schedule making 
vaccination more acceptable to adolescents and parents. Monitoring the uptake of 
such a program also presents a number of problems. However, in spite of these issues 
the implementation of adolescent hepatitis B immunization programs is likely to 
provide a greater benefit to the population as a whole and warrants further discussion. 
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SYMPOSIUM SESSION - SEXUAL NETWORKS, 
BEHAVIOUR AND MIXING AND STI TRANSMISSION
MONDAY 15 OCTOBER 2012 – 3.30PM–5.00PM

PAPER REF 1200
OVERVIEW: SEXUAL NETWORKS: BEHAVIOR AND MIXING AND  
STI TRANSMISSION
Aral S1

1Centers for Disease Control and Prevention, Atlanta, GA, USA

Patterns of formation and dissolution of sexual ties determine several parameters that 
define the sexual structure other than sexual networks, including partnership duration, 
gap length, partnership concurrency, patterns of sexual mixing and sexual core – 
periphery and core-to-core linkages. This presentation will provide a brief overview  
of these parameters and their role in STI spread.
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PAPER REF 1255
DISTRIBUTION OF MSM BEHAVIOURS WITHIN POPULATIONS AND 
HOW THIS IMPACTS ON STI TRANSMISSION
Wilson D1

1Kirby Institute, University of New South Wales
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PAPER REF 1127
MODELLING THE IMPACT OF ENHANCED STI SCREENING STRATEGIES 
IN REMOTE INDIGENOUS COMMUNITIES
Hui B1, Wilson D 1, Ward J2, Guy R1, Kaldor J1, Law M1, Hocking J3, Regan D1

1 The Kirby Institute, The University of New South Wales, 2 Baker IDI Heart and Diabetes Institute, 3 Centre for Women’s 
Health, Gender and Society, The University of Melbourne.

Background: Hyper-endemic levels of sexually transmitted infections (STI) persist in 
many remote Indigenous communities in Australia despite high levels of screening. 
We use mathematical modelling to investigate the possible impact of enhanced 
screening strategies on STI transmission.

Methods: Mathematical models of gonorrhoea and chlamydia transmission were 
developed to compare the potential impact of: 1) continuous versus community-wide 
mass screening; 2) increasing the proportion treated among those testing positive; 3) 
reducing the delay between testing and treatment; and 4) the use of point-of-care 
(POC) diagnostic testing and treatment.

Results: The models predict that continuous screening will have the greatest impact 
in reducing STI prevalence, but the benefits are compromised if there is a low return 
rate for treatment. If high screening coverage and high treatment return rate cannot be 
sustained in a continuous screening strategy, a combination of continuous screening 
with annual mass screens may be most effective in reducing STI prevalence. Reducing 
the delay between screening and treatment was found to have little impact on STI 
prevalence, but the introduction of POC testing and treatment may result in substantially 
greater reductions in prevalence compared with traditional diagnostic methods, even 
if the POC testing is of only moderate sensitivity.

Conclusions: Of the strategies considered in the model, the results suggests that 
increasing coverage and treatment following screening is the key to reducing gonorrhoea 
and chlamydia prevalence in these communities. The overall impact of screening can 
be considerably enhanced by theintroduction of point-of-care diagnosis and treatment. 
However, the full health-economic benefit of POC tests will depend on factors such as 
their cost, performance, and acceptability to patients and health service providers.
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PAPER REF 1198
SEXUAL BEHAVIOUR IN HETEROSEXUAL POPULATIONS: 
IMPLICATIONS FOR CHLAMYDIA CONTROL
Low N1 

1 University of Bern
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IUSTI REGIONS SYMPOSIUM - HOT TOPICS 
FROM AROUND THE WORLD
MONDAY 15 OCTOBER 2012 – 3.30PM–5.00PM

PAPER REF 1129
EPT: TO BE OR NOT TO BE?
Gaydos, CA1

1Division of Infectious Diseases, Johns Hopkins University

Introduction: EPT or Expedited Partner Therapy is the treatment of sex partners 
exposed to a treatable STI without a clinical evaluation from a health care provider. 
The intervention is also called Patient-Delivered Partner Therapy (PDPT).

Methods: Various models of EPT have been studied and implemented in the United 
States since 2001. This strategy relies on clinicians giving either medications or prescriptions 
to index patients for his/her sex partner(s). The object is to reduce infection rates and 
especially reinfection rates. In the U.S. numerous national organizations and professional 
societies have endorsed EPT, including the CDC (2006), American Bar Association, the 
American Medical Association, the Society for Adolescent Health and Medicine, the 
American Academy of Pediatrics, and the American Congress of Obstetricians and 
Gynecologists. Barriers exist such as state laws, pharmacy laws, and reimbursement 
practices.

Results: As of now in the United States, controversy exists as to its effectiveness and 
its legal status. EPT is permissible in 31 states and Baltimore, Maryland. EPT is potentially 
allowable in 12 states, the District of Columbia, and Puerto Rico. EPT is likely prohibited 
in 7 states. Using EPT has the added benefit of saving resources for health departments 
and clinicians. EPT has traditionally been evaluated for chlamydia and gonorrhea. Five 
clinical trials have demonstrated an overall relative risk of 0.73 in preventing reinfection 
rates. 

Conclusion: Overcoming barriers to the routine use of EPT will be of key importance 
to more extensive and effective use. More widespread use of EPT with quality evaluation 
has the potential to prevent re-infections and eventually lower infections prevalences 
of chlamydia and gonorrhea.
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PAPER REF 1196
HIV TREATMENT AS PREVENTION – HOW READY IS AFRICA?
Yaw Adu Sarkodie1

1School of Medical Sciences, Kwame Nkrumah University of Science and Technology 

There is evidence that ever since the advent of combination antiretroviral therapy 
people with suppressed or undetectable HIV viral loads, especially those on therapy, 
are a great deal less likely to transmit HIV than untreated persons. In the last couple of 
years, two pivotal studies in heterosexual couples where one of the partners has HIV 
have demonstrated that HIV-positive people who are on antiretroviral treatment are 
about 20 times less likely to transmit the virus to their partners than people who are 
not taking treatment. The Partners in Prevention study, which was designed to find out 
if treating herpes might reduce HIV transmission, found that the minority of its participants 
who started taking ARVs were 92% less likely to transmit HIV to their partners once 
they started therapy. The HPTN 052 study which randomized HIV positive partners in 
heterosexual couples either to start taking ARVs immediately, at an average CD4 count 
of 436 cells/mm3, or to delay taking them till their CD4 count fell below 250 cells/mm3 
found that people on treatment were 96% less likely to transmit HIV to their partners 
than untreated people This study also showed that if a sufficiently large proportion of 
the HIV-positive population could be treated and their viral loads brought down to 
undetectable levels, transmission might become rare enough for the epidemic to stop 
in its tracks. On a population level this can be expressed as a reduction in the ‘community 
viral load’. Applied in the field to Africa, treatment as prevention (TAP) as this known, 
could lead to a substantial reduction of new infections, thus slowing down the growth 
of the epidemic on the continent. 4 steps are necessary to make TAP work; testing, linking 
to care, proportion of HIV infected on therapy and proportion failing therapy. With 
dwindling global support for HIV treatment programmes in Africa can these conditions 
be optimized to make TAP successful? These will be discussed in the session.
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PAPER REF 1159
IS YOUR SEXUAL HEALTH SERVICE DELIVERING WHAT PATIENTS WANT?
Ross JDC1

1University Hospital Birmingham NHS Trust, Birmingham, UK 

Introduction: Historically health services, including sexual health, have measured 
performance against established clinical standards as a measure of quality. Although 
important, these measures fail to account for the issues which patients identify as 
being of greatest importance when they attend a sexual health clinic. Increasingly, 
health care funders also expect services to measure and respond to patient reported 
measures of their experience when attending a clinic.

Methods: A systematic review to evaluate questionnaires used to measure patient 
experience in sexual health clinics was undertaken. Using the results of the review and 
interviews with patients in focus groups a validated questionnaire was developed, 
which was further evaluated and revised using cognitive testing and piloting.

Results: The review identified five main themes which were of importance to patients 
– convenience of clinic location, availability of appointments, staff attitude, effective 
provision of information and maintaining confidentiality. A 48 item questionnaire was 
developed using a tick box format which patients can complete in 5-8 minutes.

Conclusion: A validated questionnaire to measure patient identified priorities when 
they attend a sexual health clinic has been developed and is available at: http://www.
bashh.org/groups/patient_and_public_involvement. The questionnaire can be 
used as part of the measurement of quality in sexual health services.
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PAPER REF 1132
PRE-EXPOSURE PROPHYLAXIS AGAINST HIV
Radcliffe KW1

1IUSTI European Regional Director.

There is now strong evidence that pre-exposure prophylaxis (PrEP) against HIV infection 
with antiretroviral drugs is effective in both heterosexual men and women, and in 
men-who-have-sex-with-men (MSM). The best evidence is for the use of a daily tablet 
of a combination of tenofovir and emtricitabine (Truvada) which provided protection 
against infection in the range 44-73%. Further analysis suggests that the protective effect 
may approach 100% in persons who use the agent as instructed and that failures result 
from non-adherence. There is also trial evidence that use of tenofovir as a vaginal gel 
around the time of coitus might be effective in women. Several trials are under way to 
look at alternative agents, regimens and delivery systems for PrEP. Despite this evidence 
policymakers and clinicians are unsure about how to implement PrEP in routine clinical 
practice. This is because of concerns about inducing viral resistance, toxicity and more 
unsafe sexual behaviour (risk compensation); evidence from the trials is so far reassuring 
on all these points but doubts remain because of relatively short follow-up. Additional 
concerns are over cost and whether in real-world application persons will be so 
non-adherent as to render the approach ineffective. Further research is necessary to 
address effectiveness and cost-effectiveness and clinical guidelines will need to be 
written before PrEP can be implemented. The most suitable populations to be offered 
PrEP in European countries will be MSM who exhibit the highest levels of sexual risk 
behaviours; sexual health clinics would be a very suitable setting for delivering PrEP to 
these individuals. 
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ORAL ABSTRACTS 
TUESDAY 16 OCTOBER 2012
PLENARY 2 
TUESDAY 16 OCTOBER 2012 – 8.30AM–10.00AM

PAPER REF 1166
OPTIMISING THE MANAGEMENT OF PELVIC INFLAMMATORY DISEASE
Ross J1

1University Hospital Birmingham, UK

The management of women with pelvic infection remains suboptimal with high rates 
of chronic pelvic pain and infertility. Screening for chlamydia in asymptomatic individuals 
has the potential to reduce the incidence of PID but screening protocols providing the 
greatest efficacy have not yet been developed and cost-effectiveness remains uncertain. 
For those women presenting with pelvic infection the prognosis is generally good if rapid 
effective treatment is given. Improvements in clinical diagnostic accuracy for pelvic infection 
may be achieved through training, and patient education is needed to ensure rapid 
presentation for treatment. There is a strong evidence base for the choice of antibiotic 
therapy, and guidelines are available and generally consistent, but implementation is 
variable. Appropriate patient information for women with PID has recently been developed 
and is available from IUSTI and other medical 
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PAPER REF 1229
HPV:  THE FUTURE?  10 YEARS FROM NOW
Garland S.M.1,2,3

1 Department of Clinical Microbiology and Infectious Diseases, Royal Women’s Hospital, 2    Department of Obstetrics 
and Gynaecology, The University of Melbourne, 3Murdoch Childrens Research Institute

In recent years there has been a great explosion of knowledge on human 
papillomavirus (HPV), from proof of its aetiological role in cervical cancer, a proportion 
of other anogenital cancers (vaginal, vulvar, anal, penile), as well as some oropharyngeal 
cancers, to development of prophylactic vaccines.  Subsequently, from large phase 3 
clinical trials we have seen vaccine efficacy, immunogenicity, as well as safety against 
vaccine-related genotypes. 

With some early public health campaigns resulting in high coverage of the target 
population, already in real world situations, vaccine effectiveness is being seen. For 
those diseases with the shortest incubation diseases (genital warts and high grade 
cervical lesions) significant and dramatic reductions are being reported.  Additionally 
vaccine effectiveness is translating to herd immunity in those not being vaccinated  
(for both genital warts as well as vaccine-related HPV infections).

So what do we predict for the next 10 years? With the recent announcement of GAVI 
endorsement of HPV vaccines and the potential for $5/dose for GAVI eligible countries, 
means that preventative vaccines are a reality for those counties where the greatest 
burden of disease is suffered. Moreover, next generation vaccines with greater valencies, 
manufacture of high quality vaccines in countries with the greatest burden of HPV related 
disease, targeting of male vaccination, as well as new dosage regimens are predicted.

Ultimately, reduction in HPV related cancers, plus the rare, but devastating recurrent 
respiratory papillomatosis should start to be seen. Whether effective therapeutic 
vaccines will be in use to treat those with disease is certainly hoped for.
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PAPER REF 1195
MULTI-DRUG RESISTANT GONORRHOEA – CAN WE HOLD BACK THE TIDE?
David A. Lewis1

1Centre For HIV & STIs 

Within a few years of introduction of antibiotics, the gonococcus began to reveal its 
extraordinary ability to acquire resistance determinants, either chromosomally or on 
plasmids. Following the loss of the fluoroquinolones in the 1990s in the Western Pacific 
region, we have now witnessed the emergence and spread of gonococci which fail  
to respond to single dose oral cephalosporins. The emergence and spread of such 
multi-drug resistant Neisseria gonorrhoeae (MDR-Ng) was initially limited to the Western 
Pacific region, with earliest reports coming from Japan and subsequently from Hong 
Kong and Australia. Such strains are now circulating in Europe, the USA and, most 
recently, Africa. These MDR-Ng strains fail to respond to oral cephalosporins and to at 
least two other classes of antimicrobial agents in current or previous use. The responsible 
resistant mechanisms are multiple, including the presence of mosaic penA genes as 
well as signature point mutations in both this and other key gonococcal genes encoding 
proteins which can influence the ability of cephalosporins to exert their bactericidal 
effect. Most recently, gonococci with very high minimum inhibitory concentrations for 
ceftriaxone have been described in, which fit the proposed definition of extensively-
drug resistant N. gonorrhoeae (XDR-Ng) on the basis of decreased susceptibility to all 
cephalosporins as well as to at least three other classes of antimicrobial agents. Treatment 
options are now limited and multi-drug therapy has been advocated as the best way 
to way manage gonorrhoea cases. However, as this plenary will outline, drug therapy  
is only one component of the required public health approach to contain the further 
spread of MDR/XDR-Ng. Holding back the inevitable tide of untreatable gonorrhoea is 
going to becoming increasingly difficult unless the full range of required public health 
interventions is both supported by governments and funded appropriately. 
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SYMPOSIUM SESSION - IMPROVED PARTNER MANAGEMENT
TUESDAY 16 OCTOBER 2012 – 10.30AM–12.00PM

PAPER REF 1230
EXPEDITED PARTNER THERAPY FOR GONORRHEA AND CHLMAYDIAL 
INFECTION
Golden MR1

1 University of Washington and Public Health – Seattle & King County, Seattle, WA, USA

Introduction: Expedited partner therapy (EPT) is the practice of treating the sex 
partners of persons with curable sexually transmitted infections (STI) without requiring 
partners to first undergo a medical evaluation.  

Methods: Review of the current state of EPT.

Results: Randomized controlled trials evaluating EPT focusing on patient delivered 
partner therapy (PDPT) have shown that EPT increases partner treatment and decreases 
patients’ risk of reinfection with gonorrhea or chlamydial infection.  EPT is now legal 
throughout most of the U.S., but has only been systematically promoted and studied in 
a few areas.  A stepped-wedge community-level randomized trial evaluating a public 
health program promoting EPT in Washington State found that EPT was scalable, with 
over half of all heterosexuals being offered PDPT and over 30% receiving medications 
for their partners; rates of STI declined concurrent with the introduction of EPT, but were 
not significantly associated with the intervention. Alternative models of EPT that do not 
rely on PDPT are under investigation in the U.K.  Gonococcal resistance and the occurrence 
of other undiagnosed STI may limit the utility of EPT in some settings and in some 
populations.

Conclusion: EPT is a promising STI prevention intervention.

Disclosure of Interest Statement: Dr. Golden has received free medication for research 
studies from Pfizer Pharmaceuticals, and free tests kits from Genprobe diagnostics.  
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PAPER REF 1135
IMPROVING PARTNER NOTIFICATION THROUGH THE USE OF NEWER 
COMMUNICATION TECHNOLOGIES
Marcus Chen1,2

1 Melbourne Sexual Health Centre, Alfred Health, Melbourne, 2 Melbourne School of Population Health, University of Melbourne

Background: Barriers to improved partner notification are multiple and include the 
fact that many individuals diagnosed with an STI are reluctant or unable to contact 
their sexual partners. Web based services have been established to help facilitate 
notification of partners using text messages and email and these together with newer 
communication technologies offer an opportunity to improve communication 
between partners. 

Methods: In this symposium, experience with web based partner notification services 
will be discussed including the results of an evaluation of the service Let Them Know. 

Results: Use of the Let Them Know website has grown across Australia since its launch 
in 2008. Between March 2010 and March 2011 there were 13,000 visits to the website 
with 37% of visits resulting in a text message being sent. Eighty four percent of messages 
to partners were anonymous. Among 1383 consecutive website users asked, 70% 
indicated that they were more likely to contact a partner because of the website. The 
proportion of visits to the website from smartphones grew from 13% in 2010-11 to 
42% in 2012. 

Conclusion: Web based services may be effective in improving communication 
between STI infected individuals and their sexual partners. Such services need to be 
developed and adapted to ensure optimal targeting, uptake and use by individuals 
diagnosed with an STI with measures in place to reduce possible misuse. 
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PAPER REF 1145
FUTURE RESEARCH FOR IMPROVING PARTNER NOTIFICATION IN 
HIGH-, MIDDLE- AND LOW-RESOURCE COUNTRIES
Steben M1, Cheuk E2, Ronald A2, Fast M2 
1Institut national de santé publique du Québec, Canada, 2 National Collaborating Centre for Infectious Diseases, 
Winnipeg, Canada

Introduction: Partner notification is one of the central pillars of communicable disease 
control in public health in some high income countries. It involves the identification 
and assessment of individuals who are reported to have come into contact with an 
infected person. Despite ongoing efforts and resources dedicated to partner notification 
for sexually transmitted infections (STIs), the incidence of STIs continues to rise, calling 
into question the effectiveness of partner notification in preventing and controlling 
the spread of STIs at the population level.

Methods: Reflecting on the Canadian experience in STI prevention and control, this 
presentation will highlight current knowledge gaps in partner notification and outline 
the work of the National Collaborating Centre for Infectious Diseases that begins to 
answer some of these outstanding questions.

Results: Adding to this persistent question about the effectiveness of partner notification 
is the social complexity of implementing an intervention for STIs that are often stigmatizing 
and in populations who may be considered vulnerable. Questions that arise are:

• Which model of partner notification should be used with a particular target 
population?

• What is the optimal mix of staff from professional and non-professional staff that is 
optimal for a partner notification program? 

• What is the role of expedited partner therapy? What are its limitations?
• What are the legal and ethical issues practitioners should consider when 

conducting partner notification?
• How should practitioners deal with unintended consequences of partner 

notification such as stigma and partner violence?
• How can partner notification be conducted through the lens of the social 

determinants of health?
Conclusion: This presentation will provide examples of potential or already undertaken 
innovative sexual health strategies in middle- and low-income countries that might serve 
as valuable lessons for high-resource countries.
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SYMPOSIUM SESSION - CHLAMYDIA UPDATE – 
CURRENT MICROBIOLOGICAL ISSUES
TUESDAY 16 OCTOBER 2012 – 10.30AM–12.00PM

PAPER REF 1256
SHOULD WE WORRY ABOUT CHLAMYDIA TREATMENT FAILURE?
Hocking JS1

1Centre for Women’s Health, Gender and Society, Melbourne School of Population Health, University of Melbourne.

Repeat chlamydia infections following treatment with 1 gram azithromycin are common 
with several studies reporting repeat infection rates in women ranging from 13% to 34% 
within 12 months. Repeat infections may represent: 1) re-infection due to unprotected 
sexual contact with an infected partner; 2) treatment failure as a result of noncompliance 
with treatment, poor absorption of the drug, reduced antimicrobial susceptibility or antimicrobial 
resistance; or 3) persistence due to host factors such as immune response or other undefined 
host factors. While most repeat infections are generally considered to be re-infections 
through exposure to an infected partner, emerging evidence suggests that treatment 
failure following treatment with 1 gram azithromycin, may account for a significant 
proportion. Studies have found that chlamydia treatment failure may be at least 8%, 
with rates even higher among men with urethritis. This is considerably higher than the 
2-3% failure expected based on results of previous chlamydia treatment trials that with 
the exception of one trial, all used the less sensitive culture or immunoassay to measure 
antimicrobial cure. 

Distinguishing between treatment failure and re-infection is important to focus treatment 
recommendations and infection control mechanisms. For example, if many repeat infections 
are due to antibiotic treatment failure, then international recommendations on chlamydia 
treatment need to be re-evaluated. If most are re-infections, then strategies to expedite 
partner treatment are necessary. We are conducting a cohort study of young women 
infected with chlamydia that aims to generate estimates of chlamydia treatment failure 
following treatment with 1 gram azithromycin. As part of this study, we have developed 
an assay to measure azithromycin concentration in cervical mucosa to determine whether 
treatment failure is due to poor absorption of the antibiotic. Further detail about this 
study (The Australian Chlamydia Treatment Study-ACTS) and the issue of chlamydia 
treatment failure will be provided.
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PAPER REF 1231
AZITHROMYCIN TREATMENT IN CHLAMYDIA INFECTION – LESSONS 
FROM MOUSE MODELS
Harvie MCG, O’Meara CP, Armitage CW, Timms P, Beagley KW1

1Institute of Health and Biomedical Innovation, Queensland University of Technology

Chlamydial infection is asymptomatic and affected more than 74000 Australians in 
2010. Despite apparently effective antibiotic treatment with azithromycin the incidence 
of infection continues to increase. Infection with Chlamydia can cause damaging inflammatory 
pathology in the reproductive tract, leading to tubal scarring and infertility. Animal models 
of Chlamydia infection show that the best method of protection against re-infection is  
a previous live infection. Unfortunately repeated chlamydial infection leads to severe 
adverse pathology and inflammation of the upper reproductive tract. Early treatment 
with antibiotics clears chlamydial infection and prevents the development of adverse 
pathology, but individuals remain susceptible to reinfection. This dichotomy between 
protection against bacterial infection and protection against inflammatory pathology 
complicates the development of an effective anti-chlamydia vaccine. 

Using a murine model of genital Chlamydia infection we have used timed antibiotic 
intervention to allow us to differentiate between what constitutes a protective versus 
pro-inflammatory immune response against infection. We have found that early treatment 
with azithromycin within two to eight days of infection prevents the development of 
pathology, even after a second untreated infection. However treatment that occurs late 
in infection at ten to twenty days post infection did not prevent the development of 
pathology. Conversely late treatment conferred better protection against reinfection 
with Chlamydia than early antibiotic intervention. 

Using this model we have investigated the role of both innate and adaptive immune 
response in driving both pathological and protective outcomes. Surprisingly we found no 
role for CD4 T cells in mediating either pathology or protective immunity after adoptive 
transfer. Our current data suggests there may be an important role for macrophages in 
driving Chlamydia- induced inflammatory pathology. We hope that the findings from 
this work will lead to new tools for the development of a chlamydial vaccine that limits 
infection and protects against inflammatory disease.  
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PAPER REF 1138
CHLAMYDIA SEROLOGY WHAT CAN IT TELL US ABOUT CHRONIC 
CHLAMYDIA INFECTION/UPPER GENITAL INFECTION?
Kelly Cunningham1, Charles Armitage, Willa Huston
1Institute of Health and Biomedical Innovation

Chlamydia trachomatis is an often undetected infection, with serious potential sequelae 
including the development of pelvic inflammatory disease (PID), ectopic pregnancy, 
and infertility. Currently, PCR testing is used to diagnose a current infection, while it is 
possible to use serology to detect prior or current infections. The commercial available 
tests typically utilise the detection of antibodies against the surface Major Outer 
Membrane Protein (MOMP) or chlamydial Heat Shock Protein 60 (cHSP60). However, 
there has been mixed reports on the reliability and clinical applicability of serology  
for diagnosis of infection or sequelae. As the currently available diagnostic serological 
tests have reported sensitivities ranging from only 12-69%, and specificities ranging 
from 62-100% which means they are not in common use. The detection of Chlamydia-
related sequelae currently relies upon laparoscopic procedures or hysterosalpingography, 
suggesting a need for the identification of sensitive and specific markers of these 
sequelae that may be used for less invasive and pre-emptive testing. Our research has 
investigated persistence-associated proteases and their reaction with antibodies in 
serum of patients with sequelae. While different antigens elicit varying immune 
responses, pathology cohort-specific responses have not been identified. Our further 
research aims to generate a predictive diagnostic serological tool for patients who 
have, or are at risk of developing sequelae following chlamydial infection. 
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PAPER REF 1202
CHLAMYDIA VACCINES – WHAT CAN WE HOPE FOR?
Beagley KW1, O’Meara CP1, Harvie MCG1, Armitage CW1, Andrews D1, Huston WM1, Wilson DP2 and Timms P1

1 Institute of Health and Biomedical Innovation, Queensland University of Pathology, Kelvin Grove, QLD 4059
2 The Kirby Institute, Faculty of Medicine, University of New South Wales

The incidence of chlamydial infection continues to increase worldwide, despite the 
existence of antibiotic treatment that is effective in most cases. Currently, no vaccines 
are approved for human use. Extensive studies in animal models have demonstrated 
that vaccination can reduce both the duration of infection and the level of shedding, 
however sterilizing immunity has not yet been demonstrated in any studies. In the 
commonly used mouse infection model recovery from a primary infection provides 
the greatest level of protection, as measured by the magnitude and duration of 
shedding into the lower reproductive tract, but in these animals the second infection 
results in severe hydrosalpinx and oviduct blockage. In the majority of animal studies, 
protection against damaging inflammatory pathology is not measured however, and 
we would argue that protection against inflammation that can cause blockage of the 
oviducts (fallopian tubes) should be the major goal of a vaccine to prevent chlamydial 
disease. Using mouse models, novel mucosal adjuvants and non-injectable routes of 
vaccine delivery we have developed immunization protocols that protect against 
pathology but not infection and vaccines that protect against infection but not pathology. 
These data not only show that bacterial burden and pathology are not causally related, 
but also provide tools to allow us to identify the immune mechanisms responsible for 
protection and those that contribute to tissue damage. Modeling studies, based on 
these data, demonstrate that even a vaccine that does not elicit sterilizing immunity 
could reduce the incidence of chlamydial infection in the human population. For a 
pathogen such as Chlamydia, where the consequences of acute infection are relatively 
minor but the long-term consequences impose a significant and increasing health 
burden, the goal of a vaccine that limits the magnitude and duration of infection and 
prevents upper tract pathology may be realistic and achievable. 
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IUSTI ASIA PACIFIC SESSION
TUESDAY 16 OCTOBER 2012 – 10.30AM–12.00PM

INDIA: SEXUALITIES AND STI/ HIV - A KALEIDOSCOPE OF COLOURS

PAPER REF 1192
STI AND HIV IN INDIA: CURRENT SCENARIO
Somesh Gupta1

1All India Institute of Medical Sciences

Sexually transmitted infections and HIV are a significant public health problem in India. 
Unfortunately, in spite of their great impact on quality of life and the economy of the 
country, these infections are losing focus in government’s priorities. National AIDS 
Control Organization, which was a key force behind the successful control of a rapidly 
expanding HIV epidemic, is at the risk of losing its independent status, as the 
government is considering its merging into National Rural Health Mission. 

Sexually transmitted infections affect young and productive age group and are important 
cause of economic burden to a nation which has bottom heavy population pyramid. 
Younger population means more people vulnerable to HIV and STI. 

Indian’s HIV prevention program is a success story. The HIV epidemic is on the decline 
due to concerted prevention efforts by the governmental and non-governmental 
organizations. Now the infection is concentrated in some high risk group such as 
MSM, female sex workers and their male clients, and long distance truckers. Adult HIV 
prevalence has declined from 0.39% in 2004 to 0.31% in 2009. This is well below the 
WHO/UNAIDS threshold of 1% for generalised epidemic. The annual new infections 
have also been declined by over 50% in the past decade. However, because of the huge 
population of the country, even with this modest prevalence, the absolute number of 
people living with HIV is whopping 2.39 million – highest in Asia and third in the World. 

In various studies, Herpes Simplex Virus-2 seroprevalence rates in general adult 
population of India vary from 7.9 to 18.9%, which means 100-200 million individuals 
have acquired HSV-2 infection. There is significant heterogeneity in HSV-2 prevalence 
in some of the southern states with higher prevalence in women and in rural area. 
Rapidly expanding highway and road network is equalizing epidemic and rural and 
urban area. Population data on syphilis is not available, but prevalence of syphilis in 
sex workers varies from 9.7% to 10.8% and in long distance truck drivers it is up to 22%. 

Thanks to the unregulated antibiotic use, fear of HIV, condom use, and safer sexual 
practices, tropical bacterial STI such as Lymphogranuloma venereum, donovanosis 
and chancroid are at the verge of elimination. Overall, the number of STD clinic attendees 
at major STD centers has declined to almost half at many major tertiary care STD 
centers during last 25 years. 

In conclusion, India has a significant burden of HIV and STI, but they are on decline. 
The prevalence of Bacterial STI is declining but that of viral STI rising. 
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PAPER REF 1163
RISK FACTORS FOR STI/HIV IN INDIA
Dr. Sunil Sethi1
1Dept of Medical Microbiology, PostGraduate Institute of Medical Education and Research, Chandigarh, India.

Background: South Asia has yet to come to terms with HIV/AIDS and is facing an HIV 
epidemic that is severe in magnitude and scope, with an estimated 5.5 to 6 million people 
currently infected. Atleast 60 percent of HIV-positive people in Asia live in India alone 
(2.5-3 million). The epidemic is heterogeneous and diverse, requiring well informed, 
prioritized, and effective responses.

Issues: A diverse range of structural factors amplify STI and HIV vulnerability and risk 
in India , including widespread poverty and socioeconomic inequality, illiteracy, low social 
status of women, trafficking of women into commercial sex, and a large sex work 
industry. High rates of sexually transmitted infections and limited condom use prevail, 
and social stigma is an important impediment to delivering effective programs..A link 
between sex trafficking and HIV is emerging; in India, over 60% of those trafficked into 
sex work are adolescent girls in the age group of 12-16 years (UNDP, 2005). Homosexuality 
has traditionally been a taboo subject. A culturally identifiable group known by the 
Urdu term “hijra” lives in most parts of India; most are castrated males and dress as 
females.. MSM in India are at significant risk of HIV infection because of frequent risky 
sex, and poor health-seeking behaviours.

Conclusions:  Stigma reduction through multisectoral approaches is essential to provide 
a supportive environment for risk reduction and to increase access and use of prevention 
and care services. Efforts are being made to strengthen the STI/RTI service delivery 
through targeted intervention programme for the High Risk Groups and some anti 
trafficking programmes have been initiated to reduce the risk of acquiring STI and HIV. 
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PAPER REF 1147
INDIA’S RESPONSE TO HIV AND STI EPIDEMIC; A SUCCESS STORY
Kaushal Verma1

1Department of Dermatology & Venereology, All India Institute of Medical Sciences, New Delhi, India. 

An estimated 5.5 million HIV infected people were there in India in 2005 which came 
down to about 2.39 million (p = 0.31%) in 2009. This vast decline in number has occurred 
due to a strong national commitment and mobilization of resources towards HIV/STI 
control activities. Health education, behavioural change communication & condom 
usage promotion have been the key factors to HIV/STI control in India. The control 
measures were initiated through National Aids Control Programs (NACP). NACP-I 
(1992-1999) focused on initiating a national commitment, increasing awareness and 
addressing blood safety which resulted in increased awareness, banning of professional 
blood donors, universal screening of donated blood and establishment of a decentralized 
mechanism to facilitate effective state-level responses. Targeted interventions for 
high-risk groups, preventive interventions among general population, involvement of 
NGOs and other sectors and State AIDS Control Societies (SACS) for youth campaigns, 
blood safety checks and HIV testing were the main thrust areas in NACP - II (1999-2006). 
Public platforms were used to raise awareness about the epidemic. This lead to increased 
awareness level amongst youth and condom use to protect against HIV/STIs. HIV 
prevalence decreased in women too in southern states. NACP-III (2007-2012) has been 
launched to reverse the HIV epidemic by 2012 through treatment of STIs, voluntary 
counseling and testing and preventive measures with strong focus on condom 
promotion by installation of condom vending machines in colleges, road-side 
restaurants and other public places. Launch of school based adolescence program to 
reach out to some 35 million students in 1.5 lac schools and to train school children as 
peer educators in villages with high HIV prevalence. ART centres have been increased 
and people needing ART are assured of ARV drugs. These sustained control measures 
and a strong national commitment lead to containment of HIV/STI epidemic in India. 
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PAPUA NEW GUINEA: STI/ HIV: FACTS, FIGURES, AND PLANS 
FROM A PACIFIC NEIGHBOUR

PAPER REF 1205
THE PAPUA NEW GUINEA HIV EPIDEMIC
Millan J1

1Papua New Guinea Sexual Health Society

Introduction: Biological and behavioural data shows that the HIV epidemic in Papua 
New Guinea is still a significant problem. Recent data show that the prevalence of HIV 
is much lower than was estimated and projected in previous years. Papua New Guinea 
became the fourth country in the Asia Pacific region to declare a generalized HIV 
epidemic, after the prevalence of HIV among antenatal women in the Port Moresby 
General Hospital passed one percent in 2003. This situation has changed in the past 
few years. 

Methods: The latest epidemiological data from the national department of health 
and several sexual behaviour studies and surveys conducted in the country were 
reviewed to assess the characteristics and pattern of the HIV epidemic in the general 
population. 

Results: By 2010 a total of 203 ANC sites in the country were providing data on the 
number of pregnant women receiving counselling and testing. The ANC sites tested a 
total of 50,000 antenatal women and of these 250 tested positive for HIV infection. 
Evidence from sexual behavioral studies suggests that males and females are 
exchanging sex with other males and females, men have sex with men without 
identifying themselves with any specific population, and heterosexual anal sex is a 
common sexual practice. 

Conclusion: Behavioural data indicates that sexual practice’s across PNG varies a lot 
and it is not feasible to clearly describe and define the epidemic patterns. Concurrent 
sexual partnerships and transactional sex are observed to be common sexual practices. 
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PAPER REF 1241
CHALLENGES IN USING POINT OF CARE SYPHILIS RAPID TESTS IN A YAWS 
ENDEMIC AREA
Law G1

1PNG National Department of Health

Introduction: In Papua New Guinea (PNG), the Standard Operating Procedures for 
testing for syphilis include the use of a non-treponemal test (VDRL or RPR). For all cases 
that have a reactive result, the serum is then tested with a treponeme specific test 
(TPHA). Many lowland areas of PNG are also yaws endemic. Neither VDRL/RPR nor TPHA 
can differentiate between syphilis and yaws. The combination of a reactive VDRL/RPR 
and a positive TPHA however, does indicate a current treponemal infection. In PNG this 
means either syphilis or yaws and the treatment for both is the same. Clinical 
judgement must be used to make the final diagnosis.

Issues: Syphilis screening has been part of antenatal care in PNG for many years. The 
problem has been that VDRL/RPR require at least a basically functioning laboratory. In 
rural health facilities in PNG, functioning laboratory facilities are almost non-existent. 
This has meant that antenatal screening for syphilis has been limited to provincial and 
some district level hospitals. In 2005, the use of a point of care (POC) syphilis rapid test 
was introduced for use in rural antenatal clinics. This test is a single treponemal specific 
antibody test that cannot distinguish between current active infection and past 
infection, or between syphilis and yaws. The test really indicates a life-time exposure to 
either syphilis or yaws and is not of itself diagnostic of current infection. This has 
resulted in many women being diagnosed as having syphilis when in fact they could 
have had yaws as a child. In some instances the test has been used in an unauthorised 
way as a community screening tool for syphilis, in a yaws endemic area, causing turmoil 
and distress.

Conclusion: Great care must be taken when using a single treponemal specific 
antibody test to screen for syphilis, in a yaws endemic area.

Conflict of Interest:  I declare that I have no conflicts of interest.
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PAPER REF 1150
HUMAN PAPILLOMAVIRUS AND CERVICAL CANCER IN PAPUA NEW GUINEA
Vallely A1,2, Ryan C2,3, Mola GDL4, Kaldor JM1

1Public Health Interventions Research Group, The Kirby Institute, University of New South Wales, 2Sexual & Reproductive 
Health Unit, Papua New Guinea Institute of Medical Research, 3The Burnet Institute, 4Department of Obstetrics and 
Gynaecology, School of Medicine and Health Sciences, University of Papua New Guinea

Cervical cancer is the most common cancer among women in Papua New Guinea (PNG) 
and a leading cause of premature death. Despite the estimated burden of cervical cancer, 
there is very limited information available on the epidemiology of human papillomavirus 
(HPV) in PNG. No large-scale surveys have previously been conducted to establish the 
prevalence of HPV among women in the general population or among those who 
may be at increased risk, such as women attending sexual health clinics, or women 
who engage in commercial and/or ‘exchange’ sex (sex for money, gifts or favours).  
The only survey to date was conducted among 114 women attending a gynaecology 
clinic in Goroka in the mid-1990s: this reported a 33% prevalence of HPV-16/18. 

The PNG Institute of Medical Research (PNGIMR) is currently leading a collaborative 
HPV and cervical cancer research program that includes three large-scale clinic-based 
studies. This research will provide the first robust estimates of HPV type prevalence 
among women at different levels of sexual risk in PNG. A total of 2500-3000 women 
will be recruited at antenatal, well woman and sexual health clinics at nine sites in 
PNG. These data will be essential to future decision making regarding the introduction 
of polyvalent HPV vaccines for primary cervical cancer prevention in PNG.
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CROSSING THE GREAT DIVIDE – URBAN TO REMOTE: 
THE SEXUAL HEALTH OF AUSTRALIA’S FIRST PEOPLES
TUESDAY 16 OCTOBER 2012 – 12.15PM–1.15PM

PAPER REF 726
CHLAMYDIA TESTING AND FOLLOW UP IN YOUNG PEOPLE ATTENDING 
URBAN AND REGIONAL ABORIGINAL COMMUNITY CONTROLLED 
HEALTH SERVICES
Dr Mary Ellen Harrod1, Prof John Kaldor 1, Dr Sophie Couzos 2, Prof Basil Donovan 1, Ms Dea Delaney-Thiele 3,  
Mr Mark Saunders 2, Mr James Ward 4, Mr Sid Williams 5

1 The Kirby Institute
2 National Aboriginal Community Controlled Health Organisation
3 Aboriginal Medical Service Western Sydney
4 Nunkuwarrin Yunti of South Australia, Inc.
5 Goondir Health Services
6 Victorian Aboriginal Health Service

Introduction: While chlamydia infections are reported in Aboriginal and Torres Strait 
Islander people at three times the rate of non-Indigenous people nationally, our 
understanding of the true prevalence of infection is incomplete. The aim of this study 
was to present a comprehensive picture of chlamydia testing, positivity and follow up 
in Aboriginal Community Controlled Health Services (ACCHs) participating in REACCH, 
a collaborative program of STI and BBV clinical research.

Methods: We examined chlamydia testing, positivity and re-testing in patients aged 
15-29 years attending five participating ACCHSs from 2009-2011. Data were extracted 
using GRHANITE™, a software tool that securely captures data from clinic patient 
information management systems. Analysis by age and sex was undertaken using 
SPSS and STATA.

Results: A total of 8,844 patients (57% female) aged 15-29 years attended one of the 
services in the 3-year study period. The percentage of female patients tested per year 
for chlamydia during the study was 16%, with those aged 15-24 most likely to be 
tested (17%). Overall, 6% of male patients were tested, with those aged between 20-24 
year old males most likely to be tested (9%). Chlamydia positivity was 12% overall (10% 
in females and 20% in males). In females, chlamydia positivity was highest in 15-19 year 
olds at 17% and in males it was 25% among 20-24 year olds. Of patients who tested 
positive, 30% of females and 3% of males were re-tested for chlamydia following the 
initial positive result in accordance with published guidelines. The positivity rate 
increased over the study period from 9% in 2009 to 12% in 2012.

Conclusion: The high positivity rate in young people indicates a clear need for 
increased focus on chlamydia. ACCHSs have a critical role to play in addressing 
chlamydia infections in the Australian Aboriginal Population.
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PAPER REF 899
OPPORTUNITIES FOR CHLAMYDIA TESTING IN FOUR REGIONAL 
ABORIGINAL COMMUNITY CONTROLLED HEALTH SERVICES IN NEW 
SOUTH WALES
Mr Simon Graham 1, Dr Rebecca Guy 1, Dr Handan Wand 1, Dr Janet Knox 2, Ms Patricia Bullen 3, Ms Debbie McCowen 3, 
Mr O’Brien Chris 3, Ms Soderlund Cheryl 3, Professor Basil Donovan 1,4, Professor John Kaldor 1

1 Kirby Institute, University of New South Wales, Sydney NSW
2 Consultant, Sexual Health Physician 
3 Aboriginal Community Controlled Health Services in regional NSW
4 Sydney Sexual Health Centre, Sydney Hospital, NSW
5 Baker IDI Heart & Diabetes Institute, Darwin NT

Introduction: Higher rates of chlamydia have been reported in Indigenous compared 
to non-Indigenous Australians. Guidelines recommend annual chlamydia testing of 
people aged 15-29 years. We examined opportunities for chlamydia testing by reason 
for attendance and demographic factors in four regional Aboriginal Community 
Controlled Health Services (ACCHS) in NSW.

Methods: Data were collected from the patient information management system from 
four regional ACCHS in NSW from 1st July to 31st December 2011. All patients aged 15-24 
years who attended the ACCHS were included. For all consultations we collected age, 
sex, Aboriginal status, consultation date, reason for consultation, chlamydia test and 
result. We created a hierarchy with consultations related to sexually transmissible 
infections (STI), reproductive health and adult health check considered to provide the 
greatest opportunity for chlamydia testing.

Results: There were 387 patients (171 males, 216 females) aged 15-24 years who had 
765 consultations. Overall 18% were tested for chlamydia during their first visit, 23% of 
males and 16% of females (p<0.01) with 9% testing positive. Among females, 7% of 
their first visits were due STI symptoms or check (39% were tested), 22% were reproductive 
health related (7% were tested), 12% were for an adult health check (48% were tested), 
2% were for preventative health assessments (0% were tested) and 57% were for general 
medical consultations (22% were tested). Among males, 3% of first visits were due to a 
STI symptom or check (75% were tested), 18% were for an adult health check (33% 
were tested), 1% were for preventative health assessment (0% tested), and 72% for 
general medical consultations (39% were tested).  

Conclusion: Opportunities to increase chlamydia testing as part of reproductive 
health and adult health checks are possible. ACCHS are implementing strategies to 
increase chlamydia testing as part of a sexual health quality improvement program 
known as SHIMMER. 
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PAPER REF 608
HIGH LEVELS OF RE-TESTING AFTER CHLAMYDIA AND GONORRHOEA 
INFECTION IN REMOTE ABORIGINAL COMMUNITIES 2009-2011: 
FINDINGS FROM THE STRIVE TRIAL
Ms Linda Garton 1, Ms Amalie Dyda 1, Dr Rebecca Guy 1, Ms Bronwyn Silver 2, Ms Debbie Taylor-Thomson 2,  
Ms Belinda Hengel 3, Dr Janet Knox 1, Ms Skye McGregor 1, Professor John Kaldor 1, Mr James Ward 1,7

1 The Kirby Institute, University of New South Wales, Sydney, NSW
2 Menzies School of Health Research, Darwin, Northern Territory
3 Apunipima Cape York Health Council, Cairns, Queensland
4 University of Adelaide, Adelaide, South Australia
5 School of Population Health, University of Melbourne, Victoria
6 Melbourne Sexual Health Centre, Carlton, Victoria
7 Baker IDI, Alice Springs, Northern Territory

Introduction: Re-testing 3 months after treatment for chlamydia and gonorrhoea 
infection is important to detect re-infections which are common and increase the risk 
of pelvic inflammatory disease. We assessed the prevalence of re-testing and repeat 
positivity in remote health services participating in the STRIVE trial.

Methods: Laboratory data from 66 remote health services participating in STRIVE 
were collated for the period 2009-2011 (baseline). We focused on all positive chlamydia 
and/or gonorrhoea tests in the period 1 January 2009 to 30 April 2010 and then allowed 
another 12 months for re-testing. We stratified re-testing by time interval (<2 months, 
2-4, and 5-12), age group and sex. We also calculated the chlamydia and/or gonorrhoea 
positivity at re-test.

Results: A total of 1731 positive chlamydia and/or gonorrhoea tests occurred in the 
study period and 941 (54.4%) of people were re-tested within 12 months. Re-testing 
was higher in women (60.5%) than in men (44.2%). In men, re-testing within 12 months 
was highest in 16-19 year olds (47.0%) and among women was highest in 25-29 year 
olds (69.3%). Of patients with a positive test, 10.0% were re-tested within <2 months, 
18.1% within 2-4 months and 26.3% within 5-12 months. Chlamydia and/or gonorrhoea 
repeat positivity was 23.1% overall; higher in men (30.0%) than in women (20.0%). In 
both men and women, repeat positivity was highest in 16-19 year olds; 38.9% and 
26.6%, respectively.

Conclusion: In late 2009 guidelines were formalised in the Northern Territory recommending 
re-testing 3 months after treatment of these infections. Our findings highlight that 
considerable re-testing was already occurring, but only about a third in the recommended 
time interval of 3 months (+/- 1 month). As part of the STRIVE quality improvement 
progam, STRIVE coordinators will work with services to increase re-testing at 3 months.

Disclosure of Interest Statement: The STRIVE Trial is funded by grant received from 
the National Health and Medical Research Council. 
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PAPER REF 407
HIGH RATES OF CHLAMYDIA POSITIVITY IN ABORIGINAL AND TORRES 
STRAIT ISLANDER PEOPLE ATTENDING AUSTRALIAN SEXUAL HEALTH 
SERVICES; THE AUSTRALIAN COLLABORATION FOR CHLAMYDIA 
ENHANCED SENTINEL SURVEILLANCE (ACCESS) 
O’Connor CC1,2,3, Ali H1, Guy R1, Templeton DJ1,2,3, Fairley CK4,5, Chen MY4,5, Dickson B6, Marshall L8, Grulich AE1, Kaldor J1, 
Hellard M7, Donovan B1,9, Ward J1,10, on behalf of the ACCESS Collaboration.*
The Kirby Institute, The University of New South Wales, Sydney NSW, 2052 Australia
RPA Sexual Health Clinic, RPA Hospital, Camperdown, Sydney, NSW, Australia
Central Clinical School, Sydney Medical School, University of Sydney. NSW, Australia
School of Population Health, University of Melbourne, Melbourne VIC, Australia
Melbourne Sexual Health Centre, Carlton, Victoria, Australia
CaraData Pty Ltd, Parkwood, QLD, Australia
Centre for Population Health, Macfarlane Burnett Institute for Medical Research and Public Health, Melbourne, VIC, Australia
Fremantle Hospital, Fremantle, Western Australia, Australia
Sydney Sexual Health Centre, Sydney Hospital, Sydney NSW, Australia
Baker Institute, Alice Springs, Northern Territory, Australia.

Introduction: Australia has a widely dispersed network of public sexual health 
services that see large numbers of people at risk of genital Chlamydia trachomatis 
infection. ACCESS was established to monitor chlamydia testing and positivity rates 
nationally and to assist the interpretation of chlamydia diagnoses reported through 
passive surveillance. We report on chlamydia testing and positivity in Aboriginal and 
Torres Strait Islander people attending 25 sexual health services participating in 
ACCESS between 2004 and 2010. 

Methods: Using line-listed data, we analysed by Aboriginal and Torres Strait Islander 
status, testing rates based on first visits and chlamydia positivity in those tested. 
Outcomes were stratified by age group, sex, and year of attendance and were 
compared with other clients using a chi-square test. 

Results: From 2004 to 2010, 9,519 Aboriginal and Torres Strait Islander people 
attended participating sexual health services, comprising 4.2% of all initial visits. Of 
these 6,463(68%) were tested for chlamydia. In women overall chlamydia positivity 
rate was 14.9% and 20.3% in 15-19 year olds, 16.3% in 20-24 year olds, 13.1% in 25-29 
year olds and 5.3% in 30+ year olds. In men overall chlamydia positivity rate was 14.7% 
and 17.6% in 15-19 year olds, 21.0% in 20-24 year olds, 13.2% in 25-29 year olds and 7.7% 
in 30+ year olds. In the same time period, chlamydia positivity increased in Aboriginal 
and Torres Strait Islander men from 11.7% to 20.8% (p<0.01) and from 13.8% to 22.2% in 
women (p<0.04). 

Conclusion: The high Chlamydia positivity rates and increases over time highlight the 
need for enhanced prevention and screening programs in Aboriginal and Torres Strait 
Islander people in Australia.

Disclosure: The ‘ACCESS project’ was funded by the Australian Government 
Department of Health and Ageing from 2007 to 2010, as part of the national 
Chlamydia Pilot Program. 
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PAPER REF 632
UNDERSTANDING SEXUAL HEALTH RISK: SERIAL POPULATION 
SURVEYS OF KNOWLEDGE, ATTITUDES AND PRACTICES AMONG 
YOUNG PEOPLE IN REMOTE NORTH QUEENSLAND (NQ) COMMUNITIES
Dr Patricia Fagan1, Ms Paula McDonell2
1Sexual Health Program, Cairns Public Health Unit, Tropical Regional Services, Queensland Health
2Health Promotion, Cairns Public Health Unit, Tropical Regional Services, Queensland Health

Introduction: Remote living youth experience significant sexual health disadvantage, 
evidenced by high rates of sexually transmitted infections (STI), their adverse reproductive 
consequences and increased risk of HIV. Reducing this risk requires health promotion 
efforts informed by a robust understanding of knowledge, attitudes and practices 
(KAP) in relation to safe sex and STI/HIV.

Methods: Surveys of KAP (adapted from the 5 yearly national secondary school survey) 
combined with facilitator-led same-gender focus groups, were conducted in a selection 
of remote locations across NQ in 2007, and again in 2010. In 2007, 131 (F:74; M:57), and 
in 2010, 211 (F:114; M:97) Aboriginal / Torres Strait Islander people aged 15-19 years, 
participated. Where possible, results were compared with findings from the 2008 
national survey.

Results: The 2010 sample represented 22% of the eligible population and is broadly 
representative of regional youth across a range of socioeconomic parameters. In 2010, 
Indigenous youth answered 56% of the (HIV) knowledge questions correctly compared 
with 85% of national youth. 60% (males) and 35% (females) in the Indigenous survey 
report an age of sexual debut of 14 years or less. 51% of sexually active Indigenous 
males (vs 37% nationally) and 35% females (vs 27% nationally) report 3 or more partners 
in the previous 12 months. 78% of Indigenous youth report being at “no” or “low” risk 
of STI/HIV. The 2010 findings reinforce those of 2007, the exception being a significant 
decline in 2010 in the proportion of males (91% to 75%) and a significant increase in 
the proportion of females (72% to 85%) reporting that they are sexually active.

Conclusion: The findings illustrate the persistent additional risk faced by remote NQ 
youth. They also demonstrate the robustness of the methodology providing a population 
level snapshot for NQ. Repeat regional surveys will be conducted to evaluate on-going 
health promotion initiatives. 
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PROFFERED PAPER SESSION - HPV RELATED NEOPLASIA 
AND HIV
TUESDAY 16 OCTOBER 2012 – 1.30PM–3.00PM

PAPER REF 594
BEFORE AND AFTER COMPARISON OF HUMAN PAPILLOMAVIRUS 
(HPV) GENOTYPES IN CERVICAL INTRAEPITHELIAL NEOPLASIA 
GRADE 3 (CIN3) LESIONS FOLLOWING THE INTRODUCTION OF THE 
NATIONAL HPV VACCINATION PROGRAM IN VICTORIA, AUSTRALIA.
Callegari E1,5, Young E1, Tabone T1, Tabrizi S2, Brotherton J3, Pitts M4, Gertig D3, Wark J5, Jayasinghe Y2, Saville M3, Tan J2, 
Pyman J2, Wrede D2, Garland S.M.1,2.
1Murdoch Childrens Research Institute, 2Royal Women’s Hospital, 3Victorian Cytology Service, 4LaTrobe University, 
5The University of Melbourne, 

Introduction: HPV is the cause of cervical dysplasia and the subsequent development 
of cervical cancer. In Australia, the National HPV Vaccination Program began in April 2007 
in an effort to reduce the incidence of cervical cancer. The VACCINE study aims to assess 
the effectiveness of the vaccine in reducing the proportion of CIN3 lesions positive for 
vaccine-specific HPV types.

Methods: CIN3 positive cervical biopsies submitted for pathology at the Royal Women’s 
Hospital or Victorian Cytology Service since June 2011 from vaccine age eligible women 
(i.e. born after 30th June 1981) were identified and tested for HPV genotypes using 
whole tissue section processing. This involved DNA extraction from archival paraffin 
embedded biopsy sections by the automated MagNA Pure instrument (Roche) and 
detection using the PapType HPV Genotyping Assay (Genera Biosystems). 

Results: Among 114 women with CIN3 on biopsy, 97.4% of cases tested positive for HPV, 
with 55% of cases positive for HPV16 and 13% for HPV18. HPV16 positivity was slightly but 
not significantly higher amongst women 26-30 years compared to those 20-25 (57% vs 53%, 
χ2(1)=0.14, p=0.71). Compared to the age equivalent pre-vaccine population1, a lower percentage 
of cases in women aged 20-25 were HPV16 positive (53% vs 69.7%, χ2(1)=3.79, p=0.05). However, 
no difference was detected amongst women aged 26-30 (57% vs 59%, χ2(1)=0.09, 
p=0.77). Considering HPV18 together with HPV16, there was no significant difference in the 
percentage of cases positive for HPV16/18 amongst women aged 20-25 (60% vs 72%, 
χ2(1)=2.15, p=0.14), or amongst women aged 26-30 (68% vs 65%, χ2(1)=0.11, p=0.74).  

Conclusion: These interim findings demonstrate a significant decline in the proportion of 
CIN3 biopsies containing HPV16 in women aged 20-25 years in Victoria, representing the 
youngest women eligible for free vaccination from 2007. Further progression of the study 
is required to monitor changes in the proportions of other HPV genotypes, including HPV18. 

Disclosure of Interest Statement: Authors Tabrizi, Brotherton, and Garland were chief 
investigators on the WHINURS study, a study of HPV prevalence in Australian women, 
which was funded by a grant from the Cooperative Research Centre for Aboriginal Health, 
as well as education grants in aid from GlaxoSmithKline and CSL Limited. SM Garland has 
received advisory board fees and grant support from CSL and GSK, and lecture fees from 
Merck and GSK. SM Garland has received funding through her institution to conduct 
Phase III clinical trials of HPV vaccine studies for MSD and GSK. SM Garland is a member 
of the Merck Global Advisory Board, the Merck Scientific Advisory Committee for HPV 
prophylactic vaccines, as well as being on the Australian Advisory Boards on cervical cancer 
for GSK and CSL. JML Brotherton, M Saville, D Gertig and SM Garland are investigators 
on an Australian Research Council Linkage Grant, for which CSL Biotherapies is a partner 
organisation. The authors have no other relevant affiliations or financial involvement 
with any organization or entity with a financial interest in or financial conflict.
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PAPER REF 625
PSYCHOLOGICAL MORBIDITY ASSOCIATED WITH ANAL CANCER 
SCREENING IN HOMOSEXUAL MEN
A/Prof Richard Hillman 1,2, Dr Kirsten McCaffery 1, Dr Mary Poynten 2, Clin Ass Prof David Templeton 2,3, Ms Dorothy 
Machalek 2, Dr Fengli Jin 2, Professor Christopher Fairley 4, Professor Suzanne Garland 4, Professor Andrew Grulichj 2

1University of Sydney, Sydney, Australia, 2Kirby Institute, University of New South Wales, Sydney, Australia,  
3RPA Sexual Health, Royal Prince Alfred Hospital, Sydney, Australia, 4University of Melbourne, Melbourne, Australia

Background: Homosexual men are at greatly increased risk of anal cancer. Cervical 
cancer screening is associated with substantial psychological morbidity, but little is 
known of the l impact of anal cancer screening.

Methods: The Study for the Prevention of Anal Cancer (SPANC) is a 3-year community-
recruited prospective study. Participants undergo digital anal examination, anal Pap 
swab for cytology and high resolution anoscopy at time 0, 6 months, 1 year and yearly 
thereafter, after which all results are discussed with participants and written explanations 
provided. Questionnaires based on validated cervical cancer screening scales were 
developed to measure the psychological impact of study procedures. These were 
completed by participants at home, on-line or on paper, 2 weeks and 3 months after 
they received their screening results. 

Results: By April 2012, 218 participants (median age 49 years; 31% HIV positive) had 
enrolled, and 130 had attended their second visit, that is at 6 months since enrolment. 
At their first visit, 33% received a diagnosis of HGAIN (High Grade Anal Intraepithelial 
Neoplasia). Baseline psychological distress was higher in HIV positive versus negative 
participants (p=0.003) but this difference was not seen on subsequent visits. Compared 
to men with normal/Low-grade anal intraepithelial neoplasia (LGAIN) biopsy results, 
those with HGAIN were more likely at baseline to: feel that they were at increased 
likelihood of developing anal cancer at baseline (p=0.004), have fear about anal cancer 
(p=0.001), have worse feelings about their anal health (p=0.009) and have more concern 
that there was something seriously wrong with them (p<0.001). Men with HGAIN were 
less likely to report that the screening test gave them peace of mind (p<0.001).

Conclusion: A diagnosis of HGAIN was associated with significant levels of psychological 
morbidity, compared with men with LGAIN/normal findings. The potential for adverse 
psychological effects should be considered when designing anal cancer screening 
programs. 
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PAPER REF 355
POPULATION-BASED COHORT STUDY IN A HIGH HIV BURDEN 
DISTRICT OF INDIA SHOWS HIGHER RURAL INCIDENCE
Prof Lalit Dandona 1,2, Dr G Anil Kumar 1, Prof Vemu Lakshmi 3, Mr G Mushtaq Ahmed 1, Mr Mohammed Akbar 1,  
Mr S P Ramgopal 1, Dr Talasila Sudha 3, Prof Michel Alary 4

1 Public Health Foundation of India, New Delhi, India, 2 Institute for Health Metrics and Evaluation, University of 
Washington, Seattle, WA, USA, 3 Department of Microbiology, Nizam’s Institute of Medical Sciences, Hyderabad, India, 
4 Centre hospitalier affilié universitaire de Québec, Quebec, Canada

Introduction: To assess HIV incidence and its associations in the population of a high 
HIV burden district in Andhra Pradesh state in southern India.

Methods: We re-surveyed a population-based cohort of 12,617 adults in Guntur 
district of Andhra Pradesh for which we had reported a baseline HIV prevalence of 
1.72% (rural 1.64%, urban 1.89%) among the 15-49 years age group in 2004-2005.  
We conducted interviews to assess risk behavior and performed HIV testing again  
in 2010-2011. We assessed compositional bias of the follow-up sample, assessed the 
rate of new HIV infection, and its associations using multiple logistic regression.

Results: The participation rate in the follow-up was 74.9% and 63.9% of the baseline 
rural and urban samples, respectively. Over a mean follow-up of 5.6 years, the annual 
incidence of HIV was 1.24 per 1000 (95% CI 0.81-1.67). The annual incidence was higher 
among rural men (1.77 per 1000) than urban men (0.75 per 1000) and also among rural 
women (1.18 per 1000) than urban women (0.54 per 1000). The compositional bias in 
the follow-up sample was modest, which would not affect this trend. The strongest 
association with incidence was a HIV positive spouse in the baseline for both men 
(odds ratio 363, 95% CI 73-1802) and women (odds ratio 48, 95% CI 15-158). Among 
men, the other associations with HIV incidence were a history of blood transfusion 
(odds ratio 6.1, 95% CI 1.1-341) and more than one lifetime woman sex partner (odds 
ratio 3.8, 95% CI 2.0-7.2).

Conclusion: These first population-based cohort incidence data from India suggest 
that rural areas of high HIV burden states would need more attention to prevent new 
HIV infections, and that spouses of HIV positive persons need to be targeted more 
effectively by HIV prevention programmes
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PAPER REF 796
HIV AND STIS AMONG FEMALE SEX WORKERS IN 12 REGIONS OF 
THAILAND, 2010
Ms Niramon Punsuwan 1, Mr Chawetsan Namwat 1, Mr Watcharapol Sinor 1, Ms Supiya Jantaramanee 1, Mrs Orapan 
Sangwonloy 2

1Bureau of Epidemiology, Department of Disease Control, Ministry of Public Health, Thailand, 2Senior Epidemiologist 
consultant, Bangkok, Thailand.

Introduction: Female sex workers (FSW) have a high risk of exposure to sexually 
transmitted infections (STI) including HIV. There is a lack of information on the 
epidemiology of these infections in this high-risk group in Thailand. The objective of 
study to determine the prevalence of HIV and associated risk factors among female 
sex workers (FSWs) in 12 Regions of Thailand.

Methods: 3,689 FSWs in 12 provinces (each province/region) of Thailand were 
enrolled in a cross sectional study. Subjects were interviewed using a standardised 
questionnaire about selected socio-demographic and behavioral characteristics, 
history of STIs, and information about their cohabiting partners (husbands or live-in 
partners). Serological tests were done for HIV and urine tests (PCR) for chlamydia and 
gonorrhoea. Associations between HIV and selected features of FSWs and their 
partners were examined using univariate and multivariate logistic regression analysis. 

Results: HIV prevalence among FSWs in 12 provinces of Thailand was 3.1%. CT, NG 
prevalence was 7.8%, 3.0%. In multivariate analysis between STI and selected features 
of FSWs, age of sex exchange ≤ 28 (OR = 0.34, p = 0.001), and duration of sex exchange 
(OR = 1.17, p = 0.034) were associated with HIV infection. No condom use with regular 
non-paying partner (OR = 0.42, p = 0.038) was a borderline protective factor for HIV. 
FSWs with CT, NG positive were 1.59, 1.71 times more likely to be infected with HIV 
compared to those with non-reactive CT, NG.

Conclusion: Safe sex practices including consistent condom in commercial sex must 
be re-enforced. Further study on risk factors of HIV and syphilis co-infection in the 
current HIV epidemic is needed for better prevention and control measures.
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PAPER REF 677
PROGRESSION AND SPONTANEOUS REGRESSION OF HIGH-GRADE 
ANAL INTRAEPITHELIAL NEOPLASIA IN HIV-INFECTED AND 
UNINFECTED MEN
Dr Winnie Tong 1, Dr Fengyi Jin 2, Mr Leo McHugh 3, Ms Tara Maher 1, Mr Brett Sinclair 1, A/Professor Richard Hillman 1,3, 
Professor Andrew Carr 1

1Centre for Applied Medical Research, St Vincent’s Hospital; 2Kirby Institute for Infection and Immunity in Society, 
University of New South Wales; 3Westmead Hospital, Sydney, Australia.

Background: Spontaneous regression of high-grade anal intraepithelial neoplasia 
(HGAIN) has not been reported.

Methods: We retrospectively reviewed all St Vincent’s Hospital AIN clinic patients 
through January 2011. Cohort enrolment date was the date of each participant’s first 
anal pap smear or high-resolution anoscopy (HRA). Progression was defined as having 
histologically-confirmed AIN3 with preceding lower grade histology, normal HRA, or 
negative cytology. Regression was defined as histologically-confirmed AIN3 that 
proceeded to lower-grade histology, normal HRA, or negative cytology. The most 
abnormal result was used if >1 biopsy was collected at any one HRA. For AIN3 
regression, results after referral for surgical excision of HGAIN were censored.

Results: Of 575 patients: median age 46 years (IQR 37 to 52); 99.3% men; 73.0% HIV+ 
(median HIV duration 13.8 years [IQR 6.4 to 19.8], median CD4+ count 500 cells/μL [IQR 
357 to 662], 83.5% undetectable plasma HIV viral load). Median follow-up was 1.06 
years (IQR 0.26 to 2.76). 324 (56%) patients had >1 clinic visit.

The progression rate to AIN3 was 9.69/100 person-years (PY) (95% CI 6.73-13.94). Rates 
of progression increased with increasing age (P trend=0.001). The hazard ratio (HR) for 
progression to AIN3 was higher (2.66 [95% CI 1.21-5.86]) in HIV+ vs HIV-uninfected 
(P=0.015), and 3.61 (95% CI 1.56-8.36) in HIV+ with nadir CD4+ count <200 cells/μL vs 
HIV-uninfected (P=0.003).

The regression rate from AIN3 was 63.50/100 PY (95% CI 44.12-91.37). The HR for regression 
from AIN3 was lower (0.43 [95% CI 0.19-0.97]) in HIV+ vs HIV-uninfected (P=0.042), and 
0.35 (95%CI 0.13-1.00) in HIV+ with nadir CD4+ count <200 cells/μL vs HIV-uninfected 
(P=0.049).

Conclusion: This is the first study to report spontaneous regression of AIN3, which 
was more common than progression to AIN3.

Disclosure of Interest Statement: Winnie Tong, Jeff Jin, Leo McHugh, Tara Maher and 
Brett Sinclair declare no conflicts of interest.

Richard Hillman has received travel assistance from Merck & CSL, and serves on the 
International Scientific Advisory Board for Merck.

Andrew Carr has received research funding from Baxter, Gilead Sciences, GlaxoSmithKline/
ViiV Healthcare, MSD and Pfizer; consultancy fees from Gilead Sciences, GlaxoSmithKline/
ViiV Healthcare, and MSD; lecture and travel sponsorships from Gilead Sciences, 
GlaxoSmithKline/ViiV Healthcare, and MSD; and has served on advisory boards for Gilead 
Sciences, GlaxoSmithKline/ViiV Healthcare and MSD.
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PAPER REF 393
TENOFOVIR DIRECTLY SUPPRESSES HIV-1 AND HSV-2 IN COINFECTED 
CERVICO-VAGINAL TISSUE EX-VIVO
Dr Christophe Vanpouille 1, Dr Graciela Andrei 2, Dr Andrea Lisco 1, Dr Andrea Introini 1, Dr Robert Snoeck 2, Dr Leonid 
Margolis 1, Pr Jan Balzarini 2
1Eunice Kennedy Shriver National Institute of Child Health and Human Development, National Institutes of Health, 
Bethesda, USA, 2Rega Institute for Medical Research, K.U. Leuven, Leuven, Belgium

Background: CAPRISA 004 showed that a 1% tenofovir vaginal gel was efficient in 
preventing HIV sexual transmission by 39%. Surprisingly, a 51% reduction of the risk of 
acquisition of herpes simplex virus (HSV) type 2, a common HIV-1 copathogen, which 
facilitates HIV transmission and worsens the clinical course of HIV disease, was also 
observed. This effect of tenofovir gel on HSV-2 was not anticipated, since tenofovir has 
been previously shown to exhibit minimal anti-HSV activity.

Methods: Human tissues (cervico-vaginal and tonsillar) were infected ex vivo with 
HIV-1LAI.04, HSV-1F, HSV-2G, HSV-2MS or with a combination of HIV-1 and one of the 
HSV-2 strains and then treated with tenofovir. HSV-2 and HIV-1 replication were 
respectively monitored by measuring HSV-2 viral DNA and p24gag accumulated in 
culture media over 3 days.

Results: Tenofovir suppressed replication of HSV-1F, HSV-2G and HSV-2MS in a 
dose-dependent manner with EC50s of 7 µg/ml [95% Confidence Interval (CI):10-44] 
for HSV-1F; 14 µg/ml (CI: 10-163) for HSV-2G, and 19 µg/ml (CI: 27-127) for HSV-2MS. 66 
µg/ml tenofovir reduced HSV-1F, HSV-2G and HSV-2MS replication by 99±0.1%, 87±12% 
and 91.7±3.2%, respectively, compared to infected donor matched-untreated tissues 
(p<0.01). At that concentration, no measurable tonsillar depletion of total T cells, total B 
cells or subsets of naïve and memory T-cells (n=3, p>0.4) was observed. In HIV-1/HSV-2 
coinfected tissues, 66 µg/ml tenofovir suppressed HSV-2G replication by 96±1% (n=6; 
p<0.01) and HIV-1LAI.04 by 100%.

Conclusion: Using cervico-vaginal tissue culture ex vivo that recapitulates many of the 
in vivo features, we showed that tenofovir, at the concentration achieved in topical vaginal 
application (which is substantially higher than achieved upon systemic administration), 
acts as a double-targeted antiviral agent. These data explain the inhibition of HSV-2 
observed in the CAPRISA 004 trial. Topical application of the drug is a key requirement 
for this dual preventive anti-HIV/HSV effect.
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PROFFERED PAPER SESSION - AT RISK POPULATIONS
FROM AROUND THE WORLD
TUESDAY 16 OCTOBER 2012 – 1.30PM–3.00PM

PAPER REF 481
FACTORS AFFECTING TIME TRENDS IN THE PREVALENCE OF GONOCOCCAL 
AND CHLAMYDIAL INFECTION AMONG FEMALE SEX WORKERS (FSWS) 
IN 24 DISTRICTS OF SOUTH INDIA - A MULTILEVEL MODELING ANALYSIS
Banandur P1,2, Rajaram S1,3, Thammattoor UK1,4, Tinku T1,4, Mainkar M5, Paranjape R5, Adhikary R6, Duchesne T7,8, Ramesh 
BM3, Isac S3, Moses S9, Alary M1,7,10

1 CHARME II Project, India, 2 Department of Community Medicine, Rajarajeswari Medical College and Hospital, 
Bangalore, India, 3 Karnataka Health Promotion Trust, Bangalore, India, 4 St Johns Research Institute, Bangalore, India,  
5 National AIDS Research Institute, Pune, India, 6 FHI360, Washington DC, USA, 7 URESP, Centre de recherche du CHA 
universitaire de Québec, Québec, Canada, 8 Département de mathématiques et de statistique, Université Laval, Québec, 
Canada, 9 Department of Community Health Sciences, University of Manitoba, Winnipeg, Canada, 10 Département de 
médecine sociale et préventive, Université Laval, Québec, Canada

Introduction: The impact evaluation of Avahan, the India-AIDS initiative of the Bill & 
Melinda Gates Foundation, includes the assessment of time trends in bio-behavioural 
indicators among the populations targeted by the intervention. We evaluated the impact 
of individual, contextual and program variables on the trends in the prevalence of 
infection by either Chlamydia trachomatis or Neisseria gonorrhoeae (CT/NG) between 2 
survey rounds among FSWs.

Methods: Random-effect multilevel logistic regression was performed with CT/NG as 
the outcome. Survey data from 24 Avahan intervention districts were used for individual 
variables (level one: individual). Program indicators and contextual district level 
variables were collected from the Avahan computerized monitoring and information 
system and Indian government datasets, respectively (level 2: district). To verify the 
impact of these variables on the observed CT/NG trends, interaction terms between 
significant variables and the round were considered for inclusion in the model.

Results: CT/NG among FSWs significantly decreased from 7.2% to 5.9% (Adjusted 
Odds Ratio (AOR)=0.83, 95% Confidence Interval (CI): 0.74-0.94). Increasing age 
((p-value for trend<0.0001), consistent condom use (AOR=0.78, 95%CI:0.67-0.92), and 
longer duration in sex work (p-value for trend<0.0001) were associated with lower CT/
NG prevalence. HIV (AOR=1.41, 95%CI:1.22-1.63) and Syphilis (AOR=1.54, 95%CI:1.30-1.83) 
were risk factors for CT/NG. The percentage of FSWs regularly contacted by the 
programme was associated with lower CT/NG prevalence (AOR=0.99, 95%CI:0.98-1.00). 
Strangely, there was a significant interaction between the percentage of muslim 
population at the district level and survey round, with lower decrease in CT/NG in 
districts with higher levels of muslim population (p-valueinteraction=0.045). 

Conclusion: The significant reduction in CT/NG prevalence between the two survey 
rounds and the lower risk of CT/NG corresponding to regular contact with FSW suggests 
the impact of Avahan. Such impact may however be modulated by some individual 
and contextual factors that need to be understood to better adjust the interventions.
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PAPER REF 62
THE EFFECT OF COMPREHENSIVE SEXUAL EDUCATION PROGRAM ON 
SEXUAL HEALTH KNOWLEDGE AND SEXUAL ATTITUDE AMONG 
COLLEGE STUDENTS IN SOUTHWEST CHINA
Chi, X.L.1, Hawk, J.S.2, Winter, J.S. 1 , Meeus, W. 2 
1Department of Education, University of Hong Kong, 2Research Center Adolescent Development, Utrecht University 

Introduction: The purpose of this study was to evaluate whether a comprehensive 
sexual education program for college students in Southwest China: (1) improved 
sexual health knowledge in reproduction, contraception, condom use, STDS, and HIV; 
(2) increased accepting attitudes toward LGBT individuals; and (3) altered participants’ 
attitudes toward premarital sex and monogamy. 

Methods: The program used diverse teaching methods, providing 6 sessions over a 
period of 9 weeks about sexual health knowledge and sexual attitudes to college students 
(aged 18-26) in Southwest China. Sexual health knowledge and sexual attitudes of 80 
comprehensive sexual education class students (education group) and 92 general 
mental health education class students (control group) were measured at baseline,  
the end of course (post-test), and 3 weeks after the end of course (follow-up). 

Results: There were significant effects of the program on: (1) sexual health knowledge, 
including reproductive health, contraception, condom use, and HIV/AIDS; and (2) positive 
attitudes toward sexual minorities, although these changes may require further 
reinforcement. In contrast, the program did not alter students’ attitudes about 
premarital sex or monogamy. 

Conclusion: The results are discussed in terms of recommendations of sex education 
in China, and future directions for research. 

Disclosure of Interest Statement: “The effect of comprehensive sexual education 
program on sexual health knowledge and sexual attitude among college students in 
Southwest China”. This is an original study, not previously published, and not under 
concurrent consideration elsewhere. The research was conducted in compliance with 
the ethics guidelines of the APA.
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PAPER REF 924
DOES HAVING A PEER-CONFIDANT INFLUENCE YOUNG PEOPLE IN 
RURAL SOUTH AFRICA’S HIV-RELATED KNOWLEDGE, PERCEPTIONS 
AND REPORTED SEXUAL BEHAVIOUR? – “WELL, MY FRIEND SAYS…” 
Imrie J1,2, Olivier S1, Hoddinott G1, Tanser F1, Harrison A3, Newell M-L1,4

1Africa Centre for Health and Population Studies, University of KwaZulu-Natal, Somkhele, South Africa; 2Centre for 
Sexual Health and HIV Research, Department of Infection and Population Health, University College London, 
London, UK; 3Population Studies Training Center, Brown University, Providence RI, USA; 4University College London 
Institute of Child Health, London, UK

Introduction: Sexual health interventions targeting young people often seek to 
shape peer norms and peer-mediated interventions remain popular. In rural South 
Africa, it is usually culturally expected that young people ‘should not’ discuss sex or HIV. 
We asked whether having a peer-confidant, ‘with whom you discuss sex and HIV’, 
influenced young people’s sexual health knowledge, perceptions of peers’sexual 
behaviour and their own sexual debut.

Methods: Data were drawn from a survey of 6813 (F: 3806) young people enrolled in 
48 secondary schools (aged 13-17) in rural KwaZulu-Natal, South Africa. An 80-item 
questionnaire was delivered using a cellphone-based platform (Mobenzi).Chi-squared 
results of reporting a same- or an opposite-sex confidant on 4 HIV-related knowledge 
variables and 2 sexual behaviour variables were calculated using R.

Results: More young people reported having a same-sex [F: 45.1%(1717/3806); M: 55.3% 
(1663/3007)] than an opposite-sex confidant [F: 17.7%(674/3806), M: 28.7% (863/3007)]. 
Those reporting any confidant were significantly more confident about the accuracy 
of their HIV-related knowledge(same-sex 66.0%vs 33%; opposite-sex 65.0% vs 60.5%), 
knew pregnancy could occur at first sex (same-sex 54.1%vs 46.6%; opposite-sex 56.3% 
vs 48.6%), and knew 3 lifetime sex partners was less risky than 10 (same-sex 45.8% vs 
40.1%; opposite-sex 48.8% vs 41.2%)(p<0.01in each comparison).Only those reporting 
an opposite-sex confidant were significantly more likely to report friends as their primary 
HIV/pregnancy-related knowledge source (7.7% vs 5.9%; p=0.02). Those reporting any 
confidant were more likely to believe their peers were sexually active (same-sex 37.3% 
vs 28.1%; opposite-sex 38.6% vs 31.0%) and to self-report being sexually experienced 
(same-sex 15.3% vs7.9%; opposite-sex 18.6% vs9.5%)(p<0.01 in each comparison).

Conclusions: Understanding how peer-connectedness functions in different cultures 
is an important consideration when designing interventions, but encouraging 
peer-connectedness as a singular outcome may be a double-edged sword.
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PAPER REF 926
MEDICAL MALE CIRCUMCISION: PREVALENCE, KNOWLEDGE AND 
INTENTIONS IN YOUNG ZULU MEN IN RURAL KWAZULU-NATAL, 
SOUTH AFRICA
Prof John Imrie 1, 2, Mr Graeme Hoddinott 1, Mr Stephen Olivier 1, Mr Sebastian Fuller 1, 2, Mr Kyle Jones 1, Prof Frank 
Tanser 1, Dr Abigail Harrison 3, Prof Marie-Louise Newell 1, 4

1Africa Centre for Health and Population Studies, University of KwaZulu-Natal, Somkhele, South Africa; 2Centre for 
Sexual Health and HIV Research, Department of Infection and Population Health, University College London, 
London, UK 3Population Studies Training Center, Brown University, Providence RI, USA 4University College London 
Institute of Child Health, London, UK

Introduction: Medical male circumcision (MMC) reduces HIV acquisition risk in men, 
and is being rolled-out in South Africa. There is significant demand even in communities 
without a tradition of circumcision. We examined MMC prevalence, knowledge and 
intentions in 2 samples of young Zulu men in rural South Africa. 

Methods: Data were drawn from 2 surveys: a cross-sectional survey of 3007 school-
attending men (13-17 years old) and the baseline survey of a study examining recruitment 
and retention strategies for biomedical intervention trials (235 non-school attending 
men, 18-35 years old). Three MMC questions were common to both surveys, with 1 
additional question asked of school-attending men. We explored prevalence, acceptability 
and place where procedure was performed in circumcised men, and knowledge of 
benefits and circumcision intentions in uncircumcised men. Chi-squared comparisons 
were performed in R.

Results: Overall circumcision rates were 8.4% (253/3007) in school attending men; 
6.8% (16/235) non-school attending men, with no significant difference between 
groups (p=0.46). Most circumcised men reported having the procedure, as adults, in  
a public hospital (47.2%) or private clinic (24.7%). Among uncircumcised men, 45.8% 
(1363/2973) indicated their intention to have the procedure, and of these 74.7% cited 
health benefit/preventing HIV as their main motivation. Among uncircumcised men, 
the sexually experienced men were more likely to indicate an intention to be 
circumcised than the sexually naïve men (54% vs 44%; p =<0.01). 

Conclusions: Circumcision rates among rural Zulu men are low. Circumcised men 
were willing to undergo the procedure in hospital or clinic reflects current availability, 
but nonetheless encourages the possibility of diversification of providers, while knowledge 
of health benefits and circumcision intention confirm the need for increased delivery-
capacity. That men’s intention to undergo circumcision was positively associated with 
sexual experience suggests interventions promote circumcision, particularly to those 
not yet sexually active.
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PAPER REF 351
GEOGRAPHIC AND TEMPORAL HETEROGENEITY IN HIV EMERGENCE 
AND CLIENT SOLICITATION AMONG FEMALE SEX WORKERS IN 
PAKISTAN
Thompson LH1, Mishra S2, Akhtar N, Sonia A3, Khalid N3, Emmanuel F3, Blanchard JF1

1 Centre for Global Public Health, Department of Community Health Sciences, University of Manitoba, Winnipeg, 
Canada; 2 School of Public Health, Imperial College, London, United Kingdom; 3 Canada-Pakistan HIV/AIDS 
Surveillance Project, Islamabad, Pakistan

Introduction: Evidence suggests that HIV is emerging among female sex workers 
(FSWs) across Pakistan. We sought to examine the pattern of HIV emergence and 
changes in the practice of sex work in this population.

Methods: Two cross-sectional biological and behavioural surveys of 3,647 and 3,340 
FSWs were conducted across 9 cities in 2006 and 2011. We used logistic regression to 
examine individual risk factors for HIV.

Results: There were no cases of HIV in 2006, but prevalence had increased to 0.63% 
(95% CI: 0.43-0.92) by 2011, and ranged from 0% in Peshawar and Quetta to 0.53% and 
1.9% in the relatively less conservative cities of Lahore and Karachi, respectively. In 
2011, HIV positivity was associated with recent injection drug use (adjusted odds ratio, 
AOR 4.7; 95% CI: 1.1-19.6) and the absence of program exposure (AOR 7.5; 95% CI: 1.5-39.1). 

In the more conservative cities of Quetta and Peshawar, home-based solicitation 
remained common (22.0% and 38.4% in 2011) and unchanged between rounds, while 
solicitation through mediators dropped in Quetta from 27.7% to 16.9% and from 43.2% 
to 23.8% in Peshawar. In the less conservative cities of Lahore and Karachi, the proportion 
of home-based FSWs increased from 12.2% to 43.7% and from 17.4% to 35.0%, respectively. 
Solicitation through mediators remained relatively high in Lahore (41.3%) and Karachi 
(39.9%) in 2011. 

In 2006, the use of mobile phones for solicitation varied between 9.4% in Lahore and 
33.2% in Peshawar. By 2011, phone-solicitation had increased in all cities.

Conclusion: HIV is emerging among FSWs in Pakistan, and the potential exists for early 
interventions to avert the realization of a sustained epidemic. Patterns of behavior vary 
across Pakistan and must be considered when designing HIV prevention programs. 
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PAPER REF 826
UNDERSTANDING THE LINK BETWEEN STIS AND INFERTILITY: 
PERCEIVED RISK, PERCEIVED CONTROL, AND KNOWLEDGE AMONG 
URBAN YOUTH
Dr Maria Trent1, Mrs Shang-en Chung, Dr Jonathan Ellen
1John Hopkins University School of Medicine, Baltimore, Maryland, USA

Introduction: Prior research has also demonstrated that urban youth in high STI 
prevalence communities highly value future fertility; but little is known about how 
adolescent perceptions of infertility influence protective sexual behaviors such as 
condom use. The objective of this study is to examine the relationship between 
STI-related knowledge, perceived risk for infertility, and perceived control over future 
infertility and condom use behaviors.

Methods: Household data collection was performed on 389 youth, aged 15-24 years 
residing in STI prevalent neighborhoods. Participants provided demographic and 
sexual health history information and completed the Fertility Awareness Scale (FAS) 
that contains three subscales measuring perceived risk (PR) (α=0.79) and perceived 
control (PC) over future fertility problems (α =0.68) and STI-related infertility knowledge 
(IK) (α= 0.87). Cross-sectional data were analyzed using logistic regression analyses.

Results: More than half wondered if they would be able to get pregnant in the future, 
only 43% thought that they could control fertility problems in the future. While the 
majority (61%) reported condom use at last sex, but only 36% reported consistent 
condom use. Mean FAS subscale scores were as follows: PR 6.7 (2.8), PC) 9.9 (2.7), and 
STI-related IK 1.8 (1.7). While the average knowledge score is indicative of a 50% 
knowledge accuracy, participants with higher knowledge scores were actually less 
likely to use condoms at last sex (AOR: 0.87, 95% CI0.76-0.99, p=0.03) and use condoms 
consistently (AOR: 0.81, 95% CI 0.69-0.94, p=0.007), controlling for age and gender. 
Perceived risk and control were not associated with condom use behavior.

Conclusion: There is a deficit in STI-related fertility knowledge and a disconnect between 
perceived risk and control over future fertility among urban youth. Developing novel 
strategies to convince youth that prevention of STI-related fertility issues are within 
their control may be an important next step in STI prevention.

Disclosure of Interest Statement: This work was supported by the by a grant from 
the Centers for Disease Control and Prevention, K01 DP001128.
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PROFFERED PAPER SESSION - CHLAMYDIA, 
ACCEPTABLE, AUTOMATED, AND AT HOME
TUESDAY 16 OCTOBER 2012 – 1.30PM–3.00PM

PAPER REF 688
HOME-BASED CHLAMYDIA SCREENING: A SYSTEMATIC REVIEW OF 
STRATEGIES AND OUTCOMES
Dr Muhammad Jamil 1, Dr Jane Hocking 2, Dr Heidi Bauer 3, Dr Hammad Ali 1, Dr Handan Wand 1, Miss Kirsty Smith 1, 
Dr Jennifer Walker 4, Dr Basil Donovan 1, Dr John Kaldor 1, Dr Rebecca Guy 1

1 The Kirby Institute, University of New South Wales, 2 Centre for Women’s Health, Gender and Society, University of 
Melbourne, 3 STD Control Branch, California Department of Public Health, Richmond, 4 Centre for Excellence in Rural 
Sexual Health, University of Melbourne

Background: Low chlamydia (CT) testing rates in primary-care in many countries have 
encouraged the development of screening programs in non-clinical settings. We describe 
the testing outcomes of home-based CT screening programs.

Methods: We systematically reviewed English-language literature describing CT 
screening programs with home-based self-collected specimens between 2005 and 
January 2011. The studies were grouped into program types and study medians were 
calculated. 

Results: Twenty-two programs involved the use of postal test-kits (PTKs); most were 
in Europe (59%) and targeted both male and females (73%). In seven programs, people 
were invited (phone calls/letters) to receive PTKs: a median of 37% requested PTKs, 
79% of these returned specimens, and 19% were tested overall (total tests:46225) with 
median CT positivity of 2.0%. PTKs were sent with invitation letters in five programs: a 
median of 29% of those invited were tested (total tests:15126) and median CT positivity 
was 4.6%. PTKs were ordered through internet or telephone without any direct 
invitation in four programs, but the kits were promoted through advertising strategies: 
a median of 32% returned specimens (total tests:2666) and median CT positivity was 
9.1%. Another strategy involved personnel directly inviting people to receive PTKs (4 
programs): a median of 46% people accepted PTKs, 21% of these returned specimens, 
and 9.1% were tested overall (total tests:341) with median CT positivity of 1.5%. Two 
programs involved PTKs to be picked-up from designated locations: 6765 PTKs were 
picked-up and 1167(17%) were returned overall. Two programs used combination of 
pick-up, internet and in-person invitation strategies (total tests:2395). Reminders 
(letters/phone calls/SMS/second PTK) were used (6 programs) which increased the 
specimen return rates.

Conclusions: Home-based screening programs have been established in different 
countries and use a variety of strategies. The use of internet appears to be a promising 
strategy. Reminders were shown to be important component of PTK programs.
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PAPER REF 583
CHLAMYDIA INFECTION AND THE RISK OF ADVERSE OBSTETRIC 
OUTCOMES
Dr Bette Liu 1, A/Prof Christine Roberts 2, Prof Louisa Jorm 3, Mr James Ward 1

1The Kirby Institute, University of New South Wales, Sydney, 2The Kolling Institute, University of Sydney, Sydney, 
3University of Western Sydney, Sydney

Introduction: Diagnoses of chlamydia have been increasing in young Australian 
women but there is limited information on what effect chlamydia has on the risk of 
spontaneous preterm birth and other adverse obstetric outcomes. 

Methods: A cohort study was conducted using probabilistic record linkage of two 
statutory databases in New South Wales (NSW), Australia. The NSW Midwives Data 
Collection records all births in NSW and the NSW Notifiable Conditions Information 
Management System records all diagnoses of genital chlamydia. In a cohort of women 
giving birth defined from the Midwives Data Collection, we examined the association 
between having a linked record of genital chlamydia, and three adverse obstetric 
outcomes, spontaneous pre-term birth, small for gestational age, and stillbirth using 
multivariate logistic regression. No information on chlamydia testing was available. 

Results: From 1999-2008, among 351350 primiparous women with a singleton delivery, 
14115 (4%) had a spontaneous preterm birth, 42068 (12%) had a small for gestational 
age baby and 2233 (0.6%) had a stillbirth. 3617 (1%) women linked to a record of 
chlamydia prior to their birth with the majority of diagnoses (80%) made before the 
estimated conception date. After adjusting for potential confounders including 
maternal age, socioeconomic status, Indigenous status, smoking and other notifiable 
infections there were no significant associations between chlamydia and preterm 
birth, OR=1.13, 95%CI 0.97-1.31, small for gestational age OR 0.99, 95%CI 0.89-1.09, and 
stillbirth OR=1.35, 95%CI 0.97-1.88. The effect did not vary when different intervals 
between the chlamydia diagnosis and the birth were compared. When analyses were 
restricted to a population more likely to have been tested, that is women aged <25 
years and giving birth from 2005-2008, the risk of preterm birth became significant 
OR=1.43, 95%CI 1.16-1.75. 

Conclusion: A prior history of chlamydia infection indicates a predisposition to 
spontaneous preterm birth. 
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PAPER REF 1161
ARE AUSTRALIAN GENERAL PRACTITIONERS AND PRACTICE NURSES 
EQUIPPED FOR INCREASED CHLAMYDIA TESTING? FINDINGS FROM ACCEPT
Lorch R1, Yeung A2, Hocking J2, Wood A2,Vaisey A2, Fairley CK2,3, Low N5, Donovan B1, Kaldor J1 ,Law M1, Gunn J4, 
 Temple Smith M4, Guy R1,  on behalf of the ACCEPt consortium
1 Kirby Institute, University of New South Wales, Sydney, NSW, Australia, 2 Centre for Women’s Health, Gender and 
Society, Melbourne School of Population Health, University of Melbourne, Victoria, Australia, 3 Melbourne Sexual 
Health Centre, Carlton, Victoria, Australia, 4 Department of General Practice, University of Melbourne, Victoria, 
Australia, 5Institute of Social and Preventive Medicine, University of Bern, Bern, Switzerland 

Introduction:  In Australia, chlamydia is the most common notifiable infection with 
80% of notifications in 16-29 year olds and prevalence highest in women under 25. 
The Australian Chlamydia Control Effectiveness Pilot (ACCEPt) will determine if a 
multi-faceted intervention can increase chlamydia testing from current low rates of 
around 10%, and if increased testing can reduce prevalence. To inform the intervention, 
we determined general practitioners (GPs) and practice nurses (PNs) chlamydia 
knowledge and practices.

Methods: A survey was conducted among GPs and PNs at time of clinic recruitment. 

Results: Of 607 GPs and 126 PNs enrolled in ACCEPt; 86% and 78% completed the 
questionnaire, respectively. The proportion of GPs correctly identifying the two age 
groups with the highest infection rates in women (15-19,20-24 yrs) and men (20-24,25-29 yrs) 
was 32% and 17% (GPs) and 26% and 16% (PNs), respectively. Nearly all GPs and PNs 
reported that they would test symptomatic patients <25 yrs (99%), however fewer GPs 
than PNs would offer testing to asymptomatic patients <25, including women having 
a Pap smear (55% vs. 84%); antenatal checkup (44% vs. 83%) and Aboriginal men with 
a sore throat (33% vs. 79%). Fewer GPs than PNs identified that retesting was recommended 
after a chlamydia diagnosis (86% vs. 95%); and the recommended time frame for re-testing 
was 3 months (26% vs 40%). Less than half of PNs (41%) reported involvement in chlamydia 
testing but 79% wanted greater involvement and 87% wanted further training. 

Conclusion: Our survey reveals some gaps in chlamydia knowledge and management 
among GPs and PNs that may be contributing to current low testing rates in general 
practice. PNs want to become more involved in chlamydia management in general 
practice and could help increase chlamydia testing rates.
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PAPER REF 566
RAPID DETERMINATION OF LYMPHOGRANULOMA VENEREUM 
SEROVARS OF CHLAMYDIA TRACHOMATIS BY QUANTITATIVE 
HIGH-RESOLUTION MELT ANALYSIS (HRMA)
Dr Jimmy Twin 1,2, Dr Matthew Stevens 1,2, Professor Suzanne Garland 1,2,3,4, Dr Angelo Zaia 3, Associate Professor Sepehr 
Tabrizi 1,2,3

1 The Royal Women’s Hospital, Melbourne, Australia, 2 Murdoch Childrens Research Institute, Melbourne, Australia, 
 3 University of Melbourne, Australia, 4 The Royal Children’s Hospital, Melbourne, Australia.

Introduction: Chlamydia trachomatis is an obligate intracellular pathogenic bacterium 
consisting of 15 serovars responsible for conditions such as trachoma (serovars A-C), 
genital tract infections (serovars D-K), as well as the more invasive genital infection 
lymphogranuloma venereum (LGV) (serovars L1-3). LGV infections require a more 
prolonged and intensive treatment than that for other C. trachomatis infections.  
It is therefore, clinically important to differentiate LGV cases from other chlamydia 
infections, particularly in HIV positive MSM. High-resolution melt analysis (HRMA) is  
an economical alternative to DNA sequencing and probe-based qPCR which consists 
of comparing the melt profiles of DNA containing SNPs of interest. Such assays for  
C. trachomatis exist; however rely on a lengthy nested PCR step.

Methods: A single step HRMA assay was developed to differentiate LGV causing 
serovars of C. trachomatis from other serovars, targeting a 61bp fragment of the ompA 
gene flanking a SNP at position 30 whereby LGV serovars carry a guanine and non-LGV 
serovars an adenine. Being a single step assay this HRMA is also quantitative.

Results: The detection limit of this assay was found to be approximately 10 copies per 
reaction, comparable to other qPCR based methodologies. Using a panel of known C. 
trachomatis positive clinical samples (n=32), the HRMA assay demonstrated a 93.8% 
sensitivity when compared to a commonly used qPCR methodology also targeting 
the ompA gene.

Conclusion: The HRMA assay described is the first single step HRMA to identify LGV 
causing serovars of C. trachomatis and can potentially identify mixed LGV/non-LGV 
infections. Although this assay has a sensitivity comparable to that of qPCR , it was 
primarily designed to differentiate the LGV status of known C. trachomatis positives, 
and as with other HRMA assays, are not suitable as a primary diagnostic test.
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PAPER REF 202
IS THIS ACCEPTABLE? HIGH CHLAMYDIA PREVALENCE AMONG 
YOUNG MEN IN AUSTRALIA - RESULTS FROM THE AUSTRALIAN 
CHLAMYDIA CONTROL EFFECTIVENESS PILOT (ACCEPT)
Miss Anna Yeung 1, Associate Professor Meredith Temple-Smith 2, Professor Christopher Fairley 3,4, Doctor Rebecca 
Guy 5, Professor Nicola Low 6, Professor Basil Donovan 5, Professor John Kaldor 5, Professor Matthew Law 5, Professor 
Jane Gunn 2, Associate Professor Jane Hocking 1

1 Centre for Women’s Health, Gender and Society, University of Melbourne, 2 Department of General Practice, 
University of Melbourne, 3 Melbourne Sexual Health Centre, 4 School of Population Health, University of Melbourne, 5 
Kirby Institute, University of New South Wales, 6 Institute of Social and Preventive Medicine, University of Bern

Background: Few chlamydia prevalence data for Australian men are available. ACCEPt 
is a multi-state cluster randomised trial that aims to increase annual testing in 16–29 
year-olds attending general practice to reduce the prevalence of chlamydia; measured 
at the beginning and end of the trial. We report on the baseline prevalence survey 
findings for men. 

Methods: A research assistant, placed in each clinic, recruited a consecutive sample  
of 70–100 patients aged 16–29 within each postcode (4000 patients in total). Patients 
completed a demographic and sexual behaviour questionnaire and had a chlamydia 
test. Data was analysed by age group, location and Aboriginal status, and logistic 
regression was undertaken to identify factors associated with chlamydia prevalence. 

Results: 1098 men have participated in 150 clinics in 52 areas across QLD, NSW, VIC 
and SA. 70.1% of eligible males were recruited, of which 4.4% were Aboriginal. Chlamydia 
prevalence was 4.8% (95%CI:3.6-6.3) but was 6.4% in the Aboriginal population (95%CI:1.3-
17.5); slightly higher among rural (5.1%;95%CI:3.7-6.8) than metropolitan men 
(2.6%;95%CI:0.8-6.1;p=0.1); higher in 20-24 year-olds (6.2%;95%CI:4.2-8.8) than in  
16–19 year-olds (3.9%;95%CI:1.9-7.0), or 25-29 year-olds (4.3%;95%CI:2.3-7.2). Gaps in 
knowledge were present; some were unaware that chlamydia can cause infertility 
(23.5%;95%CI:21.1-26.1), and others were unaware that chlamydia affects 5% of young 
people (34.3%;95%CI:31.6-37.2). Regression analysis found the following factors were 
associated with a chlamydia diagnosis; 3 or more new partners in the last 12 months 
(OR=3.7;95%CI:1.3-8.5) and symptoms or STI contact (OR=4.6;95%CI:1.8-11.9).

Conclusions: These results highlight that Australian men carry a significant burden of 
chlamydia infection. Current guidelines recommend testing people under 25, but the 
data shows that males 25-29 still have a high prevalence of chlamydia. Males need to 
be targeted for testing if we are to have a chance at reducing the prevalence of 
chlamydia in young people. 
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PAPER REF 165
AUTOMATED, COMPUTER GENERATED REMINDERS INCREASE 
DETECTION OF GONORRHOEA, CHLAMYDIA AND SYPHILIS IN MEN 
WHO HAVE SEX WITH MEN
Submitted by Mr. Huachun Zou
Mr Huachun Zou 1, Prof. Christopher Fairley 1,2, Dr. Rebecca Guy 3, Dr. Jade Bilardi 4, A/Prof. Catriona Bradshaw 1,2,  
Prof. Suzanne Garland 5,6, A/Prof. Marcus Chen 1,2

1 Sexual Health Unit, School of Population Health, University of Melbourne, 2 Melbourne Sexual Health Centre, Alfred 
Health, 3 Kirby Institute, University of New South Wales, 4 Department of Epidemiology and Preventative Medicine, 
Monash University, 5 Department of Microbiology and Infectious Diseases, Royal Women’s Hospital, 6 Department of 
Obstetrics and Gynaecology, University of Melbourne

Introduction: Guidelines recommend at least annual screening of men who have sex 
with men (MSM) but few clinic-based interventions have been shown to increase detection 
of bacterial sexually transmitted infections (STIs) among MSM.

Methods: We examined the effect of a fully automated, computer generated text message 
and email reminder service utilising computer assisted self interview on testing and 
detection of STIs among MSM attending a sexual health service. We compared clinic 
visits, testing rates and detection of STIs between men who received the reminders 3 
monthly to men who were not offered the reminders (controls) over a 12 month period.

Results: Compared to the controls (n=978), men receiving the reminders (n=587) were 
more likely to re-attend within 12 months (89.5% vs 70.8%, p < 0.001) and a higher 
proportion were tested for: pharyngeal gonorrhoea (67.0% vs 33.6%, p < 0.001 ), rectal 
gonorrhoea (62.7% vs 31.1%, p < 0.001), urethral chlamydia (67.3% vs 39.3%, p < 0.001 ), 
rectal chlamydia (62.9% vs 31.3%, p < 0.001 ), syphilis (67.0% vs 39.3%, p < 0.001) and 
HIV (64.9% vs 36.7%, p < 0.001). Compared with controls, men receiving reminders had 
a higher detection rate for: rectal gonorrhoea (3.7% vs 1.2%, p = 0.001), urethral chlamydia 
(3.1% vs 1.4%, p = 0.027), rectal chlamydia (6.6% vs 2.8%, p < 0.001), and early, latent 
syphilis (1.7% vs 0.4%, p = 0.008).

Conclusion: To our knowledge this is the first controlled clinical intervention that is 
associated with increased detection of chlamydia, gonorrhoea and syphilis among 
MSM. The reminder system was fully automated requiring no staff support. 
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PAPER REF 938
MYCOPLASMA GENITALIUM: INCIDENCE IN MEN PRESENTING TO  
A PUBLIC SEXUAL HEALTH CLINIC
Dr Tonia Mezzini 1, Dr Russell Waddell 2, Dr Robert Douglas 3, Dr Tania Saldon 4

1 Clinic 275 Royal Adelaide Hospital, 2 Clinic 275 Royal Adelaide Hospital, 3 Sports Medicine SA 4 IMVS, Flinders 
Medical Centre

Introduction: Mycoplasma genitalium was first reported as a cause of non-gonococcal 
urethritis (NGU) in men in the early 1980s. We aimed to determine, amongst symptomatic 
male patients presenting to the clinic, the incidence of M. genitalium infection, and the 
clinical, demographic and microbiological factors associated with M. genitalium infection. 

Methods: From May 2007 - June 2011, men presenting to the clinic with symptoms of 
urethritis were identified and underwent urethral swab, which was microscopically 
assessed for urethritis. A first void urine sample was tested for Chlamydia trachomatis 
and Neisseria gonorrhoeae using the Aptima Combo-2 assay. A portion of the urine 
sample was sent for PCR analysis for M. genitalium. 

Results: 1182 men were eligible for the study, and 96 men (8.1%) tested positive for M.
genitalium. Men identifying as solely MSM constituted 16.3% (n=193) of the sample. Their 
infection rate was 3.1% (n=6). The infection rate for MSW men was 9.1%. For all men, the 
M.genitalium co-infection rate was 14.6% (n=14) with C.trachomatis and 3.1% (n=3) with N. 
gonorrhoeae. Co-variates of potential influence upon M.genitalium infection were analysed 
by univariate analysis. We determined that five (of 17) investigated predictors were 
significantly associated with M.genitalium infection, namely urethral discharge, positive 
urethral smear, identification as exclusively heterosexual, and lack of co-infection with 
C.trachomatis or N.gonorrhoeae. Surprisingly, there was no association of M.genitalium 
infection to previous STD, nor the number of sexual partners.

Conclusion: In Adelaide, M.genitalium is an uncommon STD amongst men symptomatic 
for urethritis, and is primarily an infection of MSW men. 
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CHINA: STI CONTROL IN THE WORLD’S MOST POPULOUS  COUNTRY

PAPER REF 4866
CHINA: BARRIERS TO STI CONTROL IN THE WORLD’S MOST POPULOUS 
COUNTRY
Xiang-Sheng Chen1

1National Center for STD Control, Nanjing, China

Sexually transmitted infections (STIs), particularly syphilis, have made a strong resurgence 
in China at a rate faster than any other country since 1980s. In addition to a series of national 
programmes and work plans to control HIV/AIDS, the Chinese Ministry of Health released 
the national 10-year plan for prevention and control of syphilis in China. Although increasing 
efforts to prevent and control STI epidemic have been made through the national and 
local programmes, there are still many barriers to the implementation of these programmes. 
The barriers mainly include those at programming and implementation levels. The 
barriers at programming level include: poor cooperation between departments and 
poor accountability of the participating agencies in health system, and inadequate 
financial commitment and poor capacities to implementation of the programmes at 
the programing level; and those at implementation level include: poor access to the 
hard-to-reach populations who have high prevalence of STIs, such as men who have 
sex with men (MSM) and female sex workers (FSWS) working in the low-tier sex work 
venues, low affordability to STI medical care, lack of trust between targeted population 
and public health and medical care providers, social stigma and concerns on confidentiality, 
and lack of micro-environment to support delivery of intervention and care. Further studies 
are needed to clarify these barriers and their impact on implementing the prevention and 
control strategies, and provide evidence to develop the control programme in China.
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PAPER REF 1199
BARRIERS TO STI CLINICAL SERVICES FOR MSM IN SOUTH CHINA:  
A HEALTH SERVICE INVESTIGATION
Li-Gang Yang1

1Guangdong Provincial Center for Skin Disease and STI Control, Guangzhou, China

Background: MSM are a most-at-risk population for sexually transmitted infections in 
China with high incidence of HIV and syphilis infection. . This study aimed to evaluate 
sexual health clinical services for MSM in Guangdong Province, a southern coastal 
province in China.

Methods: In each of the 21 cities in Guangdong Province, one general hospital and 
one local STD control center were contacted to collect information about MSM sexual 
health clinical services. Questions included items about staff MSM sexual health training, 
availability of proctoscopy, availability of male condoms/lubricants, MSM pamphlets, 
and rectal smear experience. Data was collected through telephone interviews. 

Results: 37 medical settings participated in the study. 18 were from general hospitals 
and 19 were from local STD control centers. Among medical settings that participated, 
12 (32%) reported any staff MSM sexual health training, 10 (27%) medical settings reported 
having proctoscopes available, 10 (27%) reported having male condoms and lubricants, 
5 (14%) medical settings reported having pamphlets designed for MSM, and 8 (22%) 
reported having performed a rectal smear in the past six months.

Conclusion: The current sexual health clinical service for MSM is inadequate in Guangdong 
Province. Comprehensive measures which include training and guideline development 
are needed to meet the growing needsfor high-quality MSM sexual health services.
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PAPER REF 1143
TECHNICAL ASSISTANCE FOR STI CONTROL: TIME FOR A RE-THINK?
Neilsen G1, Young F2
1 Consultant, Thailand; 2 RTI International, Thailand

Introduction: Technical assistance (TA) for STI control in developing countries is 
usually donor-funded, provided by expatriate advisors through multi-lateral agencies 
or international NGOs, and informed by global or regional clinical guidelines adapted 
for use at national level. STI control is a reflection of the status of health systems, and 
improvements also mirror general health system strengthening efforts.

Issues: STI-specific program funding has declined relative to HIV programming and 
also been affected by the global financial crisis. Global development assistance agreements 
have shifted emphasis to indigenous country ownership. While local capacity has 
often been improved, higher-level issues, such as governance, thwart improvements 
elsewhere. Clinical supervision is weak or absent in most settings. Superficial TA by 
‘parachute’ advisors fails to address structural barriers to STI programming.

Findings from randomised controlled trials of STI interventions for HIV prevention 
reduced donor and government support for STI programming, and other strong 
evidence was sidelined. 

Recent advances in STI control such as periodic presumptive treatment are often 
rejected or unsupported, while syndromic management is inappropriately applied, 
and ano-rectal infections are ignored. Targeted STI interventions with priority 
populations remain ‘boutique’ models and rarely replicated to scale. Awareness of 
emerging threats, such as untreatable gonorrhoea, is low, responses largely absent, 
and relevant laboratory capacity declining. Development of rapid point-of-care 
diagnostics remains limited. 

Program inertia has prevented innovation (e.g., rights-based approaches; voucher 
programs; expedited partner treatment; rapid response teams addressing violence 
against sex workers, men who have sex with men, and transgenders), and responses 
to changing community realities (e.g., the need to shift from venue-based outreach to 
mobile phones and the internet; and increases in gender-based violence). 

Conclusions: STI control may decline unless these issues are addressed. Advocacy for 
policy changes supporting STI control must be strengthened. STI TA needs and 
outcomes must be better evaluated with specific indicators.
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PAPER REF 1165
DRUGS, SEX AND HARM REDUCTION IN THE ASIA PACIFIC REGION
Power R1

1Burnet Institute, Melbourne

Globally, around 16 million people inject drugs and 3 million are living with HIV. On average, 
one out of every ten new HIV infections is attributed to injecting drug use and in some 
countries over 80 per cent of all HIV infections are related to drug use. Yet, drug use 
cannot be viewed in isolation when it comes to public and sexual health. Notably, 
high risk drug taking practices impact on sexual health in a number of ways: selling 
sex to raise money for drugs; substance use and sexual and domestic violence; the 
disinhibiting effects of certain drugs. This presentation will focus on the Asia-Pacific 
region, where the complexities of the relationships between sexual behaviour and 
drug use will be explored. It will examine the international evidence for harm reduction 
and its application to the Asia-Pacific region. Drawing on contemporary research from 
countries in South-East and Central Asia, as well as the Pacific, we will note the way in 
which harm reduction approaches need to be tailored to target established and emerging 
drug patterns and related harms to health. For instance, the use and impact of home-brew 
in PNG is markedly different to injecting heroin in Indonesia in terms of sexual and 
drug risk behaviours and the resulting interventions. A number of key contemporary 
issues will be examined through the use of case studies. This will include AusAID’s HIV 
prevention program in Indonesia to illustrate the role and value of a comprehensive 
multi-sectoral harm reduction approach, and the way in which the Pacific Drug and 
Alcohol Research Network is bringing researchers and practitioners together to 
address neglected issues. The key question, one that has been on the agenda for 
more than a quarter century, is why is harm reduction still struggling to successfully 
address sexual risk among drug users? . 
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SYMPOSIUM SESSION - TYPING AND SEQUENCING METHODOLOGIES
TUESDAY 16 OCTOBER 2012 – 3.30PM–5.00PM

PAPER REF 1140
TYPING OF STI PATHOGENS: WHAT IS THE PUBLIC HEALTH BENEFIT?
Ison CA1

1Health Protection Agency, London, UK

Background: Molecular typing, using discriminatory methods, has been used  
to compliment epidemiological data and provide enhanced data for monitoring 
antimicrobial resistant strains, sexual networks and investigation of evolutionary relatedness 
for the bacterial STIs. This has been more successful for Neisseria gonorrhoeae, which is 
genetically variable and diverse, than for Chlamydia trachomatis or Treponema pallidum, 
which are more conserved. Nevertheless, the majority of the studies have been 
retrospective and their utility for public health puroposes is unclear. 

Methods: Typing of isolates of N. gonorrhoeae was used to test the hypothesis that 
molecular epidemiological studies could be useful for public health control. Gonococcal 
isolates collected as part of a national and a regional surveillance programme for 
antimicrobial resistant gonorrhea, were typed using NG-MAST (N. gonorrhoeae-multi 
antigen sequence typing). Typing data were combined with antimicrobial susceptibility 
and patient demographic data, where available. 

Results: Selection of gonococcal isolates exhibiting decreased susceptibility (DS) to 
cefixime (n=416) from the national surveillance in England and Wales identified 39 
sequence types, of which 92.3% (384/416) belonged to Genogroup1407 (G1407), 
consisting primarily of ST1407 (333/416) or closely related STs (51/384), of which 
predominantly 87% (305/350) were from men who have sex with men (MSM). Typing 
of all gonococcal isolates from 21 countries across Europe also showed that G1407 was 
associated with DS to cefixime, was present in 20 of the 21 countries, and accounted 
for 23% of all isolates. G1407 was significantly higher among MSM but was also 
widespread in the heterosexual population. 

Conclusion: Typing has shown the dissemination of a gonococcal strain widely across 
Europe exhibiting decreased susceptibility to a therapeutic agent of choice. Targeting 
of isolates only exhibiting DS cefixime gave valuable data but lacked context whereas 
typing of all isolates allowed a greater understanding of the molecular epidemiology 
and will inform interventions.
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PAPER REF 1242
ADVANCES IN MOLECULAR TYPING OF NEISSERIA GONORRHOEAE 
AND CHlAmydIA TRACHOmATIS ISOLATES
Dillion J1

1International Vaccine Center (VIDO-InterVac), University of Saskatchewan
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PAPER REF 1243
WHAT CAN WE LEARN ABOUT CHlAmydIA TRACHOmATIS FROM 
WHOLE GENOME SEQUENCING: LOOKING AT THE INTERRELATIONSHIPS 
OF OCULAR AND GENITAL SEROVARS AT THE GENOME LEVEL
Harris SR1, Clarke IN2 , Seth-Smith HMB1 , Solomon AW3 , Cutcliffe L2 , Marsh P2, Skilton RJ2, Holland MJ3, Lewis DA3,7,8, 
Spratt B5, Unemo M6, Parkhill J1, Thomson NR1 
1 Pathogen Genomics, The Wellcome Trust Sanger Institute, Wellcome Trust Genome Campus, 2 Molecular Microbiology 
Group, University Medical School, Southampton General Hospital, 3 Department of Clinical Research, Faculty of Infectious 
and Tropical Diseases, London School of Hygiene and Tropical Medicine, 4 Chlamydia & Molecular Laboratory, Department 
of Clinical Microbiology, University College Hospitals NHS Foundation Trust, The Windeyer Institute of Medical Sciences,  
5 Department of Infectious Disease Epidemiology, Imperial College. London, St. Mary’s Hospital Campus, 6 National 
Reference Laboratory for Pathogenic Neisseria, Department of Laboratory Medicine, Clinical Microbiology, Örebro 
University Hospital, 7 Sexually Transmitted Infections Reference Centre, National Institute for Communicable Diseases 
(NHLS), 8 Department of Internal Medicine, University of the Witwatersrand

Background: Chlamydia trachomatis is an important human pathogen, responsible 
for diseases ranging from trachoma to sexually transmitted infections that cause 
substantial morbidity and economical cost in developed as well as developing countries. 

Methods: We sequenced and analysed whole genome sequences from representative 
isolates of the trachoma (ocular and genital tract serotypes) and lymphogranuloma 
venereum (LGV) biovars to determine a detailed phylogeny of this species to provide  
a better understanding of the nature and diversity of C. trachomatis isolates.

Results: From our data it is clear that the ompA gene, which is the basis for most 
epidemiological investigations, is in many instances a chimera that can be exchanged 
in part or whole, both within and between biovars regardless of whether they cause 
ocular or sexually transmitted infections. Moreover we provide evidence for both exchange 
of and recombination within the cryptic plasmid, also an important diagnostic target. 
We have used our phylogenetic framework to show conclusively that the epidemic 
spread of C. trachomatis, exemplified by LGV L2b, can be driven by the clonal expansion 
from a single source and more broadly how genetic exchange has manifested itself in 
naturally circulating ocular, genital tract and LGV C. trachomatis isolates.

Conclusion: Our genome wide analysis shows that predicting phylogenetic relationships 
using the small number of genetic targets traditionally used to type Chlamydia, 
effectively masks our understanding of the true diversity of this species because of 
extensive recombination.
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SYMPOSIUM SESSION – HPV
TUESDAY 16 OCTOBER 2012 – 3.30PM–5.00PM

PAPER REF 1151
GENITAL WARTS IN YOUNG AUSTRALIANS: PAST, PRESENT & FUTURE
Ali H,1 Guy RJ,1 Fairley CK,2,3 Read T,2 Wand H,1 Regan D,1 Grulich AE,1 Donovan B1,4

1 The Kirby Institute, The University of New South Wales, 2 Melbourne Sexual Health Centre, 3 School of Population 
Health, University of Melbourne, 4 Sydney Sexual Health Centre, Sydney Hospital, Sydney, NSW, Australia.

Introduction: The national human papillomavirus (HPV) vaccine program commenced 
in 2007. We assessed the population effect of the vaccine program on genital warts 
diagnosed in sexual health clinics and treated in hospitals. 

Methods: We calculated the proportion of patients diagnosed with genital warts using 
data collated from eight sexual health services across Australia. The analysis was restricted 
to Australian-born patients. We also calculated the annual number of in-patient 
treatments for genital warts using Medicare data. 

Results: After 2007, there was a 92.6% decline in proportion of <21 year old women and 
72.6% decline in proportion of 21-30 year old women diagnosed with genital warts at 
sexual health services. There was an increase in the proportion of >31 year old women 
diagnosed with warts. There was a decline in proportion of heterosexual men diagnosed 
with genital warts in all age groups: 81.8% decline <21 year olds, 51.1% decline in 21-30 
year olds and 9.4% decline in >30 year old men. The numbers of inpatient treatments 
followed comparable trends with an 85% decline after 2007 in treatments for vulval/
vaginal warts in 15-24 year old women, 33.3% decline in 25-34 year old women and no 
decline in 35-44 year old women. Similarly, there was a 70.6% decline in treatments for 
penile warts in 15-24 year old men and a 59% decline in 25-34 year old men but no 
decline in men aged 35-44 years.

Conclusion: The marked decline since 2007 in the proportion of young women diagnosed 
with genital warts at sexual health services and also in in-patient treatments is attributable 
to the HPV vaccine program.The declines in heterosexual men and unvaccinated women 
probably reflect herd immunity. The recently approved male vaccine program could 
lead to near disappearance of genital warts in young people in Australia. 

Disclosure: The study was funded by CSL Biotherapies. 
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PAPER REF 1244
OPTIMIZING CERVICAL SCREENING IN THE CONTEXT OF HPV 
VACCINATION
Saville M1

1Victorian Cytology Service Inc

Cervical cancer is caused by Human Papillomavirus and can be prevented 
(secondarily) through cervical screening and now (primarily) through HPV vaccination.

The development of the HPV vaccine, together with the development of new technologies 
for screening have necessitated a rethink of approaches to cervical screening.  

Evidence in relation to alternative screening strategies is emerging at a rapid pace and 
this evidence should feed into any review of the role of screening in the new context.  

This presentation will review the most important new evidence related to primary 
screening with HPV and will also outline the proposed approach for moving forwards, 
guided by review of existing evidence and  modelling.  The presentation will also 
address the need for ongoing research.
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PAPER REF 1232
OROPHARYNGEAL CANCER AND THE ROLE OF HPV
Hocking JS1

1Centre for Women’s Health, Gender and Society, Melbourne School of Population Health, University of Melbourne.

Cancers of the head and neck arise from the mucosa lining the oral cavity, oropharynx, 
hypopharynx, larynx, sinonasal tract and nasopharynx and have a considerable burden 
worldwide, representing the fifth most common cancer in 2008. Tobacco use and alcohol 
consumption are known risk factors for many of these cancers, but more recently human 
papillomavirus (HPV) infection has been found to be strongly associated with cancers of 
the oropharynx (including base of tongue and lingual tonsil, tonsil and Waldeyer’s ring).  

While the incidence of head and neck cancers associated with tobacco and alcohol 
consumption has decreased considerably in the developed world, the incidence of 
oropharnygeal cancers has increased, with rates increasing in Australia between 1982 
and 2005 by an annual percentage increase of 1.04% (95%CI: 0.40%, 1.68%) for females 
and 1.42% (95%CI: 1.08%, 1.76%) for males.  The proportion of oropharyngeal cancers 
that are HPV DNA positive has also been increasing throughout the developed world, 
with over 80% of HPV DNA positive cancers containing HPV16.  HPV DNA positive head 
and neck cancers are associated with younger age and higher numbers of sexual 
partners, but are less associated with tobacco smoking compared with HPV DNA 
negative cancers.

Given the aetiologic role of HPV in oropharyngeal cancers, it is possible that the incidence 
of these cancers may decline following HPV vaccination. If, as epidemiological data 
strongly suggests, genital –oral contact is an important route of HPV16 transmission 
into the oropharynx, then a falling exposure to genital HPV infection due to widespread 
vaccination may reduce the likelihood of HPV16 transmission, the risk of subsequent 
persistence and eventually cancer of the oropharynx.  
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ORAL ABSTRACTS 
WEDNESDAY 17 OCTOBER 2012
PENELOPE LOWE TRAINEE UPDATE BREAKFAST 
WEDNESDAY 17 OCTOBER 2012 – 7.00AM–8.30AM

PAPER REF 1171
SEX OR DRUGS: WHAT’S GOING TO KILL YOU FIRST?  
A CASE STUDY OF HARM MINIMISATION
Towns J1

1Victorian Institute of Forensic Medicine

The case is of a 21 year old MSM who presented to a Young Persons’ Sexual Health 
Clinic for a STI screen and concerns about some genital lesions. An apparently simple 
clinical consultation was complicated by a history that revealed the overlapping 
vulnerabilities of youth, unemployment, concurrent use of multiple drugs, multiple 
sexual partners and lack of safe sexual practices.

This case demonstrates the importance of taking a thorough psycho-social-sexual history 
and how the overlapping vulnerabilities of this patient led to high-risk behaviour with 
significant potential risks of HIV acquisition, as well as other health and safety concerns. 

An overview of the emerging “legal high” synthetic drugs, their pharmacology, 
toxicology, interactions with commonly prescribed medications and shifting legal 
status will also be presented.
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PAPER REF 1168
DELAYED DIAGNOSIS OF SECONDARY SYPHILIS: TWO BIOPSIES AND 
THREE ORGANS 
Bopage R1

1Prince of Wales Hospital, Randwick NSW and Prince of Wales Clinical School, University of New South Wales, Australia. 

A previously well Caucasian man in his sixties presented with abdominal bloating and 
lethargy. He underwent panendoscopy revealing mild gastritis. He was treated with 
esomeprozole. Liver function tests were abnormal with elevation of both alkaline 
phosphatase and gamma glutamyl transferase. Antinuclear antibodies were detected 
(speckled pattern) and antibodies to extractable nuclear antigen (SSB) were present. 
Liver biopsy revealed active lobular and portal hepatitis. He was treated with 
ursodeoxycholic acid for possible primary biliary cirrhosis. 

He also had renal failure with heavy proteinuria and hypoalbuminaemia. Renal biopsy 
revealed membranous glomerulonephritis that was treated with high dose prednisolone 
for several weeks and complicated by hyperglycaemia, which was treated with gliclazide. 
Two weeks later he developed bilateral visual loss with visual acuity reduced to hand 
movements only. He was diagnosed with anterior uveitis. He requested testing for 
sexually transmissible infections (STIs) as he had unprotected sexual intercourse with 
men and women overseas some months earlier. Syphilis serology was reactive with a 
rapid plasma reagin (RPR) titre of 1:256. He was referred for further management and 
treated with intravenous benzyl penicillin 1.8g q4hourly for 14 days. His visual acuity 
improved and liver function, kidney function and proteinuria normalized. The 
prednisolone was weaned. 

Simultaneous acute hepatitis and nephrotic syndrome in secondary syphilis is an unusual 
rare finding. Although rarely reported, this case highlights syphilis as an important 
differential diagnosis of nephrotic syndrome and hepatitis. This patient had a number 
of invasive investigations, complications secondary to treatment and a delayed 
diagnosis of syphilis. 

This case illustrates the importance of serological testing for STIs that mimic other 
conditions before invasive diagnostic tests and the importance of sexual history taking. 
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PAPER REF 1169
TRICHONIASIS VAGINALIS IN A PREPUBESCENT CHILD WITH NO 
DISCLOSURE OF SEXUAL ASSAULT - CASE PRESENTATION AND 
LITERATURE REVIEW
Hayward J1

1Sexual Health and Sexual Assault Service, Wellington, New Zealand.

A Sexual Health and Sexual Assault Service was approached by the police to review 
contacts of a prepubescent girl who had Trichomonas vaginalis but who had made no 
disclosure of sexual assault. Two of the contacts tested positive for Trichomonas. There 
were many issues that arose in this case including:

• Explaining the significance and implications of positive and negative tests in this 
context to a range of people and agencies including the people being reviewed, 
the police, the statutory child protection agencies and potentially lawyers, judge 
and jury.

• Liaison and coordination between all the different agencies and health care 
professionals involved.

• The importance of close liaison between the clinician and the laboratory team so 
that the appropriate testing is carried out. In this case confirmatory molecular tests 
had to be conducted overseas.

• The logisitics of conducting this type of consultation and testing, including chain of 
evidence procedures.

The presentation will include a literature review with respect to Trichomonas vaginalis 
in the setting of child sexual assault with reference to the above issues.
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PAPER REF 1170
ANAL CANCER IN HIV POSITIVE MSMS: IT’S TIME TO RESTART THE 
CONVERSATION
Ong J1

1Melbourne Sexual Health Centre. School of Population Health, University of Melbourne

Background: Anal cancer is a growing problem. Like cervical cancer, it is caused by 
Human Papillomavirus (HPV) infection. In the general population, anal cancer is 
uncommon, with age-standardized incidence rates between 1 and 2 per 100,000 per 
year. However anal cancer rates are highest in men who have sex with men (MSM) 
particularly those with HIV infection (with estimated incidence of 100 per 100,000 or 
more), reaching a level where urgent attention is needed.

Case: PC is a 49 years old HIV positive cabinet -maker who was diagnosed with a T2N0 
squamous cell carcinoma of the anus. He developed an anal lump in 2010 that was 
treated as an anal wart for 5 months before a diagnostic biopsy confirmed anal cancer. 
He completed definitive chemo-radiotherapy but suffered significant complications 
with this treatment. Despite excellent HIV care for the last 23 years, no one had spoken 
to him about his increased risk for anal cancer. 

For discussion: 

Anal cancer trends in HIV

Primary prevention of anal cancer

Secondary prevention of anal cancer: how do we screen for anal cancer?
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HIV/AIDS CONFERENCE OPENING AND 
JOINT CONFERENCE PLENARY 
WEDNESDAY 17 OCTOBER 2012 – 8.30AM–10.10AM

PAPER REF 1101
AN APPROACH TO VACCINES FOR HIGHLY VARIABLE PATHOGENS
Burton, DR1

1Dept of Immunology and Microbial Science, Center for HIV/AIDS Vaccine Immunology and Immunogen Discovery, 
and IAVI Neutralizing Antibody Center, The Scripps Research Institute, La Jolla, CA, USA
Ragon Institute of MGH, MIT and Harvard, Boston, MA, USA

Highly antigenically variable viruses such as HIV, HCV and influenza virus present 
problems for the development of vaccines. In particular, it is likely that effective vaccines 
will need to induce broadly neutralizing antibodies. A subset of individuals with these 
viruses typically generate such antibodies over time and these antibodies can provide 
vital clues as to the design of immunogens and immunization strategies in rational 
approaches to vaccine design. Such approaches will be discussed.

No pharmaceutical grants were received in the development of this study.
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PAPER REF 1216
THE GLOBAL FUND: PRESENCE AND IMPACT IN THE ASIA-PACIFIC REGION
Mr Bill Bowtell AO1

1Executive Director, Pacific Friends of the Global Fund to Fight AIDS, Tuberculosis and Malaria. Sydney; Australia

Background: Since its creation in 2002, the Global Fund to Fight AIDS, Tuberculosis and 
Malaria (the Global Fund) has become the most significant public- private partnership 
in addressing the burden of HIV & AIDS within low-and-middle income countries. The 
Global Fund is the largest donor for antiretroviral therapy in the Asia-Pacific region and it 
is estimated that the services supported and delivered by its grants have directly saved 
the lives of more than 3 million people. 

Methods: The presentation will provide a brief overview of the work of the Global Fund. 
It will briefly explore the financing of the Global Fund, as well as its estimated macro-impact 
within the Asia-Pacific region. The presentation will also consider factors surrounding 
the future financial replenishment of the Global Fund in the period of 2014- 2016.

Results: As of 2011, the Global Fund had approved $US 22.9 billion in 151 countries. 
Between the years 2002-2010, US$2.4 billion was approved by the Global Fund for HIV 
grants in the Asia-Pacific region. As of 2009, the Global Fund provided the 23 countries 
in the Asia-Pacific region with 37 per cent of the international financing for HIV and has 
committed approximately one-third of its allocations towards prevention activities. The 
cancellation of the Round 11 funding cycle has resulted in $US 2.2 billion outstanding 
donor pledges, though the extent of this impact within the Asia-Pacific region, in both 
financial and epidemiological terms; has not been fully estimated.

Conclusions: The Global Fund has been integral to the reduction of new HIV infections 
in the Asia-Pacific region and continues to be a significant conduit in the treatment and 
prevention of the disease. However, the effects of the European financial crisis, the 
outcomes of the 2012 US presidential elections and official development assistance 
budgets necessitate renewed efforts to support future financing of the Global Fund.

Disclosure of Interest Statement: Pacific Friends of the Global Fund to Fight AIDS, 
Tuberculosis and Malaria receives no financial support or oversight from the Global 
Fund Secretariat. The opinions expressed within this presentation are solely those of  
the presenter and do not necessarily represent those of the Global Fund Secretariat. 
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PAPER REF 1102
THE NEW ERA OF HIV TREATMENT AS PREVENTION: WILL BEHAVIOR 
TRUMP BIOLOGY?
Kalichman S1

1 University of Connecticut  

HIV prevention relies on integrating biomedical technologies with behavior change 
strategies. The most established biomedical technologies to avert HIV infection are 
sterile syringes, antibody tests, and condoms. It is well known that these tools are most 
effective when delivered through effective behavioral interventions. At the forefront of 
HIV prevention is the use of antiretroviral therapies (ART) for reducing HIV infectiousness. 
In addition, uninfected persons may be protected by prophylactic use of ART. Following 
the path of previous biomedical technologies, the scale-up of ART as prevention faces 
the humbling realities of human behavior. Treatment for prevention requires strict 
adherence. Furthermore, treatments for prevention may result in individuals compensating 
for perceived lower-risk by increasing risk behaviors. Finally, contracting co-occurring 
sexually transmitted infections undermines treatment as prevention by increasing 
infectiousness as well as susceptibility to HIV. The future of HIV prevention therefore 
depends on the successful integration of ART with behavioral interventions to maximize 
adherence, reduce risk compensation, and prevent sexually transmitted co-infections. 
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PAPER REF 1103
PROSPECTS FOR AN HIV CURE 
Steven G. Deeks, MD1

1Department of Medicine, University of California, San Francisco, SF CA USA

For motivated individuals with access to antiretroviral drugs, modern regimens can 
indefinitely reduce the amount of circulating virus to very low levels, which in turn 
results improved immunologic and clinical health. This therapeutic approach requires 
life-long adherence to expensive and potentially toxic antiretroviral drugs, which his not 
feasible for a large proportion of the global population. As a consequence, there is now 
intense interest in developing novel approaches to curing HIV infection. Several mechanisms 
contribute to HIV persistence during therapy, including chromatin silencing, homeostatic 
proliferation, suboptimal anti-HIV immune response and perhaps ongoing HIV replication. 
Each of these mechanisms is amenable to therapeutic intervention. Indeed, several pilot 
studies aimed at reducing the size of the reservoir are now ongoing, as will be discussed. 
Although the chances for developing a safe affordable and scalable cure in the next few 
years are remote, there is growing optimism that a concerted international collaborative 
effort could eventually result in an effective cure.W
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JOINT SYMPOSIUM SESSION - ANAL CANCER 
WEDNESDAY 17 OCTOBER 2012 – 11.00AM–12.30PM

PAPER REF 1213
PLACE OF SCREENING USING CYTOLOGY AND HRA
Palefsky J1

1University of California

The incidence of anal cancer is increasing by about 2% per year in the general population 
among both men and women. However, certain groups are known to be at particularly 
high risk, including men who have sex with men (MSM), HIV-positive men and women 
and those with other sources of compromised immunity, and women with a history of 
cervical or vulvar cancer. HPV vaccination with the quadrivalent HPV vaccine has been 
shown to prevent persistent anal HPV infection with vaccine types and AIN among MSM 
in randomized controlled trials and vaccination of both women and men is approved 
in several countries as a primary prevention approach for anal cancer. However, secondary 
anal cancer prevention approaches need to be considered for those in whom HPV 
exposure has already occurred. The most direct method to identify the anal cancer 
precursor, high-grade anal intraepithelial neoplasia (HGAIN) is through high resolution 
anoscopy (HRA). The prevalence of HGAIN is high enough in some at-risk groups such 
as HIV-positive MSM that HRA could be considered as the diagnostic method of 
choice. However, there are insufficient resources to allow this, and we have therefore 
recommended using anal cytology as a triage method to determine who is sent to 
HRA, with those with high-grade squamous intraepithelial lesions on cytology having 
the highest priority. Like cervical cytology screening, anal cytology screening has 
limited sensitivity, specificity and predictive value in identifying those with HGAIN. 
Several important questions remain to be addressed including determining the role  
of adjunctive tests to cytology in the screening algorithm; determining the efficacy of 
different approaches to clearing HGAIN, and most importantly determining the efficacy 
of HGAIN treatment in reducing the incidence of anal cancer. Given the known risk of 
progression to cancer of HPV-associated high-grade lesions and the benefits of treating 
these lesions at other anatomic sites, the high incidence of anal cancer in at-risk groups, 
and the low morbidity of office-based treatment, the UCSF approach is to treat HGAIN 
among these at-risk groups until the results of efficacy studies are available. 
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PAPER REF 1253
THE EPIDEMIOLOGY OF ANAL HUMAN PAPILLOMAVIRUS, PRE-
CANCEROUS LESIONS, AND CANCER: IMPLICATIONS FOR ANAL 
CANCER SCREENING
Andrew Grulich
HIV Epidemiology and Prevention Program, Kirby Institute, UNSW

As an anogenital cancer caused by HPV, anal cancer has many factors in common with 
cervical cancer. For cervical cancer, well organized population-based screening programs 
have led to steep reductions in cervical cancer incidence. The success of cervical cancer 
screening programs depends on three key factors. First, that screening can accurately detect 
pre-cancerous changes in cervical cytology, or more recently can detect high-risk types 
of HPV in the cervix. Second, that the grade of abnormality can be easily confirmed based 
on biopsy and histological examination taken at colposcopy. Third, that the lesions can 
be completely removed, often by complete removal of the transformation zone of the 
cervix.  Unfortunately, these three conditions are not met for anal cancer screening. 

As anal cancer is uncommon in the general population, screening would be based in 
high risk populations such as homosexual men. However, in homosexual men, the 
prevalence of anal HPV is extra-ordinarily high: in a recent meta-analysis high risk HPV 
prevalence was 74% in the HIV positive and 37% in the HIV negative.  The prevalence of 
the presumed cancer precursor - high grade anal intraepithelial neoplasia – was 29% in 
the HIV positive and 22% in the HIV negative. Based on the cervical cancer model, all of 
these men would require ablative therapy.  However, based on extremely limited data, 
rates of progression to anal cancer appear substantially lower than rates of progression 
of high grade cervical lesions to cervical cancer. 

A deeper understanding of the natural history of anal HPV infection and its progression 
to anal cancer is required to inform an evidence-based anal cancer screening program. 
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PAPER REF 1214
SCREENING HIV POSITIVE HOMOSEXUAL MEN WITH ANNUAL ANAL 
EXAMINATIONS FOR DETECTION OF EARLY ANAL CANCER.
Tim Read1

1Melbourne Sexual Health Centre and School of Population Health, University of Melbourne.

Screening HIV positive homosexual men for the anal cancer precursor, high-grade anal 
intraepithelial neoplasia (HGAIN), is not ready to begin because: the interpretation of 
anal cytology samples is difficult and HGAIN has a high rate of persistence and recurrence 
after treatment. A recent metaanalysis put the prevalence of HGAIN in this group at 
29% but the incidence of anal squamous cell carcinoma (SCC) was about 78/100,000 
per year, so the number needed to treat to prevent one cancer will be high.

The prognosis of anal cancer is influenced by tumour size. Would regular examinations 
looking for small cancers be a feasible means of reducing anal cancer morbidity and 
mortality?

A review of medical records from 1992-2010 from the Alfred Hospital in Melbourne, 
identified 128 cases of anal SCC and 24(19%) were in HIV-positive men. At diagnosis 
half of tumours (52%) were externally visible, mean estimated tumour size was 36mm 
and 114/121 tumours (94%) were one centimetre or larger. The most frequent symptoms 
were bleeding (43%) and pain (36%) and mean duration of symptoms was 22 weeks. 
There is potential for earlier diagnosis.

In a feasibility study, routine anal examinations (inspection and digital palpation) at 3 – 6 
month intervals, were introduced into the care of a cohort of 102 HIV positive homosexual 
men aged ≥35 years, for one year. Of these men, 97 had two examinations and 85 had 
three, during the year, 98.7% of respondents said they would probably have the examination 
next time and 99.2% said they were satisfied with the amount of time spent on their 
HIV care. Four men were referred to surgeons for exclusion of cancer and one cancer 
was diagnosed. Two colonoscopies were performed in men who did not have cancer. 
The average cost of the intervention was calculated to be $21 per person screened.

Competing interest: Tim Read is site investigator for a Merck HPV vaccine trial.
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PAPER REF 1240
SHOULD WE BE SCREENING FOR ANAL CANCER? ISSUES TO CONSIDER
Hocking JS1

1Centre for Women’s Health, Gender and Society, Melbourne School of Population Health, University of Melbourne.

Screening usually involves the use of a test to detect a condition (disease/infection) in 
individuals who don’t have any signs or symptoms. The intention of screening is to 
identify the condition early, thus enabling earlier intervention and management with 
the aim to reduce mortality and suffering. Although screening may lead to an earlier 
diagnosis, not all screening tests have been shown to benefit the person being screened; 
overdiagnosis, misdiagnosis and creating a false sense of security are some potential 
adverse effects of screening. 

There are 10 recognised criteria to guide policy makers in decisions about what conditions 
are suitable for screening. While anal cancer screening fulfills some of these (it is an 
important health problem), it does not meet several of them. In particular, there are 
still questions about its natural history (eg: does AIN progress to anal cancer) and there 
is still considerable debate about the best screening test. Anal cytology (± HRA) and 
digital rectal examinations are two possible screening options for anal cancer. Further 
research is needed to establish the performance of these screening tests (sensitivity/
specificity) and their acceptability to the target population and the professionals 
administering the screening.  There can be considerable morbidity associated with 
the treatment of anal lesions, so it is imperative that there are recognised clinical 
guidelines about how to manage the results of a positive screening test. 

Given increasing anal cancer rates and the considerable morbidity and mortality associated 
with anal cancer, further research is needed to identify the best performing test and to 
evaluate whether anal cancer screening meets the 10 criteria for a screening program.
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JOINT SYMPOSIUM: HIV IN INDONESIA 
WEDNESDAY 17 OCTOBER 2012 – 11.00AM–12.30PM

PAPER REF 1239
CHILDREN ARE THE FUTURE: DESIRE OF PARENTHOOD AMONG 
HIV-POSITIVE PEOPLE IN WEST JAVA
Irwan Hidayana1

1Center of Gender and Sexuality Studies, University of Indonesia

How HIV-positive women deal with reproductive risks in pregnancy and delivery? In the 
resource-poor setting of Karawang, West Java, these women have to rely on their social 
networks to access PMTCT (prevention mother-to-child transmission) services. Their 
decisions reflect the kind of ‘ambivalence coupled with pragmatism’ (Lock and Kaufert 
1998:2). In navigating HIV in pregnancy and delivery, the role of NGOs and support 
groups is crucial. Attaining motherhood is a way to contest HIV/AIDS related stigma: as 
HIV-positive women, they shows their ability to construct lives that looked ‘normal’ to 
their partners, family and community.
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PAPER REF 1157
MEN AND PLACE: PRELIMINARY RESULTS FROM THE FIRST LARGE 
SCALE SOCIAL NETWORK STUDY OF INDONESIAN GAY, BISEXUAL 
AND MSM ENGAGEMENT WITH SOCIAL AND SEXUAL SITES
Jeffrey Grierson1, Stephen McNally1, Irwan Hidayana2, Anthony Smith1

1 Australian Research Centre in Sex, Health and Society, La Trobe University, Melbourne, Australia
2 Center of Gender and Sexuality Studies, University of Indonesia, Jakarta, Indonesia

Background: This paper reports on the first large scale social network study of gay 
men, bisexual men and men who have sex with men (MSM) in Indonesia. The overall 
aims of the study were to comprehensively map the relationship between these men 
and the venues at which they socialise and to characterise the structures and pathways 
of these relationships.

Method: Men were recruited from Medan, Jakarta and Bali between February and 
May 2012. The data were collected via an online questionnaire which included a 
separate site list for each of the three locations. Participants were recruited both face 
to face and online. Participants completed the survey either at recruitment using a 
hand held device or hand-phone, or independently at another time. 

Results: A total of 1329 men completed the survey with roughly equal numbers in 
each setting. Men had a median age of 26 years. 58% identified as gay/homosexual 
and 40% as bisexual. Around half (48%) had a regular male partner and 23% had a 
regular female partner. 53% had had an HIV test and 6% reported being HIV positive 
(12% of those tested). Men reported their usage of sites over the past year, including 
their reason for visiting and whether they had sex with men they met there. Included 
in the study were 10 sites in Medan, 13 in Jakarta and 11 in Bali. We report on the structure 
of these networks in the three settings and the characterization of men who visit them. 

This represents the beginning of a collaborative analytic project that will inform 
prevention and service provision of gay/MSM in Indonesia into the future. 
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PAPER REF 1238
STI/HIV KNOWLEDGE, ATTITUDES AND BEHAVIOR:  
EVIDENCE FROM THE 2010 TRANSITION TO ADULTHOOD  
SURVEY OF GREATER JAKARTA
Utomo I1
1Australian National University
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PAPER REF 1257
PROVIDING FRIENDLY AND CONVENIENT MSM CLINIC SERVICES IN 
BALI: A BREAKTHROUGH IN EXPANDING ACCESS TO STI AND HIV 
TESTING AND TREATMENT FOR THE BALI MSM COMMUNITY
Authors: Prasetia MYO1, Yusanto R1, Lestari A1, Nurhayati1, Martiningsih AAA1 ,Karya M1, Wignall, FS2

1 Bali Medika Clinic, 2 Bali PeduliFoundation

Introduction: Many in the Indonesian MSM community do not seek health care services 
in public STI and VCT clinics because of stigma and bureaucracy. STIs go untreated and 
HIV undiagnosed until they present with complications or Stage III/IV HIV infections.

Methods: The Bali Medika Clinic, Kuta, Bali with support from the Bali Peduli Foundation 
initiated convenient, after work-hours, confidential STI and HIV testing and treatment 
designed specifically for MSM community. A doctor, counselor, nurse and lab technician 
onsite provide high-quality, nonjudgemental services usually within one hour. HIV, 
syphilis and simple STI testing are performed along with CD4 testing for those HIV+.  
All drugs and exams are provided free of charge. An outreach worker uses social media 
and site visits to recruit and follow-up with clients.

Results: Since opening in September 2012, there have been 1,016 client visits by 396 
new patients. Mean age is 27 years. Among 386 clients tested for HIV, 74 (19,2 %) were 
HIV positive. The average CD4 count for 65 individuals tested was 326,35 (median 344, 
range 26 - 689). 18 patients have started ARV treatment. Of 339 tested for syphilis, 39 
(11.5%) were diagnosed with early syphilis and 26 (7.7%) late syphilis. 315 were 
examined for STIs and 47 (14,9%) had urethritis and 190 (60,3%) had proctitis.

Conclusion: Significant numbers of MSM clients have accessed the Bali Medika Clinic 
for HIV and STI services within a period of less than a year. Friendly, convenient, 
community-specific and confidential services appear to have generated the response. 
The clinic is potential site for sentinel surveillance to monitor HIV prevalence among 
MSM in Bali given that it attracts clients from across the island.

Disclosure of Interest Statement: The Bali Peduli Foundation and Bali Medika Clinic have 
received a PIMA, point-of-care, CD4 testing machine and reagents from the Alere Corporation.
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HIV/AIDS CONFERENCE – BASIC SCIENCE SESSION
WEDNESDAY 17 OCTOBER 2012 – 11.00AM–12.30PM

PAPER REF 1029
DEVELOPMENT OF NUCLEAR IMPORT INHIBITORS AS ANTI-HIV AGENTS
Km Wagstaff 1, H Sivakumuran 2, Sm Heaton 1, D Harrich 2, Da Jans 1

1 Dept. Biochemistry, Monash University, Clayton, Victoria 2 HIV Molecular Virology, Queensland Institute of Medical 
Research, Brisbane, Queensland

Introduction: Specific viral proteins enter the nucleus of infected cells in order to 
perform essential functions, as part of the viral lifecycle. The integrase (IN) protein of 
human immunodeficiency virus (HIV)-1 is of particular interest in this context, due to 
its integral role in integrating the HIV genome into that of the infected host cell. Most 
IN-based anti-viral compounds target the IN/DNA interaction, but since IN must first 
enter the nucleus before it can perform these critical functions, nuclear transport of  
IN is an attractive target for therapeutic intervention. 

Methods: We developed a novel high-throughput screening assay for identifying 
inhibitors of nuclear import, and in particular IN, based on amplified luminescent 
proximity homogeneous assay (ALPHAScreen) technology, which is high-throughput, 
requires low amounts of material, and is efficient and cost-effective. 

Results: We use the assay to screen for specific inhibitors of the interaction between 
IN and its nuclear transport receptor importin a/b, successfully identifying several specific 
inhibitors of the IN/importin a/b interaction. Importantly, we demonstrate that one of 
the identified compounds, mifepristone, is effective in specifically preventing active 
nuclear transport of IN in transfected cells, without affecting general cellular nuclear 
import. The screen also identified broad spectrum importin a/b inhibitors such as 
ivermectin which may represent useful tools for nuclear transport research in the 
future. We validate the activity and specificity of mifepristone and ivermectin in 
inhibiting nuclear protein import in living cells. Finally we demonstrate that both lead 
compounds display potent anti-viral activity, highlighting the utility of the screening 
approach and validating nuclear import as a therapeutic target.

Conclusion: Our novel, considered screening approach is able to identify specific 
inhibitors of the interaction between HIV-1 IN and its nuclear import receptor importin 
a/b, which serve as lead compounds for a new class of potent anti-viral therapeutics.
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PAPER REF 1046
A MUTANT TAT PROTEIN PROVIDES STRONG PROTECTION FROM 
HIV-1 INFECTION IN HUMAN CD4+ T CELLS
Ann Apolloni 1, Haran Sivakumaran 1, Min Husan-Lin 1, Michael Kershaw 2, David Harrich 1

1Department of Cell and Molecular Biology, Queensland Institute of Medical Research, Brisbane QLD, Australia 4006, 
2Cancer Immunology Program, Peter MacCallum Cancer Center, East Melbourne, 3002, VIC, Australia 3002

Here we show potent inhibition of HIV-1 replication in a human T cell line and primary 
human CD4+ cells by expressing a single antiviral protein. Nullbasic is a mutant form 
of the HIV-1 Tat protein that was previously shown to strongly inhibit HIV-1 replication 
in non-hematopoietic cell lines by targeting three steps of HIV-1 replication; reverse 
transcription, Rev and transactivation of HIV-1 gene expression. Here we investigated 
gene delivery of Nullbasic using conventional lentiviral and retroviral vectors. While 
Nullbasic could be delivered by lentiviral vectors to target cells, transduction efficiencies 
were sharply reduced primarily due to negative effects on reverse transcription mediated 
by Nullbasic. However Nullbasic did not inhibit transduction of HEK293T cells by an 
MLV-based retroviral vector. Therefore, MLV-based VLPs were used to transduce and 
express Nullbasic-EGFP or EGFP in Jurkat cells, a human leukaemia T cell line, and 
primary human CD4+ cells. Robust HIV-1 infection was observed in parental Jurkat 
and Jurkat-EGFP cells, but was strongly attenuated in Jurkat-Nullbasic-EGFP cells. 
Similarly, virus replication in primary CD4+ cells expressing a Nullbasic-ZsGreen-1 
fusion protein was inhibited by 10-fold. These experiments demonstrate the potential 
of Nullbasic as an antiviral agent against HIV-1 infection.
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PAPER REF 392
REDUCED EFFECTIVENESS OF THE NRTIS D4T AND AZT IN 
ASTROCYTES: IMPLCATIONS FOR NEUROCART 
Dr Lachlan Gray 1,2, A/Prof Gilda Tachedjian 1,2, Mrs Anne Ellett 1, Dr Michael Roche 1,2, A/Prof Bruce Brew 3, Dr Stuart 
Turville 4, Prof Steve Wesselingh 5, A/Prof Paul Gorry 1,2,6, A/Prof Melissa Churchill 1,2

1Burnet Institute, Australia. 2Monash University, Australia. 3St Vincent’s Hospital Sydney, Australia. 4Kirby Institute, 
Australia. 5South Australia Health and Medical Research Institute, Australia. 6University of Melbourne, Australia.

Introduction: HIV-1 penetrates the central nervous system (CNS) and can lead to 
HIV-associated dementia (HAD). While macrophages and microglia are the major sites 
of productive HIV-1 infection in the CNS, astrocytes undergo restricted infection. Up to 
20% of astrocytes can become infected in vivo, resulting in dysfunction, loss of neuronal 
support and the onset of HAD. Infected astrocytes represent a viral reservoir of long-lived 
cells, presumably not targeted by antiretrovirals (ARVs). Preventing the establishment 
of the infected astrocyte pool may be beneficial in delaying and/or preventing HAD 
and in virus eradication strategies. Here we sought to determine the effectiveness of 
ARVs used in NeurocART on inhibiting HIV-1 infection of astrocytes.

Methods: ARVs, including those used in NeurocART (ABC, 3TC, d4T, AZT, EFV, ETR, NVP, 
LPV, RAL, T20, MVC), were assessed for their ability to inhibit infection of CNS-derived 
cells. We generated single round HIV luciferase reporter viruses pseudotyped with YU2 
or VSVg envelope to facilitate efficient virus entry into astrocytes. Virus was added to 
the SVG astrocyte cell line, primary fetal astrocytes (PFA), MDM, or PBMC, in the presence 
of titrating amounts of ARVs and luciferase assays were performed. Data were used to 
generate inhibition curves and to calculate EC50/EC90 values.

Results: With the exception of d4T/AZT, all ARVs tested inhibited viral infection in SVG, 
PFA, MDM, and PBMC cells in a dose dependent manner. However, AZT and d4T had 
reduced anti-HIV-1 potency in PFAs, with EC90 values 110- and 187-fold greater than 
known CSF drug concentrations, respectively.

Conclusion: The reduced effectiveness of d4T and AZT in PFA suggests that 
NeurocART regimens containing these drugs may achieve suboptimal viral inhibition 
in astrocytes. These data have potentially important implications for the use of d4T/
AZT in NeurocART, and suggest that astrocyte infection may remain untargeted by 
these regimens, potentially leading to poorer neurological outcomes for patients.
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PAPER REF 1045
EXPRESSION OF HIV-1 TAT BY AN INTERNAL RIBOSOME ENTRY 
MECHANISM REVEALS A NOVEL PATHWAY FOR TAT TRANS-
ACTIVATION FROM LATENT PROVIRUS 
Jacobson J, Mota T, Howard J, Alexander M, Sonza C, Purcell DFJ 
Department of Microbiology and Immunology, University of Melbourne, Parkville, Victoria, Australia.

Introduction: Integrated human immunodeficiency virus type 1 (HIV-1) provirus sustains 
a latent infection in resting CD4+ memory T-cells due to multiple restrictions that 
prevent viral gene expression. These restrictions include transcriptional interference, 
where an upstream cellular promoter eclipses the viral promoter, driving transcription 
of a cellular gene that encases the HIV-1 provirus integrated within an intron. Alternative 
RNA-splicing may form chimeric cellular-viral mRNAs that include tat exon-2. We tested 
the importance of this by creating plasmid vectors that expressed such chimeric spliced 
RNAs, and asked if Tat protein could be expressed through an internal ribosome entry 
site (IRES) translation-control mechanism that may assist in reactivation of productive 
viral replication.

Methods: Tat exon-2, with native upstream stop codons, was placed in various exonic 
contexts within the human growth hormone (hGH) gene. We transfected TZMbl reporter 
cells with tat-hGH plasmid constructs and in vitro transcribed RNAs that lacked a 
functional 7-methylguanosine (m7G) cap.

Results: All chimeric tat-hGH plasmids typically expressed Tat protein at >15% of the 
positive control, irrespective of the context of the tat reading frame, its start codon or 
any upstream stop codons. In vitro transcribed uncapped and 7-methyladenosine 
(m7A)-capped RNA transfections demonstrated efficient IRES-mediated Tat expression, 
at 10 fold over the negative control. The IRES-mediated expression was not evident 
when EGFP was used in place of the tat open reading frame.

Conclusion: Including Tat exon-2 within a cellular mRNA allows functional Tat protein 
expression independently of a cellular m7G cap structure. Tat expression proceeded 
irrespective of the context of adjacent overlapping cellular reading frames. Our data 
suggests that tat exon-2 contains an IRES that provides a novel pathway for Tat expression 
and may be exploited as a therapeutic target for the clearance of latent provirus.

Disclosure of Interest Statement: This work was supported by NHMRC project grant 
1011043) (DP), and ACH2 EOI grant 2011 (DP). Authors have no conflict of interests.
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PAPER REF 1021
DETERMINING THE MECHANISM BY WHICH HIV BLOCKS INTERFERON 
INDUCTION IN DENDRITIC CELLS
Dr Andrew Harman, D Rambukwelle, N Nasr, Ra Botting, V Marsden, Al Cunningham
Centre For Virus Research, Westmead Millennium Institute, Westmead

Background: Dendritic cells (DC), macrophages and T-cells are first cells encounter 
HIV in the genital tract. DCs are particularly important as they are present in the epithelial 
layer and are able to efficiently transfer the virus to T-cells. Previously we have shown 
that HIV is able to directly induce the expression of interferon (IFN) stimulated genes 
(ISG) in a cell type specific manner in the absence of IFN. The inhibition of the IFN 
response was mediated by the viral accessory protein Vpr all three cell types, but the 
mechanism differs. In T-cells, Vpr causes the key interferon inducing transcription 
factor, interferon regulatory factor 3 (IRF3), to be targeted to the proteasome and 
degraded. In contrast no IRF3 degradation could be detected in HIV-1 infected DCs or 
macrophages. However, IRF3 did fail to translocate to the nucleus. Here we investigate 
the mechanism by which the HIV Vpr protein blocks IRF3 nuclear translocation.

Methods: Monocyte derived dendritic cells (MDDC), and macrophages (MDM) were 
exposed to HIV-1, HSV-2 or Sendai Virus and processed for QPCR or western blotting.

Results: Strong type I and II induction coupled with IRF3 phosphorylation was 
observed in MDDCs and MDMs exposed to LPS, HSV-2 and Sendai virus cells but not 
HIV-1. The IRF3 kinases TBK1 and IKKE as well as MAVS, TRAF3 and TRIF were not 
targeted to the proteasome. We will also present data on the effect of proteasomal 
inhibitors on HIV mediated IFN induction.

Conclusions: HIV inhibits the nuclear translocation of IRF3 to the nucleus in MDDCs 
and MDMs, however this is not mediated by targeting IRF3 to the proteasome as in 
T-cells. We now show that HIV also blocks IRF3 phosphorlyation but that this is not 
mediated by targeting components of the IRF3 signalling pathway to the proteasome.
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PAPER REF 1042
MUCOSAL UPTAKE MECHANISMS OF RECOMBINANT HIV-1 FOWL 
POXVIRUS VACCINES AND SAFETY FOLLOWING INTRANASAL DELIVERY
Trivedi S1, Stambas J2, Sedger L3, Jackson R1, Ranasinghe C1 

1 The John Curtin School of Medical Research, The Australian National University, 2 CSIRO Australian Animal Health 
Laboratories / Deakin University, 3 University of Technology Sydney. 

Introduction: An effective vaccine against HIV-1 should be able to elicit sustained 
antiviral mucosal HIV-specific CD8+ T cell immunity. Our group has shown that 
recombinant fowl poxvirus (rFPV) is an excellent mucosal delivery vector and in a 
prime-boost immunization setting it can induce excellent high avidity mucosal/
systemic CD8+ T cell immunity. But nothing much is known about the mechanism  
by which rFPV is taken up via the mucosae or how some cytokines that are involved in 
generating high avidity T cells (IL-4/IL-13) modulate the uptake/antigen presentation at 
the vaccination site. Furthermore, mucosal delivery of rFPV has not yet been clinically 
tested. Therefore, in this study we have evaluated the safety and the uptake mechanisms 
of rFPV following intranasal (i.n.) HIV-1 prime-boost immunization.

Methods: BALB/c, IL-4 and IL-13 gene knockout (KO) mice were immunized i.n. or 
intramuscular (i.m.) with rFPV co-expressing HIV-1 antigens and green fluorescent protein 
(FPV-HIV-GFP). At different time intervals GFP fluorescence cells were monitored using 
FACs analysis and microscopy in different compartments including the brain. 

Results: In BALB/c mice i.n. delivery of FPV-HIV-GFP revealed that GFP expression was 
observed as early as 6h post infection (p.i) in lung, the maximum expression was detected 
at 12h p.i. and after 96 hrs p.i. no virus was detected. The GFP expression in other 
compartments and antigen uptake together with other cell markers are currently 
being investigated in BALB/c wild type and KO mice.

Conclusion: This study will enable us to understand how rFPV is taken up via the nasal 
mucosa compared to systemic delivery. Importantly, whether rFPV can cross the blood-brain 
barrier following intranasal immunization and whether it is a safe mucosal delivery 
vector. This study will also establish “how and why” mucosal immunization can induce 
effective mucosal CD8+ T cell immunity against HIV-1 compared to systemic immunization. 

Disclosure of Interest Statement: This work was supported by NHMRC project grant 
525431 (CR), Bill and Melinda Gates Foundation GCE Phase I grant (CR) and ACH2 EOI 
grant 2012 (CR). Authors have no conflict of interests.
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EMBRACING INNOVATIVE TECHNOLOGY TO IMPROVE
THE HEALTH OF ABORGINAL AND TORRESS STRAIT
ISLANDER PEOPLE
WEDNESDAY 17 OCTOBER 2012 – 1.00PM–1.45PM

PAPER REF 1019
DEVELOPING MULTIMEDIA RESOURCES IN COLLABORATION WITH 
YOUNG ABORIGINAL PEOPLE TO IMPROVE SEXUAL HEALTH IN 
REMOTE AND URBAN AUSTRALIA
Mr Michael Borenstein, Ms Astrid Stark
1 Department of Health NT, 2 Public Health Nurse Consultant

Introduction: STIs and unplanned pregnancies are the highest in Australia amongst 
remote Aboriginal youth. These outcomes are often linked to drug and alcohol misuse. 
Exploring young people’s strength and resilience in multimedia resources provides a 
valuable platform for empowerment. In 2009 a play and workshop exploring sexual 
health and drug and alcohol use was developed in collaboration with young people, 
Aboriginal community controlled organisations and a sexual health unit in Alice 
Springs. The play and workshop were designed to empowering young people 
through exploring their insights, supporting them to make informed healthy choices.

Methods: An evaluation of the play indicated the project an overwhelming success. 
Building upon the evidence a DVD and workbooks were produced allowing the 
empowerment process to be duplicated in a sustainable manner. The resources were 
released in 2012 and evaluation through feedback surveys began. 

Results: Preliminary data indicates the DVD and workbooks are highly valued tools 
empowering young people to make healthier choices. Initial data showed that 100% 
of facilitators believed the resource contained clear sexual health messages that would 
be understood by young people and was a tool they would like to use. Additionally 
79% of participants indicated that the resource would support them to make positive 
choices around sex.

Conclusion: Collaboration is central to the success of empowerment projects. 
Multimedia resources capture the views and insights of young people in a powerful 
manner, creating economic tools which are highly portable. Strength based resources 
capitalise on young people’s insights and are powerful compared to tools that simply 
identify ‘problems’. Evaluation is essential to further develop resources and contribute 
to evidence based best practice.
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PAPER REF 273
SMART AND DEADLY! COMMUNITY OWNERSHIP, COLLABORATION, 
AND CULTURAL RESPECT FOR EFFECTIVE ABORIGINAL SEXUAL 
HEALTH PROMOTION 
Ms Kylie Stephens 1, Ms Anne Stelling 1, Mr Robert Whybrow 2, Mr Peter Waples-Crowe 3, Ass/Prof Jane Tomnay 1

1Centre for Excellence in Rural Sexual Health (CERSH), The University of Melbourne, 2Albury Wodonga Aboriginal 
Health Service (AWAHS), 3Victorian Aboriginal Community Controlled Health Organisation (VACCHO)

Introduction: There are disproportionately high notification rates of sexually 
transmissible infections for Aboriginal and Torres Strait Islander peoples compared 
with non- Aboriginal and Torres Strait Islander peoples. There are few relevant sexual 
health promotion resources for rural Aboriginal young people, created by young 
people themselves. Cultural considerations for resource development include a sense 
of shame, delineation between women’s and men’s business, and the continuing 
impact of the Stolen Generations and consequent familial issues. Strengths to support 
sexual health promotion include endorsement from Elders, and strong formal and 
informal cultural and organisational systems.

Methods: CERSH coordinated and filmed a twelve-month project with the Albury-
Wodonga Aboriginal community and twenty Aboriginal and non-Aboriginal organizations. 
The planning group directed the project using reflective questions such as “what does 
‘working in partnership’ actually mean?” and “how will we ensure that Aboriginal 
values and ways of knowing are embedded into all project processes?” 

Forums for parents, carer’s and young Aboriginal people were conducted using drama, 
humour and yarning as the primary education tools. A series of film-making, drama 
and dance workshops over eight consecutive weeks were offered to young people to 
develop health promotion messages. Resource development for workers supporting 
young Aboriginal pregnant and parenting mums and dads was also included and 
focused on creative ways of nurturing cultural identity. 

Results: The project resulted in three community forums, six YouTube clips and two 
rap songs, currently being disseminated using social media. A documentary DVD was 
produced to support culturally inclusive practice. It provides a narrative about ethics, 
community ownership, partnerships, respect and reciprocity.

Conclusion: With sufficient resources, community and professional support, Aboriginal 
young people are ideally placed to play a central role in resource development to 
improve sexual health literacy. Adherence to Aboriginal health promotion principles 
and explicit consideration to inclusive processes can support this work. 
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PAPER REF 1050
THE NSW ABORIGINAL SEXUAL AND REPRODUCTIVE HEALTH 
PROGRAM: ENGAGING YOUTH THROUGH INNOVATION
Dino Saulo 1, Todd Fernando 2, Jackie Milsom 3

1 Aboriginal Health and Medical Research Council of NSW, 2 Aboriginal Medical Service Western Sydney, 3 Bulgarr Ngaru

The NSW Aboriginal sexual and reproductive health program is currently funded by 
NSW health. The program aims to Increase access for Aboriginal adolescents aged  
12 – 19 to sexual and reproductive health programs across NSW. The structure of the 
program has been developed with education elements with input from 2 state wide 
support workers and 10 Aboriginal Sexual and Reproductive Health Workers who are 
currently based at 7 sites across NSW. The program also encompasses a social marketing 
campaign and an overall strong emphasis on evaluation.

The program recently undertook a mid term review which reflected on work achieved 
over the past 18 months in order to explore and develop future directions. During the 
18 month period, 5511 Aboriginal Youth across NSW were engaged through 31 main 
local projects including the social marketing campaign.

Sexual and Reproductive Health workers Todd Fernando and Jackie Milsom will show 
case some of the activities they have undertaken during the last 18 months. Activites 
include - P-4A-PS3 which is a School based sexual and reproductive health education 
program, Condom Covers, with local art works, a mid night basketball program and 
other sports and health collaboration programs. 

The Aboriginal Sexual and Reproductive Health Workers around NSW continue develop 
a wide range of innovative and much needed projects that engage Aboriginal Youth 
within their communities.

The presentation will demonstrate the importance of partnerships, the use of interactive 
activities and culturally appropriate programs that engage Aboriginal Youth. All these 
factors have made the NSW Aboriginal Sexual and Reproductive Health program 
successful in creating and maintaining awareness surrounding issues relating to the 
overall Sexual and Reproductive health within NSW. 
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JOINT SYMPOSIUM SESSION: FINANCING THE HIV 
RESPONSE IN THE REGION
WEDNESDAY 17 OCTOBER 2012 – 2.00PM–3.30PM
This symposium will take the form of  a facilitated panel discussion which will examine 
in some detail the impacts and implications on national HIV responses of financial 
pressures on HIV funding, including the suspension of GFATM Round 11, the shift in 
programming to incorporate HIV services into broader health systems and the ‘value 
for money’/results focus of HIV funding as well as the emphasis on allocating resources 
to most-affected populations.

The symposium will consider these issues from the viewpoints of international 
agencies, donors, national health ministries and policy and strategic plan advisers. 
Panel members will include Mr Prasada Rao, the UNAIDS Special Envoy for Asia and 
the Pacific and Mr Narciso Fernandes,  National HIV/AIDS Program Manager at Ministry 
of Health, Timor Leste.
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JOINT SYMPOSIUM SESSION: STI MANAGEMENT 
IN INDIGENOUS COMMUNITIES
WEDNESDAY 17 OCTOBER 2012 – 2.00PM–3.30PM

PAPER REF 612
AN OUTBREAK OF INFECTIOUS SYPHILIS AMONGST YOUNG ABORIGINAL 
AND TORRES STRAIT ISLANDER PEOPLE IN NORTH WEST QUEENSLAND
Ms Sandra Downing 1, Dr Arun Menon 2, Ms Therese Howard 1, Ms Angela Cooper 2, Dr Patricia Fagan 1

1 Sexual Health Program, Cairns Public Health Unit, Tropical Regional Services, 2 Townsville Sexual Health Service, 
Queensland Health

Background: Infectious syphilis notifications in the Aboriginal and Torres Strait Islander 
population have fallen over the last decade with only 123 Indigenous notifications 
nationally in 2009. During 2010 increasing notifications in the Mt Isa Health Service 
District (MIHSD) were observed and by early 2011 an outbreak of infectious syphilis 
affecting young Indigenous people was established. We describe the outbreak and 
the response measures.

Methods: A Syphilis Incident Management Team was formed. A communication and 
engagement plan was developed, additional sexual health staff were deployed and 
screening activities conducted. Data was extracted from the Syphilis Surveillance 
System to describe the epidemiology and selected management outcomes. 

Results: Between 01/01/2011 and 31/05/2012, 134 infectious syphilis and 3 congenital 
syphilis cases were notified from the MIHSD. A further 19 cases notified elsewhere are 
directly linked to MIHSD. Of the 153 cases, 82% are less than 25 years old, 62% are female 
and 99% are Indigenous. 39 of 70 (56%) cases presenting with symptoms and/or as a 
contact were correctly treated presumptively. Median time from test date to treatment 
date for the 83 screen cases was 7 days (mean: 14 days, standard deviation: 29). In May 
2012 intensive screening events targetting15-24 year olds in two MIHSD settings 
identified 17 cases. 

Conclusion: Ongoing control measures include continuing improvement in sexual health 
service delivery, development of innovative approaches to engage youth, and longer 
term sexual health promotion efforts to reduce risk for Indigenous youth in the region. 
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PAPER REF 596
CHLAMYDIA TRACHMONATIS, NEISSERIA GONORRHOEA AND 
TRICHOMONAS VAGINALIS INCIDENCE IN REMOTE AUSTRALIAN 
ABORIGINAL COMMUNITIES: FINDINGS FROM THE STRIVE TRIAL
Silver B1,2, Ward J2,3, Wand H2, Garton L2, Hengel B2,4, Taylor Thomson D1, Knox J2, McGregor S2, Rumbold A1,5,  
Fairley C6,7, Maher L2, Kaldor J2, Guy R2 on behalf of the STRIVE Investigators. 
1 Menzies School of Health Research, Charles Darwin University, Darwin, Northern Territory
2 The Kirby Institute, University of New South Wales, Sydney NSW
3 Baker IDI, Alice Springs, Northern Territory
4 Apunipima Cape York Health Council, Cairns, Queensland
5 University of Adelaide, Adelaide, South Australia
6 Melbourne Sexual Health Centre, Carlton, Victoria
7 School of Population Health, University of Melbourne, Carlton, Victoria

Introduction: Bacterial sexually transmissible infections (STI) are endemic in remote 
Aboriginal communities. Incidence estimates are important to understand patterns  
of transmission and the effectiveness of prevention initiatives. 

Methods: Laboratory results from over 17,700 patients aged over 16 years attending 
65 remote primary health care centres participating in STRIVE between January 2009 
and November 2011 were analysed. Nucleic acid amplification tests were used to 
detect all three STI. Incidence of Chlamydia trachmonatis (CT), Neisseria gonorrhoea 
(NG) and Trichomonas vaginalis (TV) was calculated based on patients with at least 
two tests and calculated as the number of incident infections (negative followed by  
a positive test) divided by person-years (PY) of follow-up. 

Results: Based on 7171 repeat tests, CT incidence was 8.6/100 PY (95% CI: 7.6-9.9) in men 
and 10/100 PY (95% CI: 9.1-11.0) in women. Incidence was highest in 16–19 year olds 
(23.4 in men and 29.2 in women) decreasing steadily with age to 2.6 in men and 2.9 in 
women aged 35+ years. From 7439 repeat tests, NG incidence was 10/100 PY (95% CI: 
8.9-11.4) and 8/100 PY (95% CI: 7.2-8.9) in women. NG incidence was also highest in 
16–19 year olds (26.1 in men and 23.4 in women) decreasing steadily with age to 2.2 in 
men and 2.3 in women aged 35+ years. TV incidence, calculated on 4946 repeat tests, 
was 10.6/100 PY (95% CI: 9.6-11.7) in women compared with 2.4/100 PY (95% CI: 2.0-3.1) 
in men. Incidence in women was highest in the 16–19 year group (19.8), decreasing to 
6.6 in 35+ year olds, while there was no apparent trends with age in men.

Conclusion: The high incidence of all three STI found in this study affirm the importance 
of sustained STI control measures in remote Australia, particularly among people aged 16-19. 
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PAPER REF 1236
MEASURING THE IMPACT OF STI AND HIV CONTROL STRATEGIES: 
EXPERIENCES FROM REMOTE COMMUNITIES
Kaldor J1

1The Kirby Institute

Treatable sexually transmitted infections continue to occur at high levels in many 
remote communities, despite the availability of good tests and treatments. HIV has so 
far been absent from most communities but is perceived as a constant threat. Primary 
health services are expected to detect and manage STIs and offer HIV testing  but 
have many competing priorities, so recent approaches have sought to focus on the 
activities that are likely to produce the greatest clinical and public health benefit. 
Building on experience in other areas of health, and working closely with service 
providers, quality improvement processes for sexual health service delivery, including 
clinical audit, systems assessment, development of action plans and regular feedback 
of reports, have been developed. Process and outcome indicators have also been 
devised, supported by upgraded patient information systems,  and are now being 
used in a variety of remote clinical settings. Process indicators include the clinic’s 
self-assessment of its sexual health service delivery quality in a number of domains, 
and outcome indicators include percent of clinic attenders offered testing for STIs and 
HIV, time to treatment for those found positive for STIs and proportion of those with a 
positive test for STIs offered a repeat test at three months. Experience with the use of 
these indicators is now accumulating through research and programmatic application 
of quality improvement strategies at over 70 clinical services that have predominantly 
Aboriginal patient populations. 
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PAPER REF 1065
POINT-OF-CARE TESTS FOR CHLAMYDIA AND GONORRHOEA 
INFECTIONS IN REMOTE ABORIGINAL COMMUNITIES: THE TEST, 
TREAT AND GO- THE “TTANGO” TRIAL
Guy R1 
1Kirby Institute, NSW, Australia 

Background: Many remote and isolated communities in Australia continue to 
experience high rates of chlamydia and gonorrhoea infections. In order to interrupt 
disease transmission and reduce the risk of complications, early diagnosis and 
treatment is important. However in many remote communities, there are long delays 
between specimen collection and the provision of treatment, due to both distance 
from laboratories and difficulties in recalling patients. In late 2012 a randomised 
controlled trial (RCT) of point-of-care testing for chlamydia and gonorrhoea infections 
will be implemented in 12 remote communities in Queensland and Western Australia. 
The trial will assess if a chlamydia and gonorrhoea point-of-care tests can reduce the 
interval time to treatment and repeat infections. Prior to the RCT a comprehensive 
laboratory and field evaluation is being undertataken. This presentation will describe 
preliminary results from these evaluations, and also the design of RCT.

Methods: The laboratory evaluation was conducted in 2011/2012 and compared the 
performance of a range of candidate point-of-care tests to reference tests using over 
200 samples. In mid-late 2012, we conducted a field evaluation in remote communities 
and compared the performance of a range of candidate point-of-care tests to reference 
test results using fresh samples, and also obtained feedback from health services about 
the best ways to integrate the point-of-care testing into routine care. This research is 
being conducted as a partnership between peak Aboriginal organisations, individual 
Aboriginal Community Controlled Health Services (ACCHS), academic researchers, and 
laboratories. 

Results: The laboratory evaluation demonstrated one point-of-care test (assay 1) to 
have superior analytical performance (sensitivity and specificity) for detection of CT 
and NG, compared with other assays. Assay 1 is based on the newest available 
technology for infectious disease point-of-care testing. Its characteristics will be 
described in more detail in the presentation.  The field evaluation confirmed assay 1 
had superior analytical performance using fresh samples for detection of CT and NG 
compared with other assays, it was easy to use, and health service staff suggested a 
range of ways to integrate the system into routine care.  

Conclusion:  The comprehensive evaluations conducted prior to the RCT have proved 
vital in planning and designing the RCT. If the RCT shows that use of point-of-care tests 
reduces repeat infections in remote communities, the results will provide compelling 
and influential findings that should  inevitably raise the profile of sexual health 
point-of-care technology on the policy agenda, and advance diagnostic, clinical and 
public health practice. The ultimate benefits will be in terms of reductions in the short 
and long-term adverse consequences of these infections in remote communities.
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PAPER REF 605
THE GOANNA PROJECT: CONDOM USE AMONG YOUNG ABORIGINAL 
AND TORRES STRAIT ISLANDER PEOPLE
Ms Imogen Green 1, Prof John Kaldor 1, Ms Donna Ah Chee 3, Dr Joanne Bryant 4, Prof Marian Pitts 5, Prof Anthony Smith 5, 
A/Prof Heather Worth 6, Mr James Ward 2, Ms Dina Saulo7

1 The Kirby Institute, University of New South Wales, 2 Baker IDI, 3 National Aboriginal Community Controlled Health 
Organisation, 4 National Centre for HIV Social Research, 5 Australian Research Centre for Sex Health and Society, La 
Trobe University, 6 School of Public Helath and Community Medicine, University of New South Wales, 7Aboriginal 
Health and Medical Research Council.

Background: Limited information is available in knowledge, risk practices and health 
service access of sexually transmitted infections (STIs) and blood borne viruses in young 
Aboriginal and Torres Strait Islander people. The GOANNA project was established 
with funding from the Australian Research Council and a range of government and 
community partners as the first national study in this area. 

Methods: A cross-sectional, self-administered survey using personal digital assistants 
was conducted at cultural and sporting events in regional and urban centers in 2011 
and 2012. 

Results: Overall, questionnaires were collected from 1709 young (16-29) people at 19 
events across all 8 Australian jurisdictions. The median age of participants was 21 years 
(interquartile range:17-25). Overall, 84% of participants reported having sex in their 
lifetime, and of these 54% reported condom use at last sex. Condom use at last sex 
was higher in younger age groups (74% in 16-18 year olds vs 54% in 19-24 year olds vs 
41% in 25-30 year olds, p<0.01). A higher proportion of males reported condom use at 
last sex, compared with females (60% vs 53%, p=0.02). Reported condom use at last 
sex was higher in the presence of high-risk behaviours such as being drunk or high, 
compared with those not drunk or high (64% vs 53%,p<0.01), and having sex with a 
new partner compared with a “boyfriend” or “girlfriend” (73% vs 53%,p<0.01). Conversely 
condom use at last sex was lower in participants who reported STI diagnoses in the 
past, compared to those who had not (41% vs 56%, p<0.01). 

Conclusions: Young people who engage in higher-risk behaviours also report higher 
rates of condom use. However condom use was lower in those with a history of STIs. 
Condoms are being used at reasonably high levels with new partners but there is 
room for continued improvement in access and uptake. 
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HIVAIDS - THEME A SYMPOSIA - CORRELATES OF
PROTECTION AND A VACCINE DESIGN
WEDNESDAY 17 OCTOBER 2012 – 2.00PM–3.30PM

PAPER REF 1107
NEUTRALIZING TARGETS ON HIV
Burton, DR1

1Dept of Immunology and Microbial Science, Center for HIV/AIDS Vaccine Immunology and Immunogen Discovery, 
and IAVI Neutralizing Antibody Center, The Scripps Research Institute, La Jolla, CA, USA
Ragon Institute of MGH, MIT and Harvard, Boston, MA, USA

Highly antigenically variable viruses such as HIV present huge problems for vaccine 
design. Broadly neutralizing antibodies to HIV generated during natural infection can 
identify weaknesses in the surface structures of the virus. These weaknesses can help 
guide vaccine and drug design and reveal fascinating aspects of the interplay between 
two highly mutable systems-the virus and antibody.

No pharmaceutical grants were received in the development of this study.



13TH IUSTI WORLD CONGRESS 2012 • www.iusti2012.com • 15–17 OCTOBER 2012 177

PAPER REF 1108
PROTECTION FROM HIV: POTENTIAL ROLE OF ANTIBODY-DEPENDENT 
CELLULAR CYTOTOXICITY (ADCC) ANTIBODIES IN PROTECTIVE IMMUNITY
Kent S1

1University of Melbourne, VIC, Australia 

A HIV vaccine is urgently needed but the type(s) of immunity needed to achieve reliable 
protection are not clear. It has been difficult to induce broadly reactive neutralizing 
antibodies to date, and narrowly directed neutralizing antibodies were not effective in 
the AIDSVAX trials. Some CTL-based immune responses appear effective in macaque 
trials, but at least a limited set of CTL responses induced by an Adenovirus-vector 
based regimen were not effective in the STEP trial. The RV 144 Canarypox/Env protein 
boost regimen induces limited neutralizing antibodies and CTL responses, but showed 
partial efficacy. This regimen induces high levels of binding antibodies to HIV-1 Env 
and these non-neutralizing antibodies, such as ADCC antibodies, may mediate the 
partial protective immunity.

HIV-specific ADCC antibodies bind to HIV antigens expressed on the surface of infected 
cells and bind innate immune cells, such as NK cells, via their Fc portion, which results 
in killing of the infected cell. Considerable evidence shows that ADCC antibodies in 
infected subjects can help slow progression and passive transfer studies in macaques 
show this function is important in controlling virus exposure. Using a novel intracellular 
cytokine staining approach to identify these antibodies, our group has shown these 
antibodies can induce NK cells to rapidly kill virus-infected cells. Through detailed 
mapping of individual ADCC epitopes, we also found these responses frequently force 
viral escape, suggesting they apply considerable pressure to the virus. Subjects with 
slow HIV progression disproportionately target specific ADCC epitopes, including non-
Env proteins. HIV vaccine regimens that more effectively induce ADCC responses to 
conserved HIV epitopes should be further explored.
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PAPER REF 1109
PROMISING HIV-1 VACCINE STRATEGIES TO ENHANCE MUCOSAL 
IMMUNITY AND CD8 T CELL AVIDITY
Charani Ranasinghe1, Shubhanshi Trivedi, John Stambas and Ronald J. Jackson
Molecular Mucosal Vaccine Immunology Group, Dept Immunology, The John Curtin School of Medical Research,  
The Australian National University, ACT 0200. School of Medicine, Deakin University, VIC, 3217.

Introduction: It is now well established that not only the magnitude of cell-mediated 
immunity but also the ‘avidity’ or efficacy of the T cells induced, may be important for 
protection against diseases like HIV-1. Our previous findings have demonstrated that a 
mucosal (intranasal, i.n.) versus systemic (intramuscular, i.m.) immunisation can influence 
not only the magnitude but also the avidity of T cell immunity generated to vaccine 
antigens, where mucosal immunisation was shown to induce CTL of high avidity that 
offered greater protection against viral challenge. Therefore, we have performed studies 
to understand “how and why” the vaccine delivery route influences the quality of protective 
CTL immunity to HIV-1. We have found that mucosal immunisation generated HIV-specific 
CD8+ T cells with lower interleukin (IL)-4 & IL-13 compared to systemic immunisation 
and IL-13 is detrimental to the functional avidity of these T cells. We have now constructed 
two unique recombinant HIV-1 vaccines that co-express IL-13 inhibitors, which can 
“transiently” block IL-13 activity at the vaccination site causing wild-type animals to 
behave similar to an IL-13-/- animal.

Methods: BALB/c or IL-13-/- gene knock out mice were i.n./i.m. prime boost immunised 
with fowl pox virus expressing HIV gag/pol and vaccinia virus expressing the same genes, 
and also vaccines that co-express IL-13 inhibitors. At different time points immunity 
was evaluated by ELISPOT, intracellular cytokine staining, tetramer staining and cytokine 
antibody arrays. Mucosal influenza-HIV challenge was used to evaluate protective immunity. 

Results: These novel IL-13 inhibitor vaccines were able to induce i) enhanced HIV-specific 
CD8+ T cells with higher functional avidity, with broader cytokine/chemokine profiles 
and greater protective immunity using a surrogate mucosal HIV-1 challenge, and also 
ii) excellent multifunctional mucosal CD8+ T cell responses, in lung, genito-rectal 
nodes and Peyer’s patch. Data also revealed that i.n. delivery of these vaccines helped 
recruit large numbers of unique antigen presenting cell subsets to the lung mucosae, 
ultimately promoting the induction of high avidity CD8+ T cells. We believe our novel 
IL-13 cytokine trap vaccine strategy offers great promise not only for HIV-1, but also 
against range of chronic infections that require strong sustained high avidity mucosal/
systemic immunity for protection.

Disclosure of Interest Statement: This work was supported by NHMRC project grant 
525431 (CR), Bill and Melinda Gates Foundation GCE Phase I grant (CR) and ACH2 EOI grant (CR). 
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13TH IUSTI WORLD CONGRESS AND 2012
AUSTRALASIAN SEXUAL HEALTH CONFERENCE CLOSING
AND JOINT CONFERENCE SESSION
WEDNESDAY 17 OCTOBER 2012 – 4.00PM–5.30PM

PAPER REF 1204
INDIGENIZING HIV
Marama Pala¹
1Executive Director, INA (Māori, Indigenous & South Pacific) HIV/AIDS Foundation (INA), Co-Chair, International 
Indigenous Working Group on HIV & AIDS (IIWGHA)

Issues: Indigenous peoples account for 5% of the world’s population and make up 
one third of the world’s poorest people. A number of social health determinants leave 
Indigenous people vulnerable to threats such as HIV, with this leading to disproportionate 
rates of HIV compared to non-Indigenous populations. This is particularly marked in 
those countries where the indigenous populations are not in political power, and 
among Indigenous men who have sex with men, sex workers, women, people who 
inject drugs and those suffering from stigma and discrimination. 

Description: The impact of HIV in this vulnerable population highlights the lack of 
research or clinical trials conducted with Indigenous peoples as the primary focus. 
Studies fail to consider the political, socio-economic and cultural factors with all  
their complexities, and these are often excluded from comprehensive and effective 
intervention strategy. 

The International Indigenous Working Group on HIV & AIDS (IIWGHA) has brought 
together people from many countries who are leaders in the HIV field to strategize 
and build strength in addressing issues related to political, socio-economic and 
cultural diversity – and to overcome the impact of HIV on Indigenous peoples. Early 
recognition, activism and advocacy from the 1980s of community organisations have 
set a path for IIWGHA to continue to uphold the principles of Toronto Charter, and the 
United Declaration of the Rights of Indigenous Peoples..

Lessons learned: The changing face of HIV creates a new landscape for IIWGHA at an 
international level as well as for national and local community organisations. The Strategic 
Plan of IIWGHA highlights the immediate and long-term goals for building strengths 
and collaboration. Cultural homogenization of Indigenous people into a blended, 
uniform cultural practice does not allow for the diversity experienced across cultures. 
IIWGHA incorporates cultural values and practices that continue to allow for each 
individual Indigenous culture to practise indigenizing HIV through a shared experience.

Next steps: Although IIWGHA has come to this point from 2005, advocacy to have HIV 
identified as an serious issue still struggles to compete with other historic issues for 
Indigenous peoples. IIWGHA has been successful in raising the voice of Indigenous 
peoples at the recent AIDS2012, with a symposia special session, a bridging session, 
and a strong presence in the Global Village. IIWGHA’s next steps are to advocate at the 
United Nations, at UNAIDS, at global and national levels, and within our own communities. 
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N PAPER REF 1146
IS AN AIDS-FREE GENERATION FEASIBLE: SCIENCE VS. REALITY
Quinn TC1

1National Institute of Allergy and Infectious Diseases, National Institutes of Health, and Center for Global Health, 
Johns Hopkins University, Baltimore, MD, USA

Currently there are 34.2 million people living with HIV and last year 2.5 million people 
were newly infected. In 2011 more than 8 million people had access to antiretroviral 
therapy (ART), but nevertheless, 1.7 million people still died from AIDS-related causes, 
and over 330,000 children were newly infected with HIV. Global investments for HIV 
totaled $16.8 billion in 2011. With these grim statistics, how can one consider an AIDS 
Free Generation? This goal stems primarily from the remarkable advances that have 
been made in biomedical interventions in HIV prevention, including male circumcision 
and the use of antiretroviral drugs (ARVs) for prevention of mother-to-child transmission 
(PMTCT), and of sexual transmission via microbicides, pre-exposure prophylaxis (PrEP), 
and treatment of infected persons within discordant couples. In updated data, male 
circumcision has demonstrated a >70% community effectiveness in reducing HIV 
incidence. In addition, male circumcision reduces genital HSV and HPV infections in 
men and their female partners. Similarly, ART during pregnancy and breastfeeding 
markedly reduces MTCT from 30 to 35% to <1%. With universal coverage of all HIV+ 
pregnant women, this truly could result in elimination of perinatal HIV. ARV containing 
microbicides and oral PrEP trials demonstrated reductions in HIV acquisition from 39% 
to as high as 73%, with the wide variance due to non-adherence to drug regimen. Further 
enthusiasm was based on the finding that early initiation of ART in HIV-infected individuals 
substantially reduced sexual transmission of HIV by 96% among virologically linked 
partners. While these scientific achievements provide a rationale for targeting for an 
AIDS Free Generation, many obstacles remain to achieve this ultimate goal, including 
universal access to ARTs, adherence, retention, ARV resistance, lack of resources and 
community motivation to mention a few. In conclusion, enormous progress has been 
made in the global AIDS response but further achievements will require universal 
access, wide-scale implementation, careful monitoring and evaluation, financial and 
technical resources, and a robust commitment. Only then will we begin to see a 
substantial impact on slowing the spread of HIV.














































































































































































































































































































































